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ABSTRACT

Despite being a global public health issue, postpartum depression (PPD) is
comparatively more common in underdeveloped nations, notably those in
Sub-Saharan Africa. In South Africa (SA), primary healthcare facilities do
not regularly screen for PPD, despite reports that it compromises the health
of mothers and children. Finding the prevalence of PPD and its contributing
factors in a sample of clinic attendees in a subdistrict of eThekwini, SA was
the aim of this study. A sample of 399 women in a health facility participated
in a cross-sectional, quantitative study. Information on socio-demographics
and obstetric history was gathered using a self-administered questionnaire.
Data on depression symptoms were gathered using the Edinburgh Postnatal
Depression Scale (EPDS). Women who gave birth to infants after ten days
were asked to complete the (EPDS) questionnaire. A score of 13 out of a
possible 30 was the cut-off point for the EPDS. Most of the women (60.9%)
had scores of 13 or higher, indicating symptoms of PPD. Mode of delivery
was significantly linked to PPD on logistic regression (OR = 2.287, p-value
0.007, 95% CI of 1.25 to 4.16), with Caesarean section deliveries being
associated with a higher risk of depressed symptoms than normal vaginal
delivery. Full-time working women were shown to be protective, as evidenced
by their low OR of 0.45 (p = 0.02 and 95% CI of 0.23 to 0.88). The findings
support the necessity of routine screening for PPD symptoms in a Primary
Health Care facility in SA as they demonstrated the larger percentage of
women who suffer from PPD yet go undiagnosed and untreated.
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1. Introduction

One of the most well-known mental health conditions
that some women experience after childbirth is postpartum
depression (PPD), which has a detrimental effect on their
capacity to do everyday tasks and care for the infant. The
significant prevalence of PPD as a public health issue has
been extensively documented in high-, middle-, and low-
income nations [1], [2]. PPD is still underdiagnosed and
undertreated in many low- and middle-income nations [3].
With a global incidence of up to 60% and a broad range
of 3.5%–63.3%, PPD rates differ between nations and
regions [4]. Depressed women are more likely to engage in
harmful behaviours, eat poorly, and ignore postnatal care,
all of which can have a negative impact on the mother
and newborn child. These negative consequences include
behavioural issues, cognitive decline, poor maternal mental

health, and long-term psychological difficulties for the
newborns. Untreated PPD can result in severe depression,
marital and family connection problems, and long-term
health and psychological problems for the mother’s kid [5].
The prognosis can be improved, and negative effects can be
reduced with early PPD screening, support, and treatment.
Consequently, PPD in mothers is a serious public health
issue.

The frequency of PPD varies greatly from nation to
nation. According to a prior review research, the average
prevalence of PPD is 15.4% in the USA, 38.1% in Italy,
17.1% in Germany, and 22.5% in Ireland [6]. With a preva-
lence of 45.1% in 2011 [7], 49.3% in 2014 [8], and 50.3%
in 2015 [9], as well as a prevalence of 57.14% in 2020 [1],
prior research carried out in South Africa (SA) indicates
a progressive rise in PPD over time. The prevalence of
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PPD is reported to be 10.4% for serious PPD and 14.6%
for low to medium PPD in a South African study that
compared postpartum HIV-1-infected women with pre-
pregnancy HIV care experience [10]. These findings are
comparable to those from high-income nations like the
US and Germany, but they are lower than earlier findings
from SA studies. Variations in screening methods, symp-
tom onset times, and epidemiological study definitions
could all contribute to variations in PPD prevalence rates.
Because PPD symptoms are stigmatized or underestimated
by mothers and healthcare professionals as normal side
effects after childbirth, only 20% of women report experi-
encing them, according to a previous study in SA [11]. The
same study is found only 20% of moms with depression
seek therapy, and 50% of mothers with depression do not
receive a diagnosis on average [11].

PPD symptoms, such as poor mood, sleep disturbance,
appetite changes, lack of focus, and irritability, are com-
parable to those of depression that can happen at any
other stage of life. But, according to a study [12] it is
found that women with PPD may also feel guilty about
their incapacity to care for their newborns. Numerous
studies have identified risk factors for PPD, and these are
typically social and personal circumstances like marital
status, the financial and emotional support of a partner, an
unplanned pregnancy, and the mother’s level of education
and employment [5], [10]. According to a study, moms who
had experienced depression or other mental health issues
in the past, as well as those who were less educated and
from lower socioeconomic backgrounds, are more likely to
develop PPD [13]. Literature has consistently shown that a
higher likelihood of developing symptoms of PPD is linked
to lack of support from partners or family members [14].
Furthermore, one of the biggest studies in sub-Saharan
Africa that evaluated the relationship between HIV and
PPD concluded that there is no correlation between HIV
status and PPD. This finding may point to the growing
acceptance of HIV disease among South Africans in both
rural and urban areas [10].

