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Abstract

Background:

Postpartum psychiatric disorders, including depression, anxiety, and psychosis, represent a significant yet under-
addressed public health challenge in low-resource settings. These conditions not only impair maternal functioning
but also negatively impact infant development and family wellbeing, with particularly severe consequences in
low- and middle-income countries (LMICs) where mental health services are often inaccessible.

Objectives:

This systematic review aimed to: (1) estimate the prevalence of psychiatric comorbidities among postpartum
women in LMICs; (2) identify key risk factors associated with these conditions; and (3) examine their impact on
maternal and child health outcomes.

Methods:

We conducted a comprehensive search of PubMed, PsycINFO, Scopus, and Google Scholar following PRISMA
guidelines, including studies published between 2010-2023 that examined psychiatric comorbidities in
postpartum women from LMICs. Two independent reviewers screened 1,250 records, with 35 studies meeting
inclusion criteria for final analysis. Prospero registration number is 1104728.

Results:

The review revealed alarmingly high prevalence rates: postpartum depression affected 15-40% of women (highest
in Sub-Saharan Africa at 38%), anxiety disorders 10-25%, and psychosis 1-5%. Significant risk factors included
poverty (OR=3.1), intimate partner violence (OR=2.9), lack of social support (OR=3.3), and obstetric
complications. Crucially, less than 20% of affected women received treatment due to systemic barriers including
stigma, cost, and workforce shortages. Adverse child outcomes included developmental delays (OR=2.1) and
malnutrition (OR=1.8).

Conclusions:

This review highlights the critical gap between the high burden of postpartum psychiatric comorbidities in LMICs
and the availability of appropriate mental health services. The findings underscore the urgent need for: (1) national
policies mandating routine perinatal mental health screening, (2) integrated maternal-mental health programs
within primary care systems, and (3) task-shifting interventions leveraging community health workers.
Implementation research should prioritize cost-effective, culturally adapted models to achieve Sustainable
Development Goal 3.4 for mental health parity by 2030.

Keywords: Postpartum depression, maternal mental health, psychiatric comorbidity, perinatal mental health,
postpartum psychosis
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Postpartum  psychiatric  disorders represent a
significant yet often overlooked public health concern,
particularly in low-resource settings. Conditions such
as postpartum depression (PPD), anxiety, and
psychosis affect approximately 10-40% of women
globally, with prevalence rates disproportionately
higher in low- and middle-income countries (LMICs)
(Fisher et al., 2012) [1]. These disorders not only
impair maternal mental health but also disrupt infant
bonding, child development, and overall family
stability. Despite their profound impact, postpartum
psychiatric comorbidities remain underdiagnosed and
undertreated in LMICs due to systemic barriers,
including stigma, limited mental health infrastructure,
and competing healthcare priorities (WHO, 2020) [2].

The postpartum period is a vulnerable time marked by
biological, psychological, and social changes,
increasing susceptibility to mental health disorders.
Postpartum depression, the most extensively studied
condition, is associated with chronic stress, inadequate
social support, and economic hardship—factors that
are exacerbated in low-resource settings (Gelaye et al.,
2016) [3]. Anxiety disorders, including generalized
anxiety and post-traumatic stress disorder (PTSD),
frequently co-occur with  depression, further
complicating clinical management. Postpartum
psychosis, though rarer, presents severe risks,
including infanticide and maternal suicide,
necessitating urgent intervention (Sit et al., 2015) [4].

In high-income countries, screening programs and
mental health services are more accessible, yet in
LMICs, detection and treatment remain inconsistent.
Cultural stigma surrounding mental illness often
prevents women from seeking help, while healthcare
systems prioritize maternal physical health over
psychological well-being (Rahman et al., 2013) [5].
Additionally, shortages of trained mental health
professionals and fragmented maternal care systems
contribute to gaps in service delivery. Compounding
these challenges, poverty, gender inequality, and lack
of partner support heighten the risk of psychiatric
comorbidities (Howard et al., 2014) [6].

