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Abstract

Background: Globally, postpartum depression is one of the most common but often unrecognized complications of
childbirth, yearly affecting about 10-15% of postnatal women. This study aimed to determine the prevalence of postpartum
depression and its predictors among postnatal women in Lagos.

Methods: A descriptive cross-sectional study was conducted among 250 mothers in Eti-Osa Local Government Area of
Lagos State, Nigeria, attending six Primary Health Care centers for infant immunization at six weeks post-delivery. Data was
collected using a pretested semi-structured interviewer administered questionnaire which included the Edinburgh Postnatal
Depression Scale. Analysis was cartied out using SPSS version 23™. Chi-square and logistic regression analyses were used
to determine associations and predictive relationships between various factors and the presence of postpartum depression.
The level of significance was set at <0.05.

Results: The prevalence of postpartum depression was 35.6%. Multiparity, delivery by cesarean section, mother being
unwell after delivery, and not exclusively breastfeeding the baby were the factors linked with postpartum depression. Fol-
lowing multiple logistic regression, having postpartum blues (p=0.000; OR=32.77; 95%CI=7.23-148.58)., not getting help
with caring for the baby (p=0.008; OR=2.64; 95%CI=1.29-5.42), experiencing intimate partner violence (p=0.000; OR=5.2;
95%CI1=2.23-11.91) and having an unsupportive partner (p=0.018; OR=2.6; 95%CI=1.17-5.78) were identified as predic-
tors of postpartum depression.

Conclusion: This study revealed a high prevalence of postpartum depression, identifying both the obstetric and psycho-
social predictors. Social support for women both in the pre- and postnatal periods and routine screening of women for
postpartum depression should be encouraged for eatly detection and immediate intervention.
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Introduction

Postpartum depression (PPD) is a mental health disoz-
der that yeatly affects about 10—15% of mothers world-
wide." It sets in immediately or about two to six weeks
after delivery and may last for over a yeat.” It is charac-
terized by symptoms such as tearfulness, a feeling of
hopelessness, emotional lability, feelings of guilt, sleep
problems and loss of appetite.>? As joyful and as excit-
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work is propetly cited.

ing as the birth of a baby can be to a mother, it can be
emotionally draining, tasking, and stressful leading to a
depressed mood which affects a woman’s quality of life,
social functioning and economic productivity.*

PPD has a significant impact on the mother and long-
term consequences on the cognitive and emotional
development of most children whose mothers are af-
fected.” It is generally also agreed that while this illness
can progress into major depression and carries a great
risk of ill health and death, it is an underdiagnosed and
underrated illness in many countries. In addition, it has
been reported that the prevalence of PPD is three times
higher in developing countries compared to developed
countries, with various risk factors accounting for the
high burden of the illness.® The estimated prevalence
of PPD in Africa is 18.4%. However, various countries
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have reported higher rates such as Uganda (43.0%) and
Cameroun (23.4%) as compared to Ethiopia (13.1%),
Ghana (3.8%) and Morocco (11.6%).”%!" In Nigeria,
various studies have been conducted to determine the
prevalence of PPD using the Edinburgh Postnatal De-
pression Scale (EPDS). In western Nigeria, the lowest
and highest prevalence of PPD reported were 14.6%
and 23.0% respectively.'""* Two different studies con-
ducted in South-eastern Nigeria reported a low preva-
lence of 10.7% in one and a high prevalence of 30.0%
in the other.” In Northern Nigeria, seemingly high
prevalence rates of 44.5% and 21.8% were reported.'>"
The varying prevalence worldwide and within Nigeria
could be attributed to the different types of screening
methods used, the study designs, the differences in geo-
graphical location, differences in socioeconomic status,
the cut off score of the screening instruments as well
as the various risk and predictive factors associated with
developing PPD in such studies.

