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Abstract
Background: Mothers-in-law often provide key childcare support to daughters-in-law during the perinatal period that 
may enhance maternal mental health. Yet, poor mother-in-law/daughter-in-law relationships may be associated with 
maternal depression. The extent to which mother-in-law childcare involvement affects perinatal depression may differ 
across contexts of family conflict.
Objective: We explored the relationship between mother-in-law childcare and daughter-in-law perinatal depression in 
rural Pakistan across contexts of family conflict.
Methods: Data on 783 women came from the Bachpan Cohort, a birth cohort in Pakistan. Maternally-reported mother-
in-law childcare was assessed at 3 and 12 months postpartum using a 24-h recall and categorized into no, low, and high 
involvement. Major depression was captured at 3 and 12 months using the Structured Clinical Interview for Diagnostic 
and Statistical Manual of Mental Disorders IV. Family conflict was captured using three items from the Life Events 
Checklist. Log-Poisson models were used to estimate cross-sectional associations between mother-in-law childcare and 
perinatal depression, stratified by family conflict.
Results: Mother-in-law childcare was common in the first year postpartum. The association between mother-in-
law childcare and perinatal depression differed by the presence of family conflict and postpartum timing. At 3 months 
postpartum, low and high mother-in-law childcare (vs no involvement) were associated with a lower prevalence of 
depression regardless of family conflict. At 12 months postpartum, among families with no conflict, low mother-in-law 
childcare (vs no involvement) was associated with lower perinatal depression; however, among families with conflict, 
high mother-in-law childcare was associated with increased perinatal depression.
Conclusion: Our findings highlight the complexities of associations between mother-in-law childcare support and 
perinatal depression in the first year after birth. Mother-in-law childcare in the immediate postpartum period was 
beneficial for mothers. Understanding the source, amount, timing, and context of social support is necessary to inform 
research and interventions that aim to improve maternal mental health.
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Introduction

Mental health during the perinatal period, defined as the 
time from pregnancy to 1 year postpartum, has ramifica-
tions for a mother’s psychosocial well-being, physical 
health, and quality of life throughout the life course.1,2 The 
sequelae may extend to children, as perinatal mental health 
conditions may increase the risk of negative birth out-
comes, poor nutrition, and suboptimal physical, cognitive, 
and socioemotional developmental trajectories.3,4 High-
quality perceived social support may provide notable pre-
vention for depression well after the perinatal period.5,6 
Even in situations of adverse environments where persis-
tent poverty, domestic violence, and access to limited 
resources, exposure to positive social and instrumental 
support may prevent and alleviate depression.7,8 However, 
depression may directly impact a mother’s ability to main-
tain vital social support, and exposure to close relation-
ships that have little support and chronic conflict may 
exacerbate depression symptoms.

The type, timing, source, and context of social support 
may affect its relationship with perinatal depression. 
Traditional practices surrounding childbirth and increased 
postpartum support are protective against perinatal depres-
sion.9 Such practices include supportive rest, increased 
care, provision of special foods, and relief from household 
chores in the months after childbirth.10 In Pakistan, this 
practice is called chilla, and research from our cohort 
found that chilla reduced maternal depressive symptoms 
and the prevalence of major depressive disorder.5 Outside 
of the immediate postpartum period, our past analyses 
found that perceived emotional support may be more 
meaningful than instrumental support.6 Other studies 
found that it was the number of individuals or the specific 
individual (e.g. husband, in-law) who delivered the sup-
port that impacted depressive outcomes.11–13