PPD is treated with medication, cognitive therapy, and
psychosocial support, which can be obtained through sup-
port groups or individual counselling [14]. Mothers with
severe PPD must be admitted to the hospital because they
may be at risk of suicide. The SA National Department of
Health and the United Nations Millennium Development
Goals both state that mother and child health should be a
top priority in the country [15], [16]. In order to improve
outcomes for both mothers and newborns, PPD treatment
is essential. Yet no PPD assessment has been conducted
by a PHC facility operating a midwife-run obstetric unit
(MOU) in eThekwini district of KwaZulu-Natal Province
(KZN). KZN has the highest total HIV prevalence at
37.2% [17]. Therefore, research on postpartum depression
and related risk factors is particularly important. Our goal
is to ascertain the prevalence of PPD at a Community
Health Centre in eThekwini, as well as related sociodemo-
graphic and obstetric risk variables.

2. Materials and Methods

2.1. Study Design

Women who came for their postpartum visit partici-
pated in a cross-sectional, quantitative study that was done
at the facility.

2.2. Setting and Population

The study was carried out at Kwadabeka Community
Health Centre (KCHC), a primary health care (PHC)
institution that offers all pregnant women maternity care
through a midwife-run Obstetric Unit (MOU) as part of
its entire PHC service package. The community of Kwad-
abeka is in the peri-urban sub-districts on the northern
and west borders of the eThekwini Metropolitan city, and
its catchment population of approximately 150,000. Under
the direction of KCHC, there are seven more permanent
PHC clinics in the region that provide PHC service pack-
ages that also include prenatal and postnatal care without
delivery services. Most of the population is impoverished,
homogeneous, uniform, unemployed, and primarily Black
Africans. They live in both formal and informal housing,
have cultural ties to the rural Eastern Cape and KZN
provinces, and rely on public health facilities. Prenatal,
birth, and postnatal headcounts total more than 5,000
per year, according to the clinic’s unpublished data. An
estimated 700 deliveries and 1500 pregnant women visit
the antenatal clinic annually. All postpartum and anten-
nal women who receive normal day care (07:30 to 16:00)
can also access emergency assistance and delivery services
around-the-clock from the skilled and experienced mid-
wives and other support professionals.

The PHC service package at KCHC, PHC clinics in
South Africa, includes ANC, delivery services, PNC, and
complete reproductive healthcare for women and adoles-
cents [18]. Low-risk pregnant women give birth at KCHC
MOU after receiving prenatal care (ANC) in authorized
clinics. For ANC and delivery services, intermediate- and
high-risk pregnant women are sent to hospitals by KCHC,
including PHC institutions. After giving birth at the hos-
pital, women with low-risk cases are sent back to KCHC
for PNC. Midwives and MOs are available to PNC women
at KCHC.

2.3. Sampling

All women who visited KCHC for their routine PNC
after ten days of giving birth between July and December
2021 made up the study sample. All postpartum qualify-
ing women who consented to participate throughout the
study period were included in the sample. All women who
gave birth via caesarean section (CS) or vaginal delivery
(NVD), with or without the use of equipment, and who
gave written consent for the study were eligible to take
part. Excluded from the trial were postpartum mothers
who refused to take part, went for PNC after ten days of
giving birth.

2.4. Data Collection

The Edinburgh Postnatal Depression Scale (EPDS),
a screening tool was used to evaluate depressive symp-
toms during the postpartum period, was used to collect
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symptoms of depression. Two midwives working at the
postnatal clinic who had received training on the study’s
goals, methodology, data collection, and gaining study
consent gave mothers in the waiting area an explanation
of the study’s goals, methodology, and informed consent
prior to consultation. Qualified women were given the
self-administered study questionnaire and the informed
consent form to complete. All eligible women were asked
to voluntarily participate in the study and fill out the
questionnaire without it influencing their care during con-
sultation. Both English and IsiZulu, the local language,
were used in the development of the closed-ended ques-
tionnaire. While they awaited the midwife’s consultation,
they were asked to willingly participate without compro-
mising their care. The midwives, who had received training
on the study’s goals and questionnaire, answered any
queries and provided clarification.