Socio-demographic factors such as religion, age, soci-
oeconomic status, education and unemployment have
been linked with PPD.'"!® Also, obstetric and infant care
factors such as unplanned pregnancy, complications in
pregnancy, an unhealthy baby, the death of an infant,
parity, and history of abortion, have been reported as
risk factors.!” In addition, other risk factors such as lack
of antenatal care, history of psychiatric illness, stress,
marital problems, and lack of emotional or social sup-
port have also been identified* Among all, the most
stable risk factors/predictors reported over time in-
clude a prior history of depression, inadequate social
support, poor quality of the mother’s relationship with
her partner, and stress.”

In Nigeria, certain factors may serve as deterrents to
PPD. The communal-living lifestyle found especially in
rural settings enables social support and companion-
ship from members within the community. This gives a
sense of comfort and relief to women, from the chal-
lenges of pregnancy and delivery. In addition, the tradi-
tional naming ceremony that is typically celebrated on
the baby’s eighth day of life in some African cultures,
enables mothers to maintain high spirits in the first few
days after delivery. Furthermore, the cultural practice
of “omugwo/ olojojo omo” where a woman’s moth-
er and/or her mother in-law takes residence with her
after her delivery for periods up to 6 months, to care
for both mother and baby, helps the newly delivered
woman to adjust to life after childbirth. These practices
reduce the stress and anxiety that come with mother-
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hood and hence limiting the risk of developing PPD.
However, certain factors act as enablers of PPD. Many
women during postnatal visits to the clinic may conceal
their emotions and view PPD as normal rather than as
an illness of concern, thus may keep their feelings to
themselves, bottling up in silence.” Furthermore, many
women are unaware of the signs and symptoms of the
illness and those that are aware that they have a prob-
lem, tend to keep quiet about it for fear of being stig-
matized or considered weak. In Nigeria, there is poor
knowledge of PPD among postnatal women and poor
recognition of its symptoms by health practitioners.”
This has resulted in missed diagnosis of PPD and has
necessitated research on the prevalence and associated
risk factors of PPD to provide evidence of the burden
of PPD. Though few studies have been carried out on
the prevalence of PPD and its risk factors in many ter-
tiary hospitals in Nigeria, there is still a paucity of work
done on PPD among women, particularly at 6 weeks
postpartum. Thus, this study was aimed at determin-
ing the prevalence, risk factors and predictors of PPD
among postnatal women, six weeks after delivery.

Methods

A descriptive cross-sectional study was carried out in
six primary healthcare centres (PHCs) in Eti-Osa Lo-
cal Government Area (LGA) in Lagos, Nigeria among
women, 6 weeks postpartum, attending infant immuni-
zation clinics. The minimum sample size of 250 was de-
termined using the Cochran formula,** with a standard
normal deviate at 95% confidence interval of 1.96, a
prevalence rate of 0.14610 and the error of precision at
5%, after adjusting for non-response. The participants
were selected by the multistage sampling technique. In
stage one Eti-Osa LGA was selected out of 20 LGAs
in Lagos by simple random sampling using balloting,
In stage two, 6 out of 16 administrative wards of the
LGA were selected by balloting. Stage three involved
the selection of 1 PHC in each of the 6 selected wards,
also by balloting, In stage four, a maximum of 41 study
participants were consecutively recruited at each PHC
over a period of 2 months from June to August 2018.

Data were collected using a pretested, semi-structured,
interviewer-administered questionnaire which was di-
vided into three sections. The first section was to collect
data on the socio-demographic characteristics of the
respondents; the second section included the obstet-
ric, child-related and psychosocial risk factors of PPD
while the third section consisted of the Edinburg PPD
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Scale (EPDS), a 10-question sctreening tool for PPD.»
Each question in the EPDS had 4 answers scored 0,
1, 2 or 3. To determine the prevalence of PPD, all the
scores were summed up. The minimum and maximum
total scores obtained from the EPDS were 0 and 30 re-
spectively. An EPDS score 213 was considered positive
for PPD, while a score of<13 ruled out the possibility
of PPD.»