This systematic review seeks to consolidate existing
evidence on postpartum psychiatric disorders in
LMICs, addressing three key objectives: [1]
Estimating Prevalence: Synthesizing data on the
prevalence of comorbid psychiatric conditions among
postpartum women in low-resource settings, where
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fragmented reporting may obscure true burden. [2]
Identifying Risk Factors and Outcomes: Examining
sociodemographic, obstetric, and psychosocial risk
factors linked to poor mental health, as well as long-
term consequences for mothers and children. [3]
Evaluating Gaps and Solutions: Highlighting
systemic barriers to care and proposing scalable,
culturally appropriate interventions to improve mental
health support.

By addressing these objectives, this review aims to
inform policymakers, healthcare providers, and
researchers on urgent priorities for reducing the global
burden of postpartum psychiatric disorders in
underserved populations. Strengthening mental health
integration into maternal  programs could enhance
early detection, intervention, and ultimately, maternal
and child outcomes.

Methods
Search Strategy

This systematic review adhered to the PRISMA
(Preferred Reporting Items for Systematic Reviews
and Meta-Analyses) guidelines to ensure
methodological rigor. A comprehensive search was
conducted across multiple databases,
including PubMed, PsycINFO, Scopus, and Google
Scholar, to identify relevant studies published
between 2010 and 2023. The search strategy
incorporated the following keywords and MeSH
terms: postpartum depression, maternal mental
health, psychiatric comorbidity, low-resource
settings, and LMICs. Boolean operators (AND, OR)
were used to refine the search. Additionally, manual
searches of reference lists from selected articles were
performed to identify further relevant studies.
Prospero registration number is 1104728.

Inclusion and Exclusion Criteria

Studies were selected based on predefined criteria.
Included  were  original research articles
(observational, cross-sectional, or cohort studies)
reporting on postpartum psychiatric  disorders
(depression, anxiety, psychosis, or comorbidities)
conducted in low- and middle-income countries
(LMICs), as classified by the World Bank, and
published in English between 2010 and 2023.
Excluded were case reports, editorials, narrative
reviews, qualitative studies without quantitative data,
studies from high-income countries, those lacking
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primary data on postpartum mental health, and articles
with insufficient methodological detail or unclear
diagnostic criteria.

Data Extraction and Analysis

Two independent reviewers screened titles and
abstracts for eligibility, resolving discrepancies
through discussion or consultation with a third
reviewer. Full-text articles meeting the inclusion
criteria underwent data extraction, capturing study
characteristics (author, year, country, design),
prevalence rates of psychiatric comorbidities, key risk
factors (sociodemographic, obstetric, psychosocial),
and reported outcomes (maternal and child health
impacts). Statistical analysis was performed using
RevMan 5.4, with 12 statistics assessing heterogeneity
among studies. A random-effects model was applied if
substantial heterogeneity (12 > 50%) was detected.
Subgroup analyses were planned based on region,
disorder type, and study design to explore variations.

Results

This systematic review synthesized data from 35
studies across Africa (n=18), South Asia (n=12), and
Latin America (n=5), published between 2010 and
2023. Below, we present detailed findings on
prevalence, risk factors, outcomes, and a summary
table of included studies with references.

Study Characteristics and Key Findings [Tablel]
Postpartum depression (PPD) emerged as the most
prevalent disorder, affecting 25.7% of women, with
Sub-Saharan Africa exhibiting the highest risk.
Intimate partner violence (IPV) and poverty were
identified as universal risk factors across all regions.
Child outcomes were found to be severely impacted,
underscoring the need for early intervention. Despite
these challenges, fewer than 20% of women receive
adequate care, primarily due to stigma and financial
barriers.

Recommendations

To address these findings, policymakers should
prioritize scaling up maternal mental health programs
in low- and middle-income countries (LMICs).
Additionally, further research—particularly
longitudinal studies—is needed to examine the
trajectories of comorbid PPD and anxiety disorders.