While prior literature has examined the impacts of 
paternal support on maternal psychosocial outcomes,8,14–18 
little attention has focused on other core family members, 
particularly those rooted in joint families. In South Asia, 
patrilocal tradition supports a married woman joining her 
husband’s household, often including cohabiting in-laws. 
The mother-in-law (MIL)/daughter-in-law (DIL) relation-
ship may be deeply entwined, where child-rearing, house-
work, and family support are shared tasks.19 Prior work in 
our cohort demonstrated a high percentage of MIL provid-
ing childcare, which supported child growth, and cognitive 
and socioemotional development.20 Yet, there is limited 
literature on how MIL childcare involvement affects the 
mother’s broader mental health. MIL involvement in 
childcare could be a welcome source of support to moth-
ers, ultimately decreasing the risk of perinatal depression. 
Alternatively, MIL involvement may cause stress and 
increase the risk of depression in mothers in the postpar-
tum period, as MIL and DIL navigate day-to-day childcare 
and child-rearing decisions.

Ethnographic studies in India, Nepal, and China high-
light the complexity of the MIL/DIL relationship, particu-
larly noting tension, power struggle, and conflict.19,21–23 
Qualitative work among pregnant women at risk for anxi-
ety in Pakistan found that women’s greatest source of worry 
and stress during pregnancy was their MIL.24 In particular, 
women faced difficulty exercising self-advocacy related to 
the burden of household chores and reproductive health 
decisions in fear of upsetting their husbands, MILs, and 
sisters-in-law. Moreover, MILs have strong influences on 
DILs’ healthcare access and behaviors. Ethnographic work 
in Pakistan found that MILs have vested authority and deci-
sion-making power on pregnancy-related issues and the 
MIL/DIL relationship quality can dictate whether the DIL 
receives healthcare.25 Such relationship dynamics may lead 
to increased conflict, stress, and adverse outcomes for 
mothers. Research has found that poor MIL/DIL relation-
ships were associated with increased maternal depres-
sion.26–28 A study in rural China found that one-third of 
women who attempted suicide reported MIL conflict.29

In Pakistan and other patrilineal cultures, child-rearing 
is communal, with multiple family members providing 
care, especially female relatives such as MIL, aunts, and 
older sisters.30 MILs may be actively engaged in childcare 
in the first year of life and thus, play an important role in 
maternal depression, depending on the level of involve-
ment and context. One hypothesis is that high levels of 
MIL involvement in childcare may help reduce maternal 
depression risk by providing greater social support. Another 
hypothesis is that for mothers with high self-efficacy or 
with more strained relations with MIL, little to no level of 
MIL childcare may be sufficient to benefit maternal mental 
health. Moreover, childcare support across the postpartum 
period changes over time as the child ages; MIL childcare 
in the first 3 months postpartum is qualitatively different 
than at 12 months. MIL support in childcare at 3 months 
may be more helpful for maternal mental health because 
this time period could be more stressful as mothers are still 
adjusting to the newborn, whereas MIL support at 12 months 
may be perceived as more intrusive because mothers may 
not require as much help. Exploring how MIL childcare at 
different time points in the postpartum period affects peri-
natal depression can help to inform when and how to inter-
vene to improve maternal mental health.

Furthermore, beyond the MIL/DIL relationship, the 
broader family context may play an important role in the 
relationship between MIL childcare and perinatal depres-
sion. Specifically, general family conflict, such as argu-
ments between family members (which may include 
members from the extended family that do not live nearby), 
tense/troubled relations with close relatives, and marital 
problems may moderate the impact of MIL childcare on 
perinatal depression. In settings with family conflict, 
greater childcare support from MIL may lead to tension, 
power imbalances, and feelings of inadequacy in DIL that 
could cause or worsen symptoms of depressive symptoms. 
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Alternatively, MIL support in the absence of family con-
flict may simply reduce the burden of tasks, potentially 
alleviating stress or depressive symptoms. Examination of 
whether, how, and in what contexts MIL childcare across 
the postpartum period impacts perinatal depression may 
help to inform the potential timing and targets of social 
support interventions. Thus, in this study, we explore how 
MIL involvement in grandchild everyday care affects peri-
natal depression at 3 and 12 months postpartum across 
contexts of family conflict.