Data analysis was carried out with SPSS version 23.0™.
Chi-square and logistic regression analyses were used
to determine associations and predict the relationships
between the dependent variable (PPD) and socio-de-
mographic and other risk factors. A p-value of p<<0.05
was considered statistically significant. Ethical approv-
al was obtained from the Lagos University Teaching
Hospital (ILUTH), Health Research Ethics Committee.
Written informed consent was obtained from each par-
ticipant before enrollment into the study. It was clearly
explained that participation was purely voluntary with
no penalty for non-participation and that participants
could choose at any time to withdraw from the study.
All the information collected were handled as strictly
confidential.

Results

The mean age of the respondents was 29.525.70 SD,
with 57.6% within the age group 21 to 30yrs. A greater
proportion of the respondents were Christians (62.4%),
majority (91.6%) married or in-union, 85.2% of them
being monogamous marriages. The Yoruba tribe made
up 40.4%, while the Igbos were 23.2%, the Hausas
7.6%, other tribes (Tiv, Ibira, Efik) made up 28.8% of
the respondents. The greatest proportion (37.6%) of
the respondents were traders, 21.2% were housewives,
21.6% artisans and 12.8% were professionals. Howev-
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er, 6.8% of them were unemployed. Up to 20% of the
mothers had a low family income of <#¥10,000 month-
ly, though about half of the respondents had a family
income of }¥10,001 to 350,000 monthly (Table 1).

The majority (74.0%) of the respondents did not expe-
rience any complications during pregnancy. More than
half (61.2%) had 2 to 4 children. Vaginal delivery was
the most common mode of delivery among respond-
ents. Almost a third (26.6%) of the respondents had
been unwell since their delivery. As high as 67.2% of
the respondents had experienced postpartum blues,
which had most frequently been attributed to lack of
support in caring for the baby and themselves (38.1%),
followed by having insufficient finances (30.4%). Male
children were the desire of 42.0% of the respondents,
though 47.6% eventually had male babies. An optimal
birth weight (2.5kg - 4.0kg) was found with 87.6% of
the babies, while 69.6% had optimal weights of >4kg
to Okg at six weeks of life. Majority of the babies were
exclusively breastfed (68.8%) (Table 2).

A small proportion (9.2%) of the respondents had a
family history of mental illness. While 82.8% had sup-
portive husbands, 17.2% of the husbands were unsup-
portive by not providing enough financially (39.5%), not
helping with the care of their children (32.6%), not giv-
ing care and not paying enough attention to the woman
(27.9%). Husbands were violent towards 16% of the
respondents; 27.5% of the respondents were beaten,
7.5% were raped and 65% verbally abused. Help for the
care of the baby was most frequently given by relatives
(39.2%) but 32.4% of the respondents did not get any
help at all. Husbands were helpful in 20.4% of cases.
(Table 3)
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Table 1: Socio-demographic characteristics of the respondents

Variable Frequency Percent (%)
(n=250)
Age
<20years 12 4.8
21— 30years 144 57.6
31 —40years 87 34.8
2 41years 7 2.8
Mean age +SD 29.5215.70
Religion
Christian 156 62.4
Muslim 93 37.2
Others 1 0.4
Marital Status
Single 12 4.8
Married/in-union 229 91.6
Separated/Widowed/Divorced 9 3.6
Marriage/union type (n=229)
Monogamy 213 85.2
Polygamy 16 14.8
Ethnicity
Yoruba 101 40.4
Igho 58 23.2
Hausa/Fulani 19 7.6
Others 72 28.8
Level of education
None formal 18 7.2
Primary 58 23.2
Secondary 124 49.6
Tertiary 50 20
Occupation
Professional 32 12.8
Housewife 53 21.2
Artisans 54 21.6
Trader/Business 94 37.6
Unemployed 17 6.8
Monthly family income (in Naira)
<10,000 50 20.0
10,001 — 50,000 109 43.6
50,001 — 100,000 47 18.8
100,001 - 200,000 29 11.6
200,001 - 400,000 10 4.0
>400,000 5 2.0
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Table 2: Obstetric and child-related characteristics of respondents