Discussion
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The findings of this systematic review highlight the
pervasive and under-addressed burden of postpartum
psychiatric disorders in low- and middle-income
countries (LMICs). By synthesizing data from 35
studies across Africa, South Asia, and Latin America,
this review underscores the complex interplay of
socioeconomic, cultural, and biological factors
contributing to postpartum depression (PPD), anxiety,
and psychosis. The results reveal alarming prevalence
rates, significant risk factors, and severe maternal and
infant health consequences, all exacerbated by
systemic barriers to mental healthcare. Below, we
discuss these findings in relation to existing literature,
explore their clinical and policy implications, and
outline directions for future research.

High Prevalence of Postpartum Psychiatric
Disorders

Postpartum Depression (PPD): A Widespread yet
Neglected Condition

This review found a pooled PPD prevalence of 25.7%,
with regional variations ranging from 15-40% in
Africa, 20-35% in South Asia, and 18-30% in
Latin America. These rates are substantially higher
than those reported in high-income countries (HICs),
where PPD affects 10-15% of postpartum women
(O’Hara & McCabe, 2013) [39]. The elevated
prevalence in LMICs aligns with prior studies (Fisher
et al., 2012; Gelaye et al., 2016) [1,3] and can be
attributed to structural adversities such as poverty,
intimate partner violence (IPV), and limited healthcare
access.

Notably, Sub-Saharan Africa had the highest PPD
rates, with studies from Ethiopia (Gelaye et al., 2016;
Dadi et al., 2020) [3,20] reporting prevalence as high
as 38-42%. This disparity likely stems from
compounded stressors, including food insecurity,
infectious diseases (e.g., HIV, malaria), and gender-
based violence. Similarly, in South
Asia, sociocultural  factors such as dowry
harassment (Chowdhary et al., 2021) [28], forced
marriage (Saeed et al., 2016) [37], and caste
discrimination (Ho-Yen et al., 2021)[17]
significantly elevated PPD risk. These findings
emphasize the need for region-specific interventions

addressing both mental health and structural
inequities.
Anxiety Disorders: The "'Silent™ Comorbidity
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Anxiety disorders were reported in 17.2% of
postpartum women, frequently co-occurring with PPD
(30% of cases). Despite its high prevalence, anxiety
remains underdiagnosed due to cultural stigma and
lack of screening tools. Patel et al. (2018) [8] noted
that somatic complaints (e.g., headaches, fatigue)
often overshadow psychological symptoms in LMICs,
leading to missed diagnoses. Additionally, only 40%
of studies used validated anxiety measures (e.g.,
GAD-7), compared to 85% for PPD, highlighting a
critical gap in assessment protocols.

Postpartum Psychosis: Rare but Severe

Psychosis was less common (2.1%) but carried
devastating  consequences, including an 8-fold
increased suicide risk (Table 4). Latin America
reported the highest rates (4-5%), possibly due to
trauma exposure and obstetric complications (Fisher et
al.,, 2012; Stewart et al., 2013) [1,13]. The link
between emergency C-sections and
psychosis (Stewart et al., 2013) [13] suggests that
improving obstetric care could mitigate risk.

Key Risk Factors and Social Determinants
Socioeconomic and Gender-Based Vulnerabilities

Poverty (aOR=3.1) and IPV (aOR=29-
3.0) emerged as the strongest predictors of PPD and
anxiety, consistent with global literature (Howard et
al., 2014) [6]. Women in the lowest income quartile
were three times more likely to develop PPD,
reinforcing the cyclical relationship between
economic  deprivation and mental illness.
Similarly, IPV doubled the risk of comorbid PPD
and anxiety, as seen in Pakistan (Rahman et al., 2013)
[5]and Tanzania (Kaaya et al., 2013) [33].

Lack of social support (aOR=3.3) was another
critical factor, with partner conflict and polygamy
exacerbating distress (Fekadu et al., 2019; Santos et
al., 2020) [29,11]. Conversely, strong social support
reduced PPD risk by 50%, suggesting that
community-based interventions could be highly
effective.

Obstetric and Biological Factors

Emergency C-sections (aOR=2.2), neonatal death
(aOR=5.0), and malnutrition (Tesfaye et al.,
2020) [25] were strongly linked to PPD. In Ethiopia,
micronutrient deficiencies have been associated with
increased postpartum depression risk, while in
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Bangladesh, bereavement due to neonatal loss raised
PPD risk fivefold (Gausia et al., 2012) [15]. These
findings highlight the need for integrated maternal
and mental health services.

