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Abstract

Postpartum depression (PPD) is a common mental health challenge in resource-constrained sub-Saharan Africa (SSA).
Characterizing its correlates will aid prediction, early detection, and pre-emptive interventions. This review aimed to
systematically synthesize and stratify PPD correlates in sub-Saharan Africa. The review was structured as per the Preferred
Reporting Item for Systematic Reviews and Meta-Analyses. We included studies that reported the correlates of PPD in
SSA. We searched PubMed, Medline, CINAHL, Academic Search Complete, and PsycINFO for relevant peer-reviewed
literature. The correlates of PPD constituted the primary outcome. A random effect model was fitted to estimate the
pooled correlation coefficient per correlate. The clinical relevance of correlates was stratified based on strength of
correlation (r) and recurrence (f). The mean age of the participants was 27.0 = 6.0 years, and 68.6% of participants had
completed at least secondary education. The correlates of PPD in SSA were intimate partner violence (IPV) ((risk weight
(rw)=2.8; r=0.212 (confidence interval (Cl): 0.11-0.31), poor social support (PSS) (rw=1.9; r=0.250 (0.133-0.361)),
unwanted pregnancy (UP) (rw=1.6; r=0.279 (Cl: 0.14-0.41); 1*=95.89), and maternal age (MA) (rw=0.96; r=0.27 (Cl:
0.154-0.37)), among others. A cumulative risk weight of =0.95 was predictive of PPD and marks the critical point at which
preemptive interventions should be instituted. The stratification of risk PPD factors and computation of risk stability index
are useful in identifying the clinical significant risk factors. The provision of critical risk point will simplify early detection
thus facilitating cost-effectiveness. Of the correlates of PPD in SSA, IPV, PSS, UP, and MA are the most important.
Targeted screening and pre-emptive interventions for women with high risk weight may be a reasonable strategy both in
the short and long term.
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baby at risk of injury. In extreme cases of PPD, mothers
have been documented to try to harm their children.
Adolescent psychiatric disorder is more common in chil-
dren whose mothers have PPD.’ PPD is most frequently
diagnosed between a few weeks and about a year follow-
ing delivery.® PPD has been observed to occur up to 4
years following delivery.” Early detection and treatment
of PPD remain poor in SSA Africa due to a major lack of
focus.® Fortunately, PPD is both preventable and treatable
if it is detected and treated early.>!° PPD early prevention
and treatment must be guided by a thorough understand-
ing of the risk factors, as is the case with other disease
conditions.

In SSA Africa, several factors have been linked to
PPD, including age, education, household income, and
unplanned pregnancies.!""!> However, the strength and
recurrence of these correlates are yet to be ascertained.
We expect that policymakers’ attention will be called to
the socioeconomic implications of PPD in pursuit of uni-
versal health coverage and the African Union Agenda
2063, therefore sparking adequate support for early
detection and treatment. We conducted this systematic
review to fill in gaps on the correlates of PPD in SSA
Africa as part of the efforts to treat and prevent the dis-
ease. We aim to provide policymakers in SSA Africa with
the most relevant PPD correlates. Hence, the review
aimed to systematically characterize and stratify the cor-
relates of PPD in SSA for prediction purposes and early
intervention.

Methods

Protocol and registration

This is a systematic review of epidemiological studies
aimed at synthesizing the evidence on the correlates of
PPD in SSA Africa. The protocol was structured using the
Preferred Reporting Item for Systematic Reviews and
Meta-Analyses (PRISMA) checklist'® (Supplementary
file). The protocol was registered with the Open Science
Framework Registry: https://osf.io/5xzp8.

Eligibility criteria

Studies that reported the correlates of PPD among postpar-
tum women in SSA Africa were included in the review.
Articles written and published in English were included.
Observational studies that documented the correlates of
PPD in SSA Africa irrespective of sample size, study
design, sampling technique, test statistics, and whether a
control group was employed or not. The correlates of PPD
in SSA Africa were the primary outcome. If assessed at
least once throughout the study, it was included. Clinical,
sociodemographic, and study characteristics were all sec-
ondary outcomes.