Variable Frequency Percent (%)
(n=250)
Problems or complications in pregnancy
Yes 65 26.0
No 185 74.0
Parity
1 76 30.4
2-4 153 61.2
25 21 8.4
Mode of last delivery
Vaginal 213 85.2
Caesarean section 37 14.8
Mother’s health since delivery
Unwell 67 26.8
Well 183 73.2
Postpartum blues (PPB)
Present 168 67.2
Absent 82 32.8
Supposed triggers of PPB (n=168)
No help or support in caring for baby 64 38.1
Stress 33 19.6
Death of a loved one 10 6.0
Insufficient funds 51 30.4
Others 10 6.0
Desired sex of the baby
Male 105 42.0
Female 94 37.2
Not specific 51 20.4
Actual sex of the baby
Male 119 47.6
Female 131 52.4
Weight of baby at birth
<2.5kg 19 7.6
2.5-4.0kg 219 87.6
>4.0kg 12 4.8
Weight of baby at 6 weeks
<4.0kg 56 22.4
>4.0-6.0kg 174 69.6
>6.0kg 20 8.0
Method of feeding baby
Exclusive breast feeding 172 68.8
Mixed feedings 65 26.0
Formula feedings 13 5.2
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Table 3: Psychosocial characteristics of respondents

Variable Frequency (n=250) Percent(%)
Family history of mental iliness
Yes 23 9.2
No 227 90.8
Husband/partner supportiveness
Yes 207 82.8
No 43 17.2
Mode of unsupportiveness (n=43)
Not providing enough financially 17 39.5
Not helping out with the care of the 14 32.6
children
Not giving care and attention 12 27.9
Husband/partner violence
Yes 40 16.0
No 210 84.0
Type of violence (n=40)
Beating 11 27.5
Rape 3 75
Verbal abuse 26 65.0
Source of help for the care of the baby
Husband 51 204
Relatives 98 39.2
Friends 9 3.6
Nanny/House-help 11 44
None 81 324

The prevalence of PPD was 36.5% (Figure 1). There
was no statistically significant association between the
socio-demographic characteristics of the participants
and the presence of PPD (Table 4). Among the obstet-
ric and child-related factors of the respondents, having
more than five children (p=0.027), mode of delivery,
by cesarean section (p=0.002), mothers’ poor state of
health since delivery (p<<0.001), experiencing postpar-
tum blues (p<0.001) and not exclusively breastfeeding
the baby (p=0.003) were associated with PPD (p<0.05)
(Table 5). Furthermore, some psychosocial factors
were significantly associated with having PPD; having
an unsupportive partner (p<<0.001), experiencing inti-
mate partner violence (p<0.001) and not getting help
in taking care of their baby (p<<0.001) (Table 6). After
subjecting the associated factors to logistic regression
analysis to eliminate confounders, postpartum blues,
lack of assistance in taking care of the baby, intimate
partner violence and having an unsupportive partner re-
mained as predictors for developing PPD. Postpartum
blues was identified as a predictor of PPD (p=0.000;
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OR=32.77; 95%CI=7.23-148.58). This implies that
women who experienced postpartum blues within 0 — 2
weeks after delivery were likely to develop PPD, and the
odds that women who experienced postpartum blues
would get depressed was 32 times higher than those
who did not experience postpartum blues. In addition,
not having help after childbirth (p=0.008; OR=2.64;
95%CI=1.29-5.42) was also identified as a predictor of
PPD such that women who did not have help in taking
care of their babies were more than 2 times as likely
to develop PPD compared to those who did. Experi-
encing intimate partner violence (p=0.000; OR=5.2;
95%CI=2.23-11.91) was implicated as a predictor of
PPD, implying that women who experienced violence
from their partners were about 5 times more likely to
develop PPD than those who did not. Also, having an
unsupportive partner (p=0.018; OR=2.6; 95%CI=1.17-
5.78) was identified as a predictor of PPD, such that
those mothers who had unsupportive partners were al-
most 3 times more likely to have PPD than those who
received support from their partners. (Table 7).
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Figure 1: Prevalence of PPD