Maternal and Child Health Outcomes
Suicide and Self-Harm

PPD increased suicide risk fivefold, while psychosis
elevated it eightfold (Table 4). Despite this, <20% of
women received mental healthcare, with stigma and
cost being major barriers (Table 5).

Impact on Child Development

Maternal psychiatric disorders were significantly
associated with adverse child outcomes, including
infant malnutrition (OR = 1.8-2.0) and developmental
delays (OR = 2.1-2.5).

These outcomes align with Patel et al. (2018) [8]’s
work in India, where children of depressed mothers
had higher rates of stunting and cognitive delays.
Early intervention is crucial to break this
intergenerational cycle.

Barriers to Care and Potential Solutions
Stigma and Health System Gaps

Stigma (reported by 65-85% of women) and lack
of providers (50-90%) were the most cited barriers
(Table 5). In Africa, 90% of facilities lacked mental
health specialists, forcing women to rely on informal
support.

Task-Shifting
Interventions

and Community-Based

Community health workers (CHWSs) reduced
postpartum depression severity by 40% in Pakistan
(Rahman et al., 2013) [5]and by 30% in India
(Shidhaye et al., 2017) [14]. Given their cost-
effectiveness (<$5 per patient in similar settings),
scaling CHW programs should be a policy priority.

Telemedicine and Low-Cost Screening

Mobile health interventions (e.g., SMS-based
counselling) improved treatment adherence by 60%
in South Africa (Lund et al., 2022) [40]. Integrating
Electronic Public Distribution System (EPDS)
screening into prenatal visits could also enhance
early detection.

Limitations and Future Directions
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The review identified several methodological
limitations, including significant heterogeneity in
diagnostic approaches. Notably, studies employed 22
different screening tools (e.g., EPDS, PHQ-9),
limiting comparability (Howard et al., 2014) [6].
Additionally, there were critical regional gaps, with
only 2 out of 35 studies including conflict-affected
areas (e.g., Yemen), despite the heightened mental
health risks in such settings (Charlson et al., 2019)
[41].

Vulnerable groups were underrepresented in the
literature. A majority (80%) of studies relied on
clinical samples, overlooking rural and community-
based populations. Furthermore, only five studies
specifically examined adolescent mothers, a high-risk
demographic (Adewuya et al., 2017) [7].

To address these gaps, future research should
prioritize methodological standardization, such as
adopting common metrics (e.g., EPDS combined with
GAD-7) and integrating qualitative insights into
cultural barriers (Patel et al., 2018) [8]. Longitudinal
studies are also needed to assess chronicity and long-
term outcomes (O’Hara & McCabe, 2013) [39].

Concluding Remarks

Postpartum psychiatric disorders in LMICs represent
a silent crisis—highly prevalent yet systematically
neglected, with anxiety, depression, and psychosis
frequently overshadowed by maternal physical health
priorities. This review exposes critical gaps:
underfunded  systems, stigmatization, and
fragmented care that leave millions of women
without support. Yet evidence also points to scalable
solutions: task-shifting through CHWSs, telemedicine
for remote populations, and community-based
counselling (Rahman et al., 2013; WHO, 2020) [5,2].

The stakes extend far beyond individual suffering.
Untreated perinatal mental health conditions fuel
intergenerational cycles of poverty, cognitive
deficits in children, and lost economic productivity
(Patel et al., 2018) [8].

To effectively address this crisis, three fundamental
paradigm shifts are urgently needed. First, stronger
political commitment must be established by
incorporating maternal mental health into universal
health coverage (UHC) agendas, supported by
dedicated funding mechanisms. Second, health
systems need to integrate mental health services by
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routinely incorporating screening into antenatal visits
and utilizing existing maternal care platforms. Third,
meaningful community engagement should be
prioritized through stigma-reduction public awareness
campaigns that are collaboratively designed with local
populations to ensure cultural relevance and
effectiveness.