Methods

Study population

Data came from the Bachpan Cohort, a longitudinal birth 
cohort with an embedded cluster-randomized trial of a 
psychosocial maternal depression intervention in rural 
Pakistan. Details on the cohort are provided elsewhere.31–33 
Briefly, pregnant women in the third trimester of pregnancy 
across 40 village clusters in the Kallar Syedan sub-district 
were recruited between 2014 and 2016. Women were eligi-
ble if they were 18 years or older, spoke Urdu, Punjabi, or 
Potohari, and intended to stay in the study area for at least 
1 year. All eligible pregnant women were screened for 
depression using the Urdu-validated version of the Patient 
Health Questionnaire-9 (PHQ-9).34 For nearly every 3 
depressed women (PHQ-9 ⩾ 10) enrolled in the trial, 1 non-
depressed woman (PHQ-9 < 10) from the same village 
cluster was enrolled in the cohort, creating a population-
representative sample with sampling weights. For this 
study, we used data from two cross-sectional waves: 3 and 
12 months. Out of the 1154 women who were enrolled dur-
ing the third trimester of pregnancy, 783 had available data 
on all key variables at 3 and 12 months postpartum.

Measures

MIL childcare. MIL involvement in childcare was captured 
at 3 and 12 months postpartum using the Day-in-the-Life 
measure, a semi-structured interview in which mothers 
described the past 24 h from their child’s perspective35 
(Appendix Table 1). The women reported household 
members’ participation in 11 child caregiving activities 
(e.g. feeding, playing, and caregiving support), and we iso-
lated MIL involvement. Participation in 5 of the 11 items 
was asked about multiple times throughout the day (morn-
ing, afternoon, and evening): sleep routine, feeding, snacks 
(only afternoon and evening), changing diapers or clothes, 
and childcare when the mother is busy with chores. Con-
sistent with our prior work,20 we only counted participa-
tion in each of these activities once to avoid overweighting 
these five activities. Then, we generated a total sum of the 
activities, ranging from 0 to 11. The summed score was 
heavily right-skewed; to help with fit and interpretability, 
we created a categorical score. After labeling zero values 

as no involvement, we selected the median value to define 
low and high involvement and create three categories: No 
(0), Low (1–5), and High (6 or higher) involvement.

Perinatal depression. Perinatal depression was assessed at 
baseline, 3, and 12 months using the current major depres-
sive episode module of the Structured Clinical Interview 
for Diagnostic and Statistical Manual of Mental Disorders: 
Fourth Edition (DSM-IV) Disorders (SCID).36 The SCID 
has been culturally adapted across contexts for use among 
pregnant and postpartum women37,38 as well as translated to 
Urdu and previously used in Pakistan.39

Family conflict. We captured exposure to general family 
conflict at the third trimester of pregnancy (baseline) and 
12 months using items from the Life Events Checklist. 
The Life Events Checklist is a modified version of the 
Life Events and Difficulties Schedule, a self-reported 
measure of potentially traumatic events and difficulties in 
the past year.40 It was culturally adapted to list the key set 
of events and difficulties seen in rural Pakistan, translated, 
tested, and previously used in the study area.41,42 We con-
structed a binary indicator for any endorsement of the fol-
lowing 3 items: (1) “You or other family members have 
had rows/quarrels among themselves,” (2) “Your relations 
with any of your close relatives or friends have been trou-
bled,” and (3) “Your marital relations with your spouse 
have had problems.”