2.5. Screening Tool

EPDS, a self-administered 10-item measure of
depression symptoms, was used to categorize PPD in
participants. The most widely used scale for PPD is likely
the validated Scale. It is found suitable for South African
context because it has also been utilized in another South
African research in the past and recently [1], [19], [20]. A
4-point (0–3) scale was used to score the response of each
question, and the total score range was 0–30. One benefit
of the EPDS is that it does not include physical symptoms
that are typically linked to depression. Cognitive and
affective symptoms were the main emphasis of the EPDS.
The scale evaluated the participant’s symptoms during the
previous seven days. Depression was defined as a cut-off
score of ≥13. The EPDS was implemented both in English
and Isi-Zulu as majority of participants first language was
Isi-Zulu. The EPDS has a satisfactory sensitivity (79%)
and specificity [21] and has been validated for use in
pregnant and postpartum women. In South Africa, it has
been verified for postpartum SA women at Johannesburg’s
Coronation Hospital and translated into six distinct
South African languages [22]. Additionally, a score of 13
identified 100% of cases of major depression and 70% of
cases of minor depression (with sensitivity and specificity
of 80% and 76.6%, respectively) when the EPDS was
validated against the Diagnostic and Statistical Manual of
Mental Disorders (DSM) criteria for depression.

In addition, the tool or questionnaire included the socio-
demographic and obstetric history of the participants.
The socio-demographic variables were participant’s ages,
marital, education and employment status. The obstet-
ric variables were mothers’ parity, previous birth history,
was the pregnancy planned, mode of delivery, postpartum
breast feeding and contraceptive practices, HIV status
(determined at or before delivery) and the place of delivery.

2.6. Ethical Considerations

Participants were requested to voluntarily engage in the
study. Informed consent was obtained after the subject’s
rights were clarified and the objectives and methodology
of the study were explained before any data was col-
lected. Participants in the study will not be identified. This
research proposal was authorized by the Umgungundlovu

Health Ethics Research Board (Reference no. 012/2021)
and KZN Health Research & Knowledge Management
(Reference no. KZ_202110_023).

3. Data Analysis

A research assistant double-entered the raw data from
the participants into a Microsoft Excel application,
cleaned it and imported it into SPSS 24.0.1 (SPSS Inc.,
Chicago, IL, USA), and coded it for analysis. Descrip-
tive statistics were used to describe both continuous and
categorical data. While proportions were calculated for
categorical variables, the mean and standard deviation
(SD) values were calculated for continuous data. Ages were
categorized as <20 (or teenage), 20–29, 30–39, and >40
years; postpartum women’s parity was categorized as 1–2,
3–4, and >5; mothers’ HIV status (determined at or before
delivery) was marked as positive or negative, and they
were either on ART. Along with the number of years of
education attained, employment status was categorized as
either full-time, part-time, unemployed, or still enrolled in
school. Two kinds of relationship status were established:
married and single. A cut-off score of 13 was applied to
the EPDS, which consisted of 10 questions with minimum
and maximum scores of 0 and 30. A score of 13 or higher
showed depressive symptoms, while a score below 13 was
classified as not having any making it as binary values.
Using a p-value of ≤ 0.05, logistic regression was utilized
to investigate the association between obstetric and socio-
demographic factors and the EPDS scores as an outcome
variable. Women with EPDS scores were classified as either
having or not having PPD based on binary values (EPDS
score ≥13 = 1 and EPDS score ≤12 = 0). Obstetric
and sociodemographic data were considered independent
variables or exposure factors. Pearson’s chi-square (X2)
and p values for the outcome variable were used in cross-
table analysis to identify significant exposure variables.
Binary (back-ward) logistic regression analysis was used
on the pertinent exposure variables (p < 0.05) to identify a
potential predictor or predictors for the outcome variable
using p values. Adjusted odds ratios (OR), matching p-
values, and 95% confidence intervals (95% CI) were used
to display the regression model’s results. If an exposure
variable’s p value was less than 0.05, it was considered
significant.