Table 4: Socio-demographic factors associated with PPD

Variable PPD present PPD absent Chi- p-value
n=89 n=161 square
Freq(%) Freq(%)
Age
<20years 2(16.7) 10(83.3) 0.477*
21 — 30years 51(35.4) 93(64.6)
31 — 40years 34(39.1) 53(60.9)
=41years 2(28.6) 5(71.4)
Religion
Christian 58(37.2) 98(62.8) 0.296*
Muslim 30(32.3) 63(67.7)
Others 1(100.0) 0(0.0)
Marital
Single 6(50.0) 6(50.0) 0.236*
Married/co-habiting 78(34.1) 151(65.9)
Separated / Widowed 5(55.6) 4(44.4)
/Divorced
Marriage type (n=229)
Monogamy 74(34.7) 139(65.3) 0.14 0.707
Polygamy 5(31.3) 11(68.8)
Ethnicity
Yoruba 28(27.7) 73(72.3) 6.94 0.074
Igbo 27(46.6) 31(53.4)
Hausa/Fulani 9(47.4) 10(52.6)
Others 25(34.7) 47(65.3)
Level of education
Non-formal 9(50.0) 9(50.0) 0.334*
Primary 23(39.7) 35(60.3)
Secondary 41(33.1) 83(66.9)
Tertiary 13(28.9) 32(71.1)
Postgraduate 3(60.0) 2(40.0)
Occupation
Professional 14(43.8) 18(56.3) 7.19 0.126
Housewife 24(45.3) 29(54.7)
Artisan 14(25.9) 40(74.1)
Trade/Business 29(30.9) 65(69.1)
Unemployed 8(47.1) 9(52.9)
Monthly family Income
<10,000 19(38.0) 31(62.0) 0.267*
10,001 — 50,000 31(28.4) 78(71.6)
50,001 — 100,000 18(38.3) 29(61.7)
100,001 — 200,000 13(44.8) 16(55.2)
200,001 — 400,000 6(60.0) 4(40.0)
=400,000 2((40.0) 3(60.0)

*Fisher’s exact p-value
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Table 5: Obstetric and child-related factors associated with the presence of PPD

Variable PPD present PPD absent X* p-value
n=89 n=161
Freq(%) Freq(%)
Complications in pregnancy
Yes 26(40.0) 39(60.0) 0.74 0.389
No 63(34.1) 122(65.9)
Parity
1 31(40.8) 45(59.2) 7.19 0.027
2-4 46(30.1) 107(69.9)
25 12(57.1) 9(42.9)
Mode of Delivery
Vaginal 67(31.5) 146(68.5) 10.78 0.001
Caesarean Section 22(59.5) 15(40.5)
Mother’s health since delivery
Unwell/ill 35(52.2) 32(47.8) 13.14 <0.001
Well 54(29.5) 129(70.5)
Postpartum blues
Present 87(51.8) 81(48.2) <0.001*
Absent 2(2.4) 80(97.6)
Desired sex of baby
Male 32(30.5) 73(69.5) 2.20 0.333
Female 37(39.8) 56(60.2)
Not Specific 20(39.2) 31()60.8
Actual sex of baby
Male 39(32.8) 80(67.2) 0.79 0.374
Female 50(38.2) 81(61.8)
Babies weight at birth
<2.5kg 10(52.6) 9(47.4) 0.297*
2.5 -4.0kg 75(34.3 144(65.8)
>4.0kg 4(33.3) 8(66.7)
Babies weight at 6 weeks
2.01 - 4.00 kg 22(39.3) 34(60.7)  0.63 0.731
4.01 —6.00 kg 61(35.1) 113(64.9)
6.01 — 8.00kg 6(30.0) 14(70.0)
Feeding method
Exclusive Breast feeding 53(30.8) 119(69.2) 0.003*
Mixed feeding 26(40.0) 39(60.0)
Formula feeding 10(76.9) 3(23.1)