Sources of information and search strategy

The principal reviewer (MN) developed the search strat-
egy. A variety of combinations of terms from the medical
subject headings and free terms from a selected number of
key articles were used in the searches. To begin, a PubMed
pilot search was carried out to establish the face sensitivity
of the search strategy. Eventually, the most sensitive strat-
egy yielded over 6000 papers: ‘Depression [All field]
AND (postnatal or postpartum [All field] AND Africa
[MeSH Terms]’. The terms were adapted to the other data-
bases’ syntax and subject headings, including Medline,
Academic Search Complete, CINAHL, and PsycINFO. An
additional search was done in the references of the selected
observational and review articles to further identify rele-
vant studies.

Inclusion and exclusion criteria

The criteria for inclusion comprise peer-reviewed obser-
vational studies on PPD conducted in SSA Africa, studies
in which PPD was diagnosed after 7 days postpartum
solely through the use of a standard instrument (without
medical examination/assessment), or studies in which
PPD was diagnosed 7 days postpartum days through the
use of a standard instrument and medical examination/
assessment, and studies in which, except for hospital
data, random sampling was used. We excluded studies
that employed convenience/purposive sampling unless
they were hospital studies, and studies in which PPD was
diagnosed less than 7 days postpartum solely with the use
of a questionnaire-based instrument (without medical
examination/assessment). We excluded qualitative and
case studies to allow for quantitative and cumulative
synthesis.

Study records and data management

The results of the literature search were exported to
EndNote 8 for data management and de-duplication, as
well as the selection of articles for inclusion. After that,
full-text copies of the articles that met the criteria were
downloaded. The included studies’ eligibility criteria and
screening forms were developed, piloted, and refined.

Procedures for selection and data collection

The title and abstract were simultaneously screened by two
independent reviewers (OA and UP). In consultation with
the primary reviewer (MN), conflicting points of view
were reconciled. The primary reviewer double-checked
the preliminary screening results and read the full text of
selected studies for further screening using the previously
established eligibility criteria. Data extraction was done
non-independently by OA and UP, and verified and
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Figure . PRISMA flow diagram of the systematic review on characterization and stratification of the correlates of PPD in SSA

(2004-2020).

updated by MN and MU. Authors were not contacted for
primary data and full texts were available. Details of the
flow of studies during the selection process were presented
using a PRISMA diagram, along with the rationale for
exclusion (Figure 1).

Data items

The following data items were collected: authors’ identi-
ties and study characteristics such as study design, region,
the timing of diagnosis, sample size, method of assess-
ment, the instrument used, and sampling technique.

Quality appraisal/risk of bias assessment

The risk of bias was assessed using a quality assessment
checklist developed from Hoy et al.'* It evaluates the suit-
ability and adequacy of the methodology, as well as the
study’s design, participant recruitment, data collection,
analysis, and presentation of findings. It can be used to
assess most study designs. The tool is made up of 10
items, with the tenth item being a summary score. The
studies were assessed as low risk (0-3), medium or mod-
erate risk (4-6), and high risk (7-8) on a 3-point Likert-
type scale (7-9). Twelve (20%) of the included studies
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were independently appraised by MN and MU, with a
rater agreement of 0.92. The remaining 48 (80%) were
assessed by MU.

Summary measures

Participants’ ages were summarized using mean and stand-
ard deviation. Participants’ level of education was summa-
rized in terms of the percentage that attained post-primary
education. We pooled the correlation coefficient for each
identified correlate.

Data synthesis and analysis

The pooled correlation coefficient was estimated consist-
ent with Borenstein et al.,'> Wang and Liu,'® and Lenhard
and Lenhard.""The pooled correlation coefficient was syn-
thesized using the random effect model. The heterogeneity
measure and I> were calculated following Higgins et al.'®
I? values were interpreted per the Cochrane Handbook for
Systematic Reviews of Interventions as follows: 0%—40%
may indicate low heterogeneity, 30%—60% may indicate
moderate heterogeneity, 50%—-90% may indicate substan-
tial heterogeneity, and 75%—100% may indicate consider-
able heterogeneity.'® We fitted a meta-regression model to
identify the sources of heterogeneity. MN and MU con-
ducted the statistical analysis.

Stratification of correlates

Towards the stratification of the correlates, we computed
risk weight (Rw) as a product of the effect size (r) and
frequency/recurrence of correlates. High-risk weight sig-
nifies a more economically or clinically important corre-
late. We ranked correlates as level one, two or three based
on their risk weight. Correlates up in the ladder were
regarded as being more clinically important than those
down the ladder.