Covariates. Confounders of the exposure and outcome 
relationship included child gender and the following base-
line characteristics: maternal age; maternal education 
(none, primary or middle school, secondary school or 
higher); parity (first pregnancy, 1–3 children, 4 or more 
children); whether a grandmother lives with the mother, 
household size, socioeconomic status (SES) (standardized 
asset index using a polychoric principal components 
analysis);7,43 and trial arm (control, intervention, non-
depressed). Other baseline covariates utilized in weight-
ing procedures included paternal education (none, primary 
to middle school, secondary school or higher) and any 
maternal experience of physical, psychological, or sexual 
intimate partner violence (IPV) in the past 12 months 
(measured with the World Health Organization Violence 
Against Women instrument).44

Statistical analysis. To estimate the associations between 
MIL childcare and perinatal depression, we conducted 
weighted generalized linear models with robust standard 
errors stratified by family conflict. To estimate preva-
lence ratios (PRs) and 95% confidence intervals (CI), we 
conducted log-binomial models. However, our models 
did not converge; therefore, we conducted log-Poisson 
models, which have been previously shown to be an 
alternative method.45 All models controlled for the fol-
lowing confounders, which were selected a priori: 
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maternal age, maternal education, parity, child gender, 
grandmother living in the household, people per room, 
nuclear family, SES assets, and trial arm. Three-month 
models were stratified by baseline family conflict and 
adjusted for baseline outcomes. Twelve-month models 
were stratified by 12-month family conflict and adjusted 
for baseline and 3-month outcomes as well as 3-month 
MIL childcare.

To account for potentially informative loss to follow-
up, we used stabilized inverse probability of censoring 
weights (IPCW). IPCW create a weighted population in 
which observed individuals are weighted to represent indi-
viduals who were lost to follow-up at 3 and 12 months 
based on observed characteristics. These characteristics 
included the same set of baseline confounders described 
above and additionally included paternal education and 
any IPV at baseline. IPCW were multiplied with sampling 

weights and used in generalized linear models. We used 
Stata 14,46 R (4.1.0),47 and RStudio48 for all analyses.

Results

Descriptive statistics

We present unweighted descriptive statistics on our analytic 
sample (n = 783) and weighted statistics (means, standard 
deviations (SDs), and percentages) using sampling weights 
to provide information on the baseline characteristics of 
our population-representative sample (Table 1). On average, 
mothers were 27 years old, 30% were having their first 
pregnancy, and 36% completed less than middle school (up 
to 8 years). Only 13% of mothers lived in nuclear families, 
69% lived with a grandmother of the index child, and the 
average household size was 9.

Table 1. Sample characteristics, Bachpan cohort, Pakistan (n = 783).

Unweighted Weighteda

 N/mean %/SD Mean %/SD

Maternal characteristics
Age (range: 18–45) 26.7 4.3 26.6 4.2
Education (years)
 None (0) 110 14.1 – 13.0
 Primary (1–5) to middle (6–8) 300 38.3 – 36.2
 Secondary or higher (9+) 373 47.6 – 50.8
Number of living children
 First pregnancy 221 28.2 – 29.6
 1–3 children 500 63.9 – 63.5
 4+ children 62 7.9 – 6.9
Past-year intimate partner violence
 No 409 52.2 – 56.1
 Yes 374 47.8 – 43.9
Household characteristics
Paternal education (years)
 None (0) 60 7.7 – 7.1
 Primary (1–5) to middle (6–8) 242 30.9 – 30.0
 Secondary or higher (9+) 481 61.4 – 62.9
Grandmother co-residence 538 68.7 – 69.0
Household size (range: 0–48) 8.5 4.7 8.5 4.8
People per room (range: 0–25) 2.4 1.8 2.3 1.8
Nuclear family 104 13.3 – 12.6
Socioeconomic status asset index (range: –5.0 to 2.8) 0.0 1.6 0.2 1.6
Trial arm
 Control 191 24.4 – 16.5
 Intervention 198 25.3 – 17.1
 Non-depressed 394 50.3 – 66.4
Index child gender
 Male 385 49.2 – 50.1
 Female 398 50.8 – 49.9