4. Results

4.1. The Prevalence of Postnatal Depression

A total of 410 qualifying women were identified during
the study period, 399 had agreed, gave written consent
and thus participated in the study. With a mean score of
15.87 (SD = ±4.72), the EPDS scores ranged from 0 to
29. Of the 399 individuals, 60.1% (n = 243) had an EPDS
score of ≥13, which classified them as positive PPD. The
percentages of the sample who were depressed and those
that were not displayed in Fig. 1.

Table I shows the socio-demographic and obstetric his-
tory with Pearson chi-square comparison for participants
with PPD. The mean age (with SD) of the participating
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Fig. 1. Prevalence of postpartum depression in the sample.

399 individual women was 26.1 (6.3) years, with the lowest
age being 14 and the highest age being 44. Nearly half
(49.2%, n = 196) of the sample were in the 20–29 age range,
19.3% (n = 77) were pregnant while still in their teens,
70.1% (n = 280) were single or unmarried, 56.1% (n = 224)
had finished matriculation, and 68.4% (n = 273) were still
unemployed and enrolled in school. Of them, 28.8%, (n =
115) had a history of live birth baby deaths or pregnancy
loss (abortions), while the majority (73.2%, n = 292) had
parity between 1 and 2. Of them, 84.5% (n = 341) were
using some form of contemporary birth control, with the
majority (43.9%, n = 175) accepting injections, and 89.5%,
(n = 357) were breast feeding. Of these postpartum women,
the majority (64.3%, n = 257) gave birth at hospitals, but
nearly one-third (35.7%, n = 142) gave birth at KCHC. The
majority of them (61.2%, n = 284) had not made plans for
the index pregnancy. As the mode of delivery, the rates for
CS and NVD were 15.3% (n = 61) and 84.7% (n = 338),
respectively. All women knew their HIV status, 41.7% (n =
170) were HIV-positive, and all HIV infected women were
receiving ART.

4.2. Risk Factors for PPD

The cross-table analysis with Pearson chi-square (X2)
and p values were used to test the statistical difference
between women with PPD and those without (p value
< 0.05). A p-value of less than 0.05 indicated that the
following characteristics were substantially linked to PPD:
age, parity, job status, use of any family planning method,
and mode of delivery. The parameters that were linked to
PPD on chi-square were subjected to additional logistic
regression; the outcomes are shown in Table II.

PPD was significantly correlated with the mode of deliv-
ery (OR = 2.287, p-value < 0.007, 95% CI of 1.256 to
4.165), with those who gave birth vaginally having a higher
chance of experiencing depressed symptoms. Full-time
workers performed better, with a low OR of 0.459 (p =
0.021 and 95% CI of 0.237 to 0.887). This is consistent with
a fair income, which results in perceived financial security
or solvency.

5. Discussion

The study highlights that the sample exhibited a notably
high mean score of 15.8, alongside a very high prevalence
of postpartum depression (PPD) at 60.9%. This under-
scores both the severity of PPD and the substantial number
of affected women. Bivariate analysis revealed a signifi-
cant correlation between PPD and several specific factors,
indicating that adverse social conditions such as higher
unemployment rates, single marital status, and unplanned
pregnancies—contribute to the increased prevalence of
PPD in this population. The rising trend of postpartum
depression is evidenced by steadily increasing prevalence
rates in South African studies: 45.1% in 2011, 49.3% in
2014, 50.3% in 2015, and peaking at 57.14% in 2020.
Notably, the current study’s finding of 60.9% prevalence
marks the highest reported in South Africa [1], [7]–[9]. This
alarming figure is likely a reflection of worsening socioe-
conomic pressures, including stagnant wages, escalating
unemployment, and rising domestic violence rates in SA
[14].

Interestingly, full-time employment appears to offer
protection against PPD, as evidenced by an odds ratio
(OR) of 0.45 for employed women, indicating a lower
risk compared to those not employed. Furthermore, the
presence of a supportive and reliable partner, stable full-
time employment, and higher educational attainment are
also associated with reduced risk for PPD.