Results

Study selection

A total of 6861 records were identified from PubMed (326),
Medline (598), CINHAL (238), Academic Search Complete
(5419), PsycINFO (273), and reference list (7). Following
de-duplication and title and abstract screening, we elimi-
nated 995 records that were deemed irrelevant, leaving
5866 articles for the title and abstract screening. Ultimately,
43 studies met the eligibility criteria (Figure 1). The 43
studies were also included in the meta-analysis (Table 1).

Study characteristics and risk of bias

Of the 46 SSA African countries, 10 were involved in this
review. About 68.6% of participants in the included

studies had completed at least secondary education. Of the
43 included studies, 9 were conducted in Ethiopia, 6 in
South Africa and 5 in Nigeria, and 4 each in Kenya and
Uganda. The mean age of the study participants was
27.0 = 6.0 years. Interestingly, all but one of the included
studies possessed a low risk of bias (Table 1).

Correlates with PPD in SSA Africa

In this review, 17 factors emerged as the most important
correlates of PPD in SSA Africa and were classified into
three levels. Level-one correlates occupy the upper quar-
tile and include intimate partner violence (rw=2.8;
r=0.212 (confidence interval (CI): 0.11-0.31); OR=2.2),
poor social support (rw=1.92; r=0.250 (0.133-0.361);
OR=2.6), unplanned/unwanted pregnancy (rw=1.62;
r=0.279 (CL: 0.14-0.41); 1>=95.89; OR=2.9), and mater-
nal age (rw=0.96; r=0.27 (CIL: 0.154-0.37); OR=2.8).
Level-two correlates occupy the interquartile range
include illness in mother (rw=0.92; r=0.225 (CI: 0.073—
0.367); OR=2.3), being single (rw=0.652; r=0.181 (CI:
0.045-0.312); OR=1.9), poor socioeconomic status
(rw=0.59; r=0.21 (CI: 0.10-0.32); OR=2.2), and low
education (rw=0.51; r=0.51 (CI: 0.41-0.59); OR=8.4).
Level-three correlates occupy the lower quartile and
include perinatal death (rw=0.50; r=0.28 (CIL: 0.17—
0.38); OR=2.8), undesired infant sex (rw=0.46; r=0.16
(CI: 0.09-0.24); OR=1.8), Caesarean section (rw=0.43;
r=0.22 (CI: 0.13-0.30); OR=2.2), substance abuse
(rw=0.37; r=0.30 (CI: 0.091-0.478); OR=3.1), antena-
tal depression (rw=0.365; r=0.27 (-0.03 to 0.53);
OR=2.8), poor health of new child (rw=0.34; r=0.12
(0.04-0.21); OR=1.6), and primiparous ( rw=13;r=0.13
(—0.21t0 0.43); OR=1.6). We observed low to substantial
heterogeneity (I>=48.72-96.44). No publication bias was
recorded (p>0.05) (Table 2). A level-one correlate is
approximately twice and thrice the risk of a level-two and
a level-three correlates, respectively (Table 2).

Discussion

Summary of evidence

The presence of a level-one correlate namely intimate part-
ner violence, poor social support, unplanned/unwanted
pregnancy or maternal age is predictive of PPD. Hence,
antenatal women with any one level-one correlate, two
level-two correlates or three level-three correlates should
be marked for early detection for PPD using valid and
sensitive measures such as the Edinburgh postnatal depres-
sion scale (EPDS), and possible pre-emptive intervention.
Based on the findings of our study, pre-emptive interven-
tion should include conflict resolution, psychotherapy,
mobilization for improved social support, and specialized
child care and parenting skills.® Preventive measures
include planned parenthood, early girl-child education,
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Table |. Study characteristics and risk of bias.

S/N  Study ID Age (years) Education (% Instrument Postpartum duration Country Quality

Mean (SD)  post—primary)
| Abadiga'® 29.6 (9.5) 69.0 EPDS Within 12 months Ethiopia Low risk
2 Abebe et al.?° 243 (3.8) 949 EPDS Within 6 months Ethiopia Low risk
3 Abiodun?' 279 (59) 819 EPDS 6 weeks Nigeria Low risk
4 Agbaje et al.?? 289 (6.2) 794 EPDS 4-12 weeks Nigeria Low risk
5  Arachetal? 25.0(7.00 778 EPDS Day 50 Uganda Low risk
6 Atuhaire et al.2* 27 (-) 98.6 DSM-IV 6 week Ethiopia Low risk
7 Bitew et al.2 26.8 (-) 61.3 PHQ 4-12 weeks Ethiopia Low risk
8 Dlamini et al.?¢ 315 (-) - EPDS Within 6 weeks Eswatini Low risk
9 Dow et al.?”’ 27.1 (5.3) 864 EPDS Weeks 10 &14, Malawi Low risk
months 6, 9, 12, 15, 18