SD: standard deviation.
aMeans, SD, and percentages were weighted by sampling weights.
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Table 2 presents unweighted and weighted descriptive 
statistics on MIL childcare, perinatal depression, and 
family conflict across the perinatal period. Given these 
variables were likely affected by loss to follow-up and to 
provide statistics on our population-representative sam-
ple, we used the final weight, which combined sampling 
weights and IPCW. After applying these weights, at 3 
months, roughly 45% of MIL participated in 1–5 caregiv-
ing activities (low involvement) and 18% participated in 
6 or more activities (high involvement). At 12 months, 
28% of MIL had low involvement and 25% had high 
involvement. The most commonly reported activities 
were caring for the child when the mother was occupied 
with other tasks/chores (3 months: 52%; 12 months: 
43%), unwell (3 months: 42%; 12 months: 41%), or work-
ing (3 months: 42%; 12 months: 42%); and MIL playing/
interacting with the child (3 months: 39%; 12 months: 
39%). The changes in MIL involvement at 3 versus 
12 months were driven by specific activities. Over time, 
MIL became less involved in giving baths to the child 
and were more involved in feeding, providing snacks, 
holding, and soothing the child.

The prevalence of perinatal depression dropped between 
pregnancy and 3 months, but increased at 12 months (base-
line: 26%; 3 months: 13%; 12 months: 16%). The percent-
age of mothers reporting family conflict decreased between 
baseline and 12 months postpartum (37% vs 23%). At base-
line, the most common conflict reported was marital prob-
lems (23%). At 12 months, this became the least common 
(10%), and quarrels with other family members became the 
most commonly reported conflict (13%). We now highlight 
our results examining the associations between MIL child-
care and perinatal depression. Detailed effect estimates and 
precision measures are presented in appendices (Appendix 
Tables 2–3).

Three-month postpartum

The relationship between MIL childcare and perinatal 
depression at 3 months varied by family conflict (Figure 1). 
Among households with no family conflict, 3-month MIL 
involvement in childcare was associated with lower peri-
natal depression at 3 months (Figure 1). Compared to no 
involvement, low and high MIL childcare involvement was 

Table 2. Descriptive statistics on mother-in-law childcare and perinatal depression, Bachpan cohort, Pakistan, n = 783.

Unweighted N (%) Weighted (%)a

 3 months 12 months 3 months 12 months

Overall mother-in-law childcare
 No involvement (0) 304 (38.8) 369 (47.1) (37.2) (46.6)
 Low (1–5) 343 (43.8) 230 (29.4) (44.6) (28.3)
 High (6+) 136 (17.4) 184 (23.5) (18.2) (25.2)
Instrumental care
 Sleep/naps 109 (13.9) 117 (14.9) (13.8) (14.9)
 Feeding meals  25 (3.2)  77 (9.8) (3.2) (9.8)
 Providing snacks to child  52 (6.6) 175 (22.4) (6.6) (22.3)
 Changing diapers/clothes or washing/cleaning  99 (12.6) 102 (13.0) (12.6) (13.0)
 Giving bath 165 (21.1)  88 (11.2) (21.0) (11.2)
Non-instrumental care
 Playing/interacting with child 309 (39.5) 304 (38.8) (39.2) (38.7)
 Child likes to be held by the MIL the most  95 (12.1) 159 (20.3) (12.1) (20.3)
 Soothing child when restless/crying 127 (16.2) 176 (22.5) (16.2) (22.3)
Other support (care for the child)
 When mother is occupied with other tasks/chores 405 (51.7) 341 (43.6) (51.3) (43.4)
 When mother is unwell 331 (42.3) 325 (41.5) (41.9) (41.3)
 When mother is working 329 (42.0) 328 (41.9) (41.6) (41.7)

 Unweighted N (%) Weighted (%)a

 Baseline 3 months 12 months Baseline 3 months 12 months

Perinatal depression 291 (37.2) 120 (15.3) 151 (19.3) (26.0) (13.2) (16.1)
 Any family conflict 314 (40.1) – 186 (23.8) (37.1) – (22.5)
 Quarrels with other family members 153 (19.5) – 109 (13.9) (17.7) – (13.3)
 Troubled relations with close relatives/friends 196 (25.0) –  97 (12.4) (22.9) – (11.9)
 Marital problems 204 (26.1) –  91 (11.6) (23.4) – (10.3)

MIL: mothers-in-law.
aPercentages, means, and standard deviations were calculated using data weighted by sampling and censoring weights at the relevant timepoint.
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associated with 0.36 [95% CI: 0.17, 0.74] and 0.86 [0.40, 
1.85] times the prevalence of depression, respectively.