*Fisher’s exact p-value
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Table 6: Psychosocial factors associated with PPD

Variable PPD present PPD absent X? p-value
n=89(%) n=161(%)
Family history of mental illness
Yes 12(52.2) 11(47.8) 3.035 0.080
No 77(33.9) 150(66.1)
Husband/partner violence
Yes 30(75.0) 10(25.0) 32.243 <0.001
No 59(28.1) 151(71,9)
Help with caring for the baby
Present 42(24.9) 127(75.1) 30.359 <0.001
Absent 47(58.0) 34(42.0)
Supportiveness of husband
Yes 60(29.0) 147(71.0) 22.967 <0.001
No 29(67.4) 14(32.6)
Table 7: Predictors of PPD
Variable aOR  95%ClI p-value

Having an unsupportive partner 2.6 1.17-5.78 0.018

Experiencing intimate partner violence 5.2  2.23-11.91 <0.001

Not having help with caring for the baby 3.2  1.71-5.79 <0.001

Having postpartum blues 32.8 7.23-148.58 <0.001

aOR=adjusted odds ratio Cl=confidence interval
Discussion lence from various studies compared to this study may

The prevalence of PPD found in this study was 35.6%.
This finding is similar to the prevalence ranges of 35-
47%, 28-57%, and 35-47% for Latin America, Bang-
ladesh and Pakistan respectively.” Similarly, in other
countries such as Jamaica and Korea, the prevalence of
PPD reported at 6 weeks post-delivery were 34.6% and
34.3% respectively.® In Africa likewise, a prevalence of
34.7% was reported in South Africa and 16%-34.2%
in Zimbabwe.”** A study conducted in South Eastern
Nigeria reported a prevalence of 30.6% at EPDS cut
off score of 10.” Also, a study in North-East Nigeria
reported a prevalence of 44.5%, using a cut-off score
of 7." On the other hand, some other studies in Nige-
ria reported much lower prevalence rates; Osun State
(14.6% at EPDS cut off 8/9),” Enugu (10.7% at the
optimal EPDS cut-off score of 9)," and Lagos (20.9%
at EPDS cut-off of >12).”" The differences in preva-
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be due to differences in the study designs, the postpat-
tum period at which the study was conducted, the dif-
ferences in geographical location (developed or devel-
oping countries), different risk factors studied, and the
cut off score of the screening instrument.

In this study no association was found between
socio-demographic characteristics of the respondents
and development of PPD. This study corroborated a
study conducted in Enugu, South-East Nigeria which
reported that there was no association between PPD
of women 6
weeks after delivery.’! Similarly, a study conducted in
Cameroon with a PPD prevalence of 23.4 %, reported