10  Duma and Madiba®® - 96.8% EPDS 4-6 weeks South—Africa Low risk
Il Fatoye et al.? - Zung’s scale 3 & 6 weeks Nigeria Low risk
12 Gebregziabher et al.> 27.7 (5.2) 987 DSM-IV 2—-14 weeks Eritrea Low risk
I3 Goldetal? 28.0 (11.0) 654 PHQ 2 weeks Ghana Low risk
14  Govender et al.’? 179 (1.2) 973 EPDS 7 days South Africa  Low risk
I5 Holm-Larsen et al.*® 25 () 93.0 EPDS Day 40, 2-3yrs Tanzania Low risk
I7  January et al.** 23.73 (6.14) 70.8% DSM-5 Day 7 & 6 weeks Zimbabwe High risk
I8 January et al.3® 254 (5.6) 940 EPDS Within 12 months Zimbabwe Low risk
19  January et al.3¢ 258 (54) 556 EPDS 6—10 weeks Zimbabwe Low risk
20  Kakyo et al¥’ 2424 (4.33) 545 EPDS Within 12 weeks Uganda Low risk
21 Kerie et al.3® 26.1 (5.8) 63.0 EPDS Within 12 months Ethiopia Low risk
22 Madeghe et al.¥ 28.0 () 335 EPDS 6—16 weeks Kenya Low risk
23 Mbarak et al.* 29.2 (6.3)  32.1 EPDS 2—-6 weeks Tanzania Low risk
24 Mnisi et al.*! - 89.8 EPDS 6 weeks South—Africa Low risk
25  Nakku et al.? 234 (48) 595 SRQ-25 Within 6 weeks Uganda Low risk
26  Nampijja et al.® 28.0 (4.8) 98.0 PHQ I-3 months Uganda Low risk
27  Necho et al.* 29.85 (64) 799 EPDS Within 4 weeks Ethiopia Low risk
28  Ongeri et al.®® 25.5 (-) 73.1 EPDS 6—10 weeks Kenya Low risk
29  Owoeye et al.* 285 (5.3) 829 EPDS Within 4 months Nigeria Low risk
30  Peltzer et al.¥ 283 (5.7) 783 EPDS 6 & 12 months South Africa  Low risk
31 Pingo et al.*® 25.1 (64) 333 EPDS week 6 South Africa  Low risk
32 Ramachandani et al.*’ 26.1 (6.5) 792 PHQ Within 7 weeks South Africa  Low risk
33 Rogathi et al.*° 26 (-) 339 EPDS 40 days Tanzania Low risk
34  Shitu et al.’'! 30.6 (6.3) 6.4 EPDS Within 12 months Ethiopia Low risk
35  Stellenberg and Abrahams®? — - EPDS 6, 10, 14 weeks South Africa  Low risk
36 Toruetal®® 28.5 (-) 64.3 PHQ Within 12 months Ethiopia Low risk
37  Tungchama et al.>* 27.0 (6.0)  80.6 EPDS 6-8 weeks Nigeria Low risk
38  Turanetal® 243 (49) 119 EPDS 6 weeks Kenya Low risk
39  Wemakor and Mensah® 27982 - CES-D Within 5 years Ghana Low risk
40  Weobong et al.>’ 22.5 (-) 44.0 PHQ 4 weeks Ghana Low risk
4] Woubetu et al.*® 26.5 (4.5) 66.0 EPDS Within 6 weeks Ethiopia Low risk
42 Yator et al.®? 31.0(5.2) 813 PHQ 8 weeks Kenya Low risk

EPDS: Edinburgh Postnatal Depression Scale; DSM-IV: Diagnostic & Statistical Manual for Mental Disorders, Fourth Edition; PHQ: Patient Hospital
Questionnaire; DSM-5: Diagnostic & Statistical Manual for Mental Disorders, Fifth Edition; SRQ-25: Self Rating Questionnaire-25; CES-D: Center for

Epidemiological Studies Depression Scale.

and so on. As part of the strategy to improve social sup-
ports, governments at various tiers could promulgate an
affordable insurance policy to protect pregnant women,
postpartum women and newborns against poor access to
healthcare services.®® Preventive measures and early inter-
ventions should be individualized and based on the under-
lying correlates. Ultrasound could be used to determine

baby sex prior to delivery as this could aid counselling in a
situation where baby sex is undesired.®! The availability of
data on risk weight of the correlates of PPD in sub-Saharan
Africa may reduce cost associated with PPD. Although
data on the economic burden of PPD is lacking in Africa,
maternal depression cost modern societies billions of dol-
lars per annum.®? For example, in the United States, the
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Table 2. Correlates of PPD in SSA.