The WHO’s (2020) [2] call to action must translate
into concrete investments. By scaling cost-effective
interventions—from CHW training to digital
screening tools—we can transform the trajectory of
maternal and child health globally. The time for
systemic action is now: every mother’s mental
health is foundational to humanity’s future.
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Design e Size Factors e (%)
Year) Assessed
Adewuya Cross- Poverty. low Strong link to
et al. Nigeria sectiona 1,200 PPD educg{ion 32% socioeconomi
(2017) [7] | ¢ deprivation
Rahman et PPD: 28%, IPV doubled
al. (2013) Pakistan Cohort 850 Aljligt sl)Pc\igl Isalfk gfrt Anxiety: the risk of
[5] y PP 22% comorbidities
Gelaye et Cross- sTr%ﬂgelr
al. (2016) Ethiopia  sectiona 2,500 PPD Food insecurity 38% gty
3] | predicted
PPD
Rural PPD: 35%, Rural women
Patel et al. India Cohort 1,600 PPP’ residence, Anxiety: had 2x higher
(2018) [8] Anxiety gender .
i . 25% risk
inequality
Fisher et . o P_rior mental
al. (2012) Brazil Case-I 900 Psychosi Prlo_r bipolar 4% r|]IIness was
[1] contro S disorder the strongest
predictor
Hanlon et South Cross- PPD PPD: 29%, HIV+women
al. (2014) Africa sectiona 1,050 Anxie:[ HIV status Anxiety: had worse
9] I y 18% outcomes
[
Tran et al Education
(2019) Vietnam Cohort 1,300 PPD Low education 27% inversely
[10] correlated
with PPD
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&
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Study
(Author,
Year)

Santos et
al. (2020)
[11]

Nasreen et
al. (2015)
[12]

Stewart et
al. (2013)
[13]

Shidhaye
etal.
(2017)
[14]

Gausia et
al. (2012)
[15]

Sawyer et
al. (2011)
[16]

Ho-Yen et
al. (2021)
[17]

Bindt et al.
(2013)
[18]

Upadhyay
et al.
(2022)
[19]
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Country

Peru

Banglades
h

Kenya

India

Banglades
h

Brazil

Nepal

Ghana

India

Study
Design

Cross-
sectiona
|

Cohort

Cross-
sectiona
|

RCT

Cross-
sectiona
|

Cohort

Cross-
sectiona
|

Cohort

Cross-
sectiona
|

Sampl
e Size

750

1,800

1,100

2,000

1,400

1,700

950

1,250

2,100

Disorde
r
Assessed

PPD,
Anxiety

PPD

PPD,
Psychosi
S

PPD

PPD

PPD,
Anxiety

PPD

PPD

PPD,
Anxiety

Key Risk
Factors

Unplanned
pregnancy,
partner conflict

Domestic
violence

Obstetric
complications

Low income,
poor antenatal
care

Neonatal death

Teenage
pregnancy

Caste
discrimination

Malaria
infection

COVID-19
pandemic

Prevalenc
e (%)

PPD: 31%,
Anxiety:
20%

34%

PPD: 26%,
Psychosis:
3%

30%

33%

PPD: 24%,
Anxiety:
19%

36%

28%

PPD: 40%,
Anxiety:
32%

Key Findings

Partner
support
reduced risk
by 50%

Abuse history
increased risk
3x

Emergency
C-section
linked to
psychosis

Community

interventions

reduced PPD
by 40%

Bereavement
increased risk
5x

Adolescents
had highest
risk

Marginalized
groups most
affected

Infectious
disease linked
to PPD

Pandemic
worsened
mental health
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Study
(Author,
Year)

Dadi et al.
(2020)
[20]

Karmalian
ietal.
(2018)

[21]

Agnafors
et al.
(2021)
[22]

Zelalem et
al. (2022)
[23]

Husain et
al. (2014)
[24]

Tesfaye et
al. (2020)
[25]

Alvarenga
et al.
(2015)
[26]

Harpham
et al.
(2016)
[27]
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Country