and socio-demographic characteristics

that socio-demographic variables were not associated
with developing PPD.* However, a study in Iraq impli-
cated low socio-economic profiles of respondents in
PPD.**
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In both economically developed and developing na-
tions, unplanned pregnancy, mode of delivery (Caesar-
ean section), high parity, premature delivery, unintended
and unwanted pregnancy, infantillness after delivery and
not breastfeeding have been reported as risk factors of
PPD.” In this study, the results revealed that vatious
obstetric and child related factors were associated with
PPD. Parity (p=0.027) was identified as a risk factor
associated with PPD, which was in line with findings
from other studies.* In addition, it revealed that more
of the women who had more than 5 children had PPD
and this could be as a result of the stress that comes
with having many children. Also, the mode of deliv-
ery (p=0.002) was implicated as a risk factor to having
PPD with more of the women who had caesarean sec-
tions having PPD. Studies in United Arab Emirates,”
France,*® and Finland” also found the mode of deliv-
ery to be a risk factor for PPD. Furthermore, a study
in Greece and another in Nigeria reported a significant
association between PPD and mode of delivery among
women who delivered via Caesarean section. Experi-
encing a form of illness after delivery was also associat-
ed with PPD (p=0.001). This finding is supported by a
study conducted in Kampala, Uganda which implicated
poor physical health of women as a risk factor for de-
veloping PPD.® The findings in this study also impli-
cated postpartum blues as a risk factor for developing
PPD. Over half (51.8%) of the women who experi-
enced postpartum blues within 0-2 weeks after delivery
had PPD. However, a study in Nairobi, Kenya reported
that postpartum blues was not associated with PPD.”
The method of feeding the baby was significantly asso-
ciated with PPD (p= 0.003), 69.2% of the women who
exclusively breast fed their babies did not have PPD,
whereas 76.9% of those who bottle fed their babies had
PPD. This implies that breastfeeding, being very impoz-
tant for infant growth and cognitive development, may
in addition, be a better option for feeding a baby to
avoid PPD. Having a baby of a non-desired sex, was
identified as a risk factor for PPD in studies conducted
in Australia® and France. * However in this study, it
was not identified as a risk factor associated with having
PPD. Other studies in Kenya® and Turkey* identify the
sex of a baby as being linked to having PPD. Reports
on sex preference and development of PPD has varied
from culture to culture. In China, a study indicated that
giving birth to a baby girl was significant in the develop-
ment of PPD*. Also, women who had problems dut-
ing pregnancy/complications were reported in studies
from Morocco,” Nigeria * and Uganda,® to be linked
with developing PPD. However, in this study, there was
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no association between having problems/complication
during pregnancy and having PPD. In this study inti-
mate partner violence was significantly associated with
PPD (p<0.001). Similarly, various studies attributed
physical abuse by a partner as a risk factor associated
with PPD.** On the contrary, a study conducted in
India did not find any significant relationship between
PPD and physical abuse.* This study also reported
not having help with caring for self and the baby af-
ter birth (p<0.001) and having unsupportive husbands
(p<0.001) as risk factors for developing PPD. Similarly,
a study in Turkey recognized lack of social support as a
predictor for PPD.* This implies that the role of having
a good support system can never be over emphasized.
Studies in both developed and developing countries
have depicted the importance of having good social
support in decreasing the risk of having PPD.*** Hav-
ing postpartum blues, not having help after childbirth,
experiencing intimate partner violence and having an
unsupportive partner were identified as predictors of
PPD, as corroborated by other studies. A meta-analysis
identified prenatal depression, low self-esteem, child-
care stress, prenatal anxiety, life stress, social support,
poor marital relationship, history of previous depres-
sion, infant temperament, maternity blues, marital sta-
tus, socioeconomic status, and unplanned/unwanted
pregnancy as predictors of PPD.* A systematic review
also found a few biological and psychosocial predictive
factors of PPD, the strongest predictors being severe
life events, some forms of chronic strain, relationship
quality, and support from partner and mother.”’ Anoth-
er systematic review found the current best predictors
to be clinical assessments for psychiatric history and
adverse life events, highlighting the need for increased
depression screening across the petinatal period.”

Conclusion

This study revealed a high prevalence of PPD among
women attending PHCs at six weeks post-delivery.
Among the factors associated with PPD, experiencing
postpartum blues, not getting help with child care, in-
timate partner violence, and having an unsupportive
partner were identified as predictors of PPD. Adequate
social systems that provide support for women before
and after delivery should be instituted. Simple screening
methods applied early in the postpartum period should
be made routine for all women attending postnatal clin-
ics and even up to a year or two after delivery.
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