Factors N r Cl 2 OR Eggers p value Risk weight Risk
t value (rw) category

IPV/conflict 17 0.212 0.112-0.308 94.02 2.20 0.033 0.974 2.80 Level |
Poor social support 13 0.250 0.133-0.361 92.38 2.55 0.528 0.608 1.92 Level |
Unwanted pregnancy I 0.279 0.140-0.408 95.88 2.87 1.197 0.261 1.62 Level |
Maternal age 7 0.268 0.154-0.374 91.60 2.74 1.261 0.263 0.96 Level |
lliness in Mother 12 0.225 0.073-0.367 94.97 231 0.527 0.610 0.92 Level 2
Single motherhood 10 0.181 0.045-0.312 92.09 1.95 0.704 0.502 0.65 Level 2
Poor SES 13 0.213 0.096-0.324 93.81 221 0.321 0.754 0.59 Level 2
Low education 3 0.507 0.414-0.589 48.72 8.45 1.048 0.485 0.51 Level 2
Stillbirth 5 0.276 0.168-0.378 87.45 2.83 0.779 0.492 0.50 Level 3
Undesired sex 9 0.164 0.087-0.240 68.36 1.83 0.106 0918 0.46 Level 3
Caesarean section 3 0.216 0.128-0.301 0.000 223 0.452 0.730 0.43 Level 3
Substance abuse 3 0.297 0.091-0.478 93.73 3.09 1.102 0.469 0.37 Level 3
Antenatal depression 3 0.274 —0.029-0.531 96.44 2.8l 0.206 0.871 0.37 Level 3
Poor health of child 9 0.124 0.036-0.209 92.46 1.57 1.707 0.132 0.34 Level 3
Primiparous 4 0.126 —0.206-0.431 93.32 1.59 0.006 0.996 0.13 Level 3

Cl: confidence interval; SES: socioeconomic status; OR: odds ratio; Level |: risk weight in the upper quartile (rw==0.95); Level 2: risk weight in the

interquartile range (0.50-0.94); Level 3: risk weight in the lower quartile (=0.37-0.49).

cost of maternal depression was an astounding $14.2 bil-
lion — an average of $32,000 per mom.®? This is especially
in countries saddled with crises of mental health and health
insurance with no pre-emptive measures.®> Despite the
lack of data on the economic burden of PPD in Africa, the
cost of maternal healthcare is approximately twice those of
mothers without maternal depression.** Hence, we advo-
cate for preemptive intervention facilitated through early
detection aided by the risk category of the emerging cor-
relates as here discussed.

Level-one correlates. Intimate partner violence, poor social
support, unplanned pregnancy, and maternal age are the
most important correlates of PPD in sub-Saharan Africa.
Our finding is consistent with Dadi et al.® in which inti-
mate partner increased risk of PPD by approximately
threefold. Marital problems such as intimate partner con-
flict and abusive relationships are consistent sources of
stress throughout the postpartum period.*®* Mechanisms
employed by intimate partner violence include in physical
and social isolation, as well as psychological injury result-
ing in low self-esteem and miserable living.%¢¢7 Consistent
with our study, mothers with poor social support were 2.5
times more likely than their peers to suffer from PPD.5¢
Women who did not receive adequate support from close
family members during birth or in the care of their new-
born were shown to be less satisfied, stressed, and at a
higher risk of depression.®” Regarding the role of unplanned
pregnancy in genesis of PPD, lack of preparation for child-
birth and inability to cope with pregnancy, labour, and the
postpartum period have been implicated.”® Low levels of
preparation may leave mothers feeling anxious, helpless,
and unable (or unwilling) to cope with the changes and

challenges (including financial and social stressors) that
babies bring.?? The role of maternal age in the genesis of
PPD was impacted by education. In settings where early
girl-child schooling is uncommon, a very young age con-
stitute a risk of PPD due to very immature coping strate-
gies,>* whereas advanced maternal age is a risk for PPD in
societies where early girl-child education is attainable.
This could be attributed to a lack of peer support as a result
of deviations from social norms surrounding maternal age,
obstetrical problems, and multiple births, all of which are
linked to an increased risk of complications.”!