Among families with conflict, 3-month MIL childcare 
was associated with lower perinatal depression at 3 months 
postpartum (Figure 1). In particular, low levels of MIL 
childcare (vs no involvement) were associated with a 
lower prevalence of maternal depression (PR (95% CI): 
0.58 (0.34, 0.97)). Moreover, high MIL childcare (vs no 
involvement) was associated with a reduced prevalence of 
depression (0.41 (0.17, 0.95)).

Twelve-month postpartum

Similar to 3-month results, the relationship between MIL 
childcare on perinatal mental health at 12 months varied by 
family conflict (Figure 2). However, the precision of our esti-
mates was low, as seen in the wide CIs (range of confidence 
limit ratios: 2.83–6.73). Among families with no conflict, we 
found no associations between 12-month MIL involvement 
in childcare and perinatal depression (Figure 2). However, 
among families with conflict, high MIL childcare (vs no 
involvement) was associated with a higher prevalence of 
perinatal depression (1.58 (0.79, 3.17)).

Discussion

In our sample of rural Pakistani families, the majority of 
mothers reported MIL participating in daily childcare 

activities in the first year postpartum. MIL often provided 
substitute caregiving when mothers were occupied with 
other tasks, busy, or unwell. MIL were also commonly 
reported playing/interacting with and soothing their grand-
child. We found cross-sectional associations between MIL 
involvement in childcare and perinatal depression, and 
these associations varied by family conflict.

MIL childcare had strong associations with perinatal 
depression in the immediate postpartum period. Low levels 
of 3-month MIL childcare, compared to no MIL involve-
ment, were associated with lower perinatal depression 
among families with no conflict. Among families with con-
flict, both low and high levels of MIL childcare had bene-
fits, with high levels associated with reductions in perinatal 
depression. Our results corroborate existing research dem-
onstrating the benefits of increased traditional cultural 
practices and social support during the immediate postpar-
tum period on maternal mental health.5,6,9,10 Further work is 
necessary to tease out the type and timing of MIL support 
to mothers in the first year after birth. In particular, under-
standing how MIL and DIL engage in child-rearing deci-
sion-making and the extent to which mothers find MIL 
childcare support beneficial to themselves (as opposed to 
the child) via qualitative methods may help to inform 
maternal mental health interventions.

Compared to 3 months postpartum, mothers reported a 
greater percentage of MIL involvement in childcare at 
12 months, but this did not translate to improvements in 

Family conflict 
(n=314)

No conflict 
(n=469)

0.2 0.4 0.6 1 1.6

Mother−in−law childcare
No involvement (0, ref)
Low (1−5)

High (6+)

Perinatal depression at 3 months

PR (95% CI)