The risk of depression, which may manifest in the post-
natal period, is increased by South Africa’s high and rising
unemployment rate, particularly among women [23]. SA
and other African nations have been reporting greater rates
of PPD than high-income nations [24], and SA’s higher
rates are in line with those of high-income nations [25],
such as the USA and Japan, where the prevalence was
above 69% [26], [27]. The current study’s results are consis-
tent with earlier research showing that most women who
scored higher on the EPDS were single and unemployed,
which had a detrimental effect on their financial circum-
stances [9]. According to the findings of other studies,
South Africa’s substantial wealth disparity is also linked
to increased depression symptoms, even in postpartum
women [28]. Additionally, research shows that women in
rural regions are more likely than those in metropolitan
areas to suffer from PPD. For example, according to a
study done in South Africa’s rural areas, the prevalence of
PPD was 50.3% compared to 39.5% [29] in urban areas.
Consequently, it is probable that the peri-urban group in
our semi-rural context has a higher prevalence of PPD.

There are conflicting results on the mode of delivery
and the occurrence of PPD. Some studies revealed no clear
correlation between PPD and vaginal delivery, whereas
another study found that women who had caesarean sec-
tions had a higher chance of developing PPD [30]–[33].
NVD shows a substantial correlation with PPD, according
to our study, with a higher OR of 2.3 suggesting that it is
a risk factor for PPD. Poor infant nutritional status, low
infant birth weight, shorter breastfeeding duration, respi-
ratory illnesses, diarrheal diseases, poor self-rated health,
home delivery, decreased quality of mother-infant interac-
tion, and poor linkage to HIV care are among the specific
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TABLE I: Demographic and Obstetric Characters with Pearson Chi-Square Comparison for Participants with PPD

Variables Actual sample n (%) PPD n (%) X2 values P values

Age distribution (in years) < 20 years (Teenage) 77 (19.3) 25 (32.5) 7.82 0.032

20–29 years 196 (49.1) 112 (57.1)
30–39 years 123 (30.8) 79(64.2)
>=40 years 3 0

Relationship status Single 280 (70.1) 172 (61.4) 1.61 0.446

Married/Living together 119 (29.6) 71 (60.24)
Level of education No formal education 33 (8.5) 19 (57.6) 7.781 0.064

Completed Primary education 59 (14.7) 37 (62.7)
Completed Matric 224 (56.1) 114 (50.9)

Higher education (diploma/degrees) 83 (20.7) 49 (59.0)
Employment status Full-time employment 70 (17.5) 47 (67.1) 7.819 0.048

Part-time employment 56 (14.0) 25 (44.8)
Student 132 (33.1) 84 (63.6)

Unemployed 141 (35.3) 87 (61.7)
Parity 1–2 292 (73.2%) 169 (57.9) 4.13 0.12

3–4 92 (23.0) 64 (69.5)
5 15 (3.8)

Death of previous live birth
baby or pregnancy loss

Yes 115 (28.8) 71 (61.7) 0.48 0.46

No 284 (71.2) 172 (60.6)
Is the new-born still alive? Yes 395 () 241 (61.0) 0.957 0.340

No 4 () 2 (50.0)
Was the index pregnancy

planned?
Yes 121 (30.2) 73 (60.3) 0.024 0.482

No 278 (69.8) 170 (61.2)
HIV status at birth HIV negative 229 (58.3) 139 (60.6) 0.074 0.964

HIV positive 170 (41.7) 102 (60)
Mode of delivery NVD 338 (84.7) 217 (64.2) 10.105 0.001

C/section 61 (15.3) 26 (42.6)
Breast feeding Yes 357 (89.5) 221 (61.9) 1.431 0.152

No 42 (10.5) 22 (52.6)
Using any form of

contraceptives
None 58 (14.5) 36 (62.1) 11.859 0.037

Oral pill 22 (5.5) 18 (81.85)
IUCD 14 (3.5) 12 (85.7)

Female condom 4 (1) 1 (25.0)
Implant 126 (31.6) 69 (54.8)

Injectable 175 (43.6) 107 (61.9)
Place of delivery KCHC 142 (35.7) 84 (59.2) 0.283 0.335

Hospitals 257 (64.3) 159 (61.9)

TABLE II: Logistic Regression Output for Outcome Variable (PPD)

Variables p-value OR (adjusted) 95 % C.I. for OR

Lower Upper

Contraceptive method used 0.102
No contraceptive method used 0.589 1.197 0.624 2.295

Oral pill 0.067 2.917 0.927 9.180
IUCD 0.076 4.193 0.862 20.388

Female condom 0.481 .406 0.033 4.978
Implant 0.377 .804 0.495 1.306

Mode of delivery (NVD) 0.007 2.287 1.256 4.165
Employment status 0.071

Full time Employment 0.021 0.459 0.237 0.887
Part-time Employment 0.655 1.154 0.616 2.161