Level-two correlates. Maternal health problem, single
motherhood, and poor socioeconomic status constitute
level-two correlates of PPD. By implication, the presence
of any two correlates in predictive of PPD and indicates
who should be candidate for early detection and pre-emp-
tive intervention. Maternal health problems may include
febrile illness, preeclampsia, HIV/AIDS, puerperal com-
plications, and so on. Mothers with maternal health prob-
lems were 2 times more likely to develop PPD when
compared with their peers. This is consistent with Dadi
et al.,® which reported a high odds of PPD along with
physical illnesses especially when illness was chronic of
onset. In our study, postnatal women who were single
were 5 times more likely to develop PPD than those
women who were married. The stigmatization that accom-
panies single motherhood and the socioeconomic respon-
sibilities surrounding the care of an infant could be
possible reasons. The lack of emotional support, care,
guidance, material support, and assistance with chores
could also be responsible for this connection.””* Consist-
ent with Dadi et al.,® our finding revealed higher postnatal
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depression is among mothers with lower socioeconomic
status. Women with poor socioeconomic status may be
disadvantaged due to a lack of financial resources and
inadequate health insurance, resulting in stress.”* Since up
to 80% of the sub-Saharan African population does not
have access to free medical treatment, declining socioeco-
nomic indicators and rising healthcare costs place a heav-
ier strain on patients and their families.*

Level-three correlates. Stillbirth, unwanted infant sex, cae-
sarean section, and poor health of child constitute level-
three correlates. Any pregnant mother with any three of the
level-three correlates should be regarded as candidate for
early detection and pre-emptive interventions. Consistent
with Arach et al.,?* our study shows that mothers who had
experienced perinatal death were approximately 3 times as
likely to develop PPD as mothers who had not experienced
perinatal death. Chronic sadness characterized with spells
of pervasive melancholy, sorrow, or other grief-related
experiences could explain why women who experienced
perinatal loss had an increased risk of postnatal depres-
sion.” We found C-section a relevant correlate of PPD in
SSA. It is said to be initiated by surgical trauma and the
financial burden of the procedure and stigmatization for
surgery in Africa, particularly in Nigeria.*® Consistent with
our finding, dissatisfaction with child gender constituted a
risk for PPD as reported in several studies conducted in
SSA Africa.?*#%5? Some studies, however, found no link
between PPD and dissatisfaction with the gender of the
child.%*7 Hence, there could be cultural factors causing
this discrepancy in findings, as the importance of gender
changes across different cultures. Regarding the role of
poor health of the new child in occurrence of PPD in SSA,
the risk of PPD was 3—4 times higher in mothers with
infants suffering from illness that limit the ability to breast-
feed and sleep.”” Infant sickness increases mother’s stress
level while reducing her ability to sleep.”® Mothers of
babies who have problems sleeping were about four times
more likely to be depressed compared with mothers with
healthy newborns.”® Hence, putative pathways that medi-
ate PPD in these mothers may include maternal sleep-
lessness and exhaustion.”>®® One limitation in this study
was the failure to account for the role of sub-ethnic dispar-
ity in the development of PPD. However, it is reasonable
to argue that ethnic-related difference in development
and occurrence of PPD may be insignificant across sub-
Saharan African settings.

Implications for policy and practice

To stem the growing tide of PPD in SSA, psychotherapy,
conflict resolution, and/or social support including spe-
cialized child care training should be offered to expectant
mothers identified with a level-one correlate, expectant

mothers with any two of the level-two correlates, and
expectant mothers with any three of the level-three corre-
lates with level one. To reduce cost and improve care effi-
ciency, targeted PPD screening of at-risk pregnant women
should be promoted. Preventive measures and early inter-
ventions should be individualized and based on the under-
lying correlates.

Conclusion

There are three levels of PPD correlates in SSA. Level-one
correlates are the most important and include intimate
partner violence, poor social support, unplanned preg-
nancy, maternal age, and illness in the mother. A cumula-
tive risk weight of =0.95 was predictive of PPD and marks
the critical point at which preemptive interventions should
be instituted. Targeted support and pre-emptive interven-
tions for women with high risk weight may be a reasonable
strategy both in the short and long term.
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