Figure 1. Cross-sectional associations between mother-in-law childcare and perinatal depression at 3 months, stratified by family 
conflict, Pakistan, n = 783.
Three-month models were stratified by baseline family conflict and adjusted for baseline depression.
PR: prevalence ratio; CI: confidence interval.
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the prevalence of perinatal depression. In particular, 
among families with no conflict, 12-month MIL child-
care was not associated with perinatal depression. Yet, 
among families with conflict, high MIL childcare was 
associated with a greater prevalence of perinatal depres-
sion. One potential explanation for the attenuation and 
reversal of estimates is that while there are more child-
care activities for MIL to participate in at 12 months ver-
sus 3 months, greater MIL involvement may lead to more 
tension between MIL and DIL as DIL become more con-
fident and less stressed and MIL and DIL need to navi-
gate caretaking responsibilities and child-rearing 
practices. For DIL, it may be that MIL involvement at 
3 months is perceived as helpful because the immediate 
postpartum period is stressful, while at 12 months, MIL 
involvement may be perceived as interfering with the 
DIL’s way of child-rearing. For instance, we saw notice-
able increases in MIL feeding/providing snacks as well 
as holding/soothing the child between 3 and 12 months. 
Increased MIL involvement in these activities may come 
with more opportunities for conflict, as MIL and DIL 
negotiate what, when, and how much to feed, or when 
and how to soothe the child. This, in turn, may lead to a 
dilution of the maternal mental health benefits of MIL 
childcare support. Furthermore, in stressful settings 
where mothers experience family conflict, greater MIL 
involvement may exacerbate these issues and increase 

the risk for perinatal depression. These results underscore 
the importance of contextualizing the family setting 
when studying social support and its relationship with 
perinatal depression. Indeed, our findings suggest that 
increasing MIL support outside of the initial postpartum 
period without addressing family conflict may not bene-
fit maternal mental health.

In addition to the amount of childcare support, the 
timing and context of the support matter for perinatal 
depression. In the immediate postpartum period, MIL 
childcare support was linked to lower perinatal depression. 
During this time, high levels of MIL support were benefi-
cial for mothers living in families with conflict, but not as 
much for mothers living in families with no conflict. It 
may be that mothers living in stressful environments dur-
ing the immediate postpartum period require a higher level 
of support. At the end of the postpartum period, MIL child-
care support was no longer beneficial, and in fact, for 
mothers living in environments of conflict between family 
members, high MIL involvement in childcare was linked 
to a greater prevalence of perinatal depression than if there 
was no MIL support at all. Our findings emphasize the 
importance of intervening early in the postpartum period to 
provide support to mothers and reduce perinatal depression 
risk. Moreover, the results highlight how stressful environ-
ments play an important role in moderating the relation-
ship between social support and perinatal depression.

Family conflict 
(n=186)

No conflict 
(n=597)

0.4 0.6 1.0 1.6 2.7

Mother−in−law childcare
No involvement (0, ref)
Low (1−5)

High (6+)

Perinatal depression at 12 months

PR (95% CI)

Figure 2. Cross-sectional associations between mother-in-law childcare and perinatal depression at 12 months, stratified by family 
conflict, Pakistan, n = 783.
Twelve-month models were stratified by 12-month family conflict and adjusted for baseline and 3-month perinatal depression and 3-month mother-
in-law childcare.
PR: prevalence ratio; CI: confidence interval.
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In addition, the source of social support is also critical 
for maternal mental health. In general, family and com-
munity members often view grandmothers as knowledge-
able and experienced, and they often serve as key advisors 
to younger women and/or decision-makers on pregnancy 
and child caregiving issues.49,50 Yet, the distinction 
between paternal and maternal grandmother childcare 
support can have important and direct impacts on moth-
ers. While we were unable to conduct such a comparison 
due to low reports of maternal grandmother childcare sup-
port (3 months: 13%; 12 months: 10%), prior work in 
urban China found that women who received traditional 
postpartum support (zuo yuezi) from their MIL had twice 
the odds of postpartum depression compared to those who 
received support from their own mothers.51 The dynamic 
responsibilities of child-rearing in the first year of life is a 
stressful time for mothers. Given their strong influence on 
younger women’s healthcare access and use,25,52–54 engag-
ing MIL to provide high-quality support to mothers in the 
perinatal period may help prevent adverse mental health. 
Promising work from India demonstrates how counseling 
MIL led to higher exclusive breastfeeding rates compared 
to counseling husbands and even mothers themselves.55 
While social support interventions may help mothers and 
children, careful consideration of who, what, when, and in 
what context the support is given is necessary to improve 
perinatal depression.