Students 0.866 0.948 0.507 1.771

Note. Reference group: CS delivery, unemployment, injectable contraceptive.

risk factors for PPD in Africa [34], [35]. Even while there
is now less evidence linking caesarean delivery to PPD,
certain studies have found that women who had emer-
gency caesarean sections had a higher risk of developing
postpartum depression [36]. A caesarean section, whether

an elective or emergency procedure, raises the risk of
postpartum depression, which might worsen a patient’s
mental stress, according to previous research, such as that
conducted by Zhao et al. [37]. After a caesarean section,
the mother’s level of interleukin 6 may increase. Since
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interleukin 6 is a crucial cytokine change linked to depres-
sion, it acts as a mediator between the two [37]. According
to the study, women who had a caesarean section (OR =
1.64) or an instrument-assisted birth (OR = 1.23) are more
likely to develop postpartum depression.

Over the course of five years, PPD sufferers are twice as
likely to develop depressive episodes in the future, accord-
ing to research. Socioeconomic disadvantage, unplanned
pregnancy, youth, single status, lack of empathy and sup-
port from an intimate partner, hostile in-laws, intimate
partner violence, lack of emotional and practical support,
the birth of a female child in some situations, and a
history of mental health issues are risk factors for PPD,
according to a recent systematic review [24]. Due to our
study’s limitations, we have left out these variables. Since
this study is one of the first on PPD that eThekwini,
our findings are significant for setting programmes (coun-
selling, referrals etc.) since they offer baseline information
on maternal mental health, specifically PPD. However,
the results give a snapshot of the postpartum women’s
mental health at a certain moment in time and do not
account for events that may have contributed to their
depression earlier in life because of the cross-sectional
design that was employed. A few instances of these influ-
ences are the abuse the mother may have endured as a
youngster. Additionally, the design makes it impossible
to determine how long depression symptoms may last.
The results cannot be extended to other locations with a
diverse socioeconomic profile because the study was car-
ried out in a single health institution in a subdistrict where
the participants present with little socioeconomic variety.
Postpartum women experienced medical conditions may
had influenced overestimation of psychological problems
like PPD.

The risk for negative outcomes on all child measures,
including behavioural, cognitive, social, and physical
growth impairment, was found to be significantly
increased by PPD [38]–[40]. This research emphasized how
important it is to identify and treat moms who exhibit
postpartum depression symptoms because neglecting to
do so puts the impacted children at risk for a number of
detrimental social and health consequences. It is simple
to identify and implement therapies for other women in
comparable circumstances, given all of the women with
postnatal depressive symptoms identified in this study,
as well as their infants, are at risk of adverse health
consequences. Therefore, PPD screening could be a key
tactic to combat South Africa’s high rates of infant illness
and mortality.

A South African study comparing postpartum HIV
infected women with pre-pregnancy HIV treatment expe-
rience found that the prevalence of PPD was 10.4% for
significant PPD and 14.6% for low to medium PPD [10].
Additionally, one of the largest studies to examine the
connection between HIV and PPD in sub-Saharan Africa
came to the conclusion that there was no association or
correlation between PPD and HIV status [41]. In our
study, this is the situation. Women with HIV did not
exhibit any correlation with PPD. According to earlier
research, this finding suggests that South Africans, both in
rural and urban regions, are becoming more accepting of

HIV disease [10]. Additionally, other research reveals that
borderline personality disorder or borderline personality
features are indicated by scores of 13 or above on the EPDS
[42], [43], highlighting the need of using the EPDS as a
health screening tool for depression and related mental
disorders.

6. Conclusion

According to the study, a significant percentage of moth-
ers who have postpartum depression symptoms require
treatment but are unable to get it since they have not
received a diagnosis, and no intervention has been imple-
mented. Both the mother and the unborn child will suffer
grave long-term health consequences as a result of this lack
of diagnosis. The quality of care provided by mother and
child health services is compromised when routine screen-
ing for postnatal depression is delayed, which means the
mental health program cannot promote improved mater-
nal and child health outcomes.

7. Recommendations

Similar to earlier research in South Africa, it is advised
that all primary health institutions do universal PPD
screening. This is especially true given how simple it is to
administer the EPDS and how easily it can be incorporated
into the routine health promotion process for mothers who
visit PHC postnatal clinics.
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