Limitations and strengths

Our study has several limitations to discuss. First, a key 
limitation is that our measure of MIL involvement in child-
care was maternally reported. Mothers may not have accu-
rately or comprehensively reported MIL involvement, and 
this may differ by maternal depression and/or family con-
flict, potentially leading to misclassification bias. Future 
work should incorporate observation or MIL-reported 
information. A second limitation is the cross-sectional 
nature of our analyses. We conducted cross-sectional anal-
yses because the childcare provided at 3 and 12 months 
postpartum are qualitatively distinct and because we 
hypothesized the impact of childcare support on depres-
sion is likely more immediate than long-term. We assumed 
MIL childcare precedes perinatal depression; however, 
perinatal depression can also affect the extent to which 
MIL step in as caregivers. We controlled for outcomes at 
prior waves to mitigate confounding by maternal history of 
depression, but we acknowledge the time ordering of MIL 
childcare and perinatal depression cannot be established. 
Future longitudinal work is necessary and should consider 
more frequent data collection across the perinatal period. 
Third, our measure of depression was SCID, a dichoto-
mous indicator of clinical levels of depression. Symptom 
severity may provide a more nuanced understanding of the 
role of MIL childcare on depression. Sensitivity analyses 

using PHQ-9 at 3 months (not available at 12 months) 
showed similar results to our findings with SCID at 
3 months. Fourth, selection bias due to loss to follow-up 
may bias our results. However, we implemented stabilized 
IPCW to account for informative loss to follow-up based 
on observed characteristics. We assumed any missing data 
aside from missing outcomes were missing completely at 
random. The only covariate that had missing data was any 
IPV (n = 42), which we used in our IPCW models. Given 
missing data on IPV is likely missing not at random (i.e. 
the value of the missing IPV is related to the reason why it 
is missing), we did not impute these data. However, we 
conducted sensitivity analyses in which we reran IPCW 
and outcome models twice, assuming all 42 missing obser-
vations (1) experienced IPV and (2) did not experience 
IPV. Results (not shown) were not meaningfully different. 
Finally, we did not have data on the age or health status of 
MIL, which may directly affect involvement in childcare 
activities and indirectly affect perinatal depression through 
increased caretaking responsibilities. Further work is nec-
essary to understand whether and how MIL age and mor-
bidity affect maternal mental health.

Despite these limitations, our study has multiple 
strengths. First, we extend the literature on family support 
and its role in perinatal depression by examining an under-
studied, yet influential family member: MIL. Second, we 
utilized detailed data on MIL childcare activities in the first 
year postpartum. The Day-in-the-Life measure provides a 
more comprehensive picture of MIL childcare than general 
social support to mothers during the perinatal period. Third, 
we used data from a population-representative sample of 
depressed and non-depressed women in rural Pakistan. 
Fourth, we used a validated measure of perinatal depres-
sion that assessed clinical levels rather than instruments 
that screen for depression. Finally, we explored how MIL 
childcare affected perinatal depression at two distinct time 
points in the postpartum period and how this relationship 
varied across contexts of family conflict.

Conclusion

In summary, we found MIL childcare was associated with 
perinatal depression, and this varied by timing in the post-
partum period and across contexts of family conflict. MIL 
childcare in the immediate postpartum period was espe-
cially important for maternal mental health. Our findings 
highlight the complexities of MIL/DIL relationship in the 
perinatal period for perinatal depression as well as the 
importance of family context when studying social support. 
Given the influential decision-making power of MIL and 
the communal nature of caregiving across many cultures, 
maternal mental health and child caregiving interventions 
should take a family-centered approach. Incorporating MIL 
and other family members into such interventions with 
careful consideration of family conflicts may help to 
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improve intrahousehold knowledge, practices, and dynam-
ics that can maximize benefits across generations to help 
mothers and children.
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