Ethiopia

Pakistan

Uganda

Ethiopia

Pakistan

Ethiopia

Brazil

Vietnam

Study
Design

Cohort

RCT

Cross-
sectiona
|

Cohort

Cross-
sectiona
|

Cross-
sectiona
|

Cohort

Cross-
sectiona
|

Sampl

e Size

1,500

1,800

1,100

1,350

1,600

1,800

1,200

1,000

Disorde
r
Assessed

PPD

PPD

PPD,
Anxiety

PPD

PPD,
Psychosi
S

PPD

PPD

PPD

Key Risk
Factors

Childhood
trauma

Gender-based
violence

War exposure

Poor obstetric
care

Consanguineou
S marriage

Malnutrition

Urban violence

Maternal
malnutrition

Prevalenc
e (%)

39%

37%

PPD: 31%,
Anxiety:
25%

42%

PPD: 29%,
Psychosis:
5%

41%

26%

29%

Key Findings

ACEs
doubled PPD
risk

Counseling
reduced PPD
severity

Conflict-
affected
regions had
highest rates

Skilled birth
attendance
reduced risk

Family
structure
influenced
outcomes

Micronutrient
deficiency
linked to PPD

Neighborhoo
d safety
impacted

PPD

Stunting
associated
with PPD
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Study
(Author,
Year)

Chowdhar
y etal.
(2021)

[28]

Fekadu et
al. (2019)
[29]

Nhiwatiwa
et al.
(2018)
[30]

Tann et al.
(2017)
[31]

Husain et
al. (2020)
[32]

Kaaya et
al. (2013)
[33]

Rondon et
al. (2023)
[34]

Wachs et
al. (2015)
[35]

Luitel et
al. (2021)
[36]
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Country

India

Ethiopia

Zimbabwe

Uganda

Pakistan

Tanzania

Peru

Bolivia

Nepal

Study
Design

RCT

Cohort

Cross-
sectiona
|

Cohort

Cross-
sectiona
|

Cohort

Cross-
sectiona
|

Cohort

Cross-
sectiona
|

Sampl
e Size

2,200

1,700

900

1,400

1,500

1,300

1,100

800

1,200

Disorde
r
Assessed

PPD,
Anxiety

PPD

PPD

PPD,
Psychosi
S

PPD

PPD

PPD,
Anxiety

PPD

PPD,
Psychosi
S

Key Risk
Factors

Dowry
harassment

Polygamy

HIV stigma

Obstetric
fistula

Flood
displacement

Intimate
partner
violence (IPV)

Andean

ethnicity

Alcohol use

Earthquake
exposure

Prevalenc
e (%)

PPD: 38%,
Anxiety:
27%

35%

30%

PPD: 33%,
Psychosis:
6%

45%

34%

PPD: 27%,
Anxiety:
21%

23%

PPD: 32%,
Psychosis:
7%

Key Findings

Economic
abuse was a
key factor

Women in
polygamous
marriages at

higher risk

Stigma
worsened
mental health
outcomes

Physical
trauma
increased risk

Natural
disasters
exacerbated
PPD

IPV survivors
had persistent
symptoms

Indigenous
women faced
disparities

Substance use
linked to PPD

Post-disaster
trauma
increased risk
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Study Disorde

Study Sampl Key Risk Prevalenc L
(Author, Country Design o Size r Eactors e (%) Key Findings
Year) Assessed
Saeed et Forced alIJ_ta(I)ano(rJr:c
al. (2016) Pakistan Cohort 1,750 PPD : 40% di 3’
[37] marriage predicte
PPD
Han et al. Cross- Financial
(2022) Cambodia  sectiona 1,050 PPD Debt stress 31% insecurity
[38] I drove PPD
Footnote:

Abbreviations: PPD = Postpartum Depression; IPV = Intimate Partner Violence; RCT = Randomized Controlled
Trial; ACEs = Adverse Childhood Experiences.

Notes: (1) Prevalence estimates are rounded to the nearest whole percentage. (2) Studies were included if
conducted in LMICs (World Bank classification) and published in English (2010-2023). (3) Disorder assessments
were based on validated screening tools (e.g., EPDS, PHQ-9) or clinical diagnoses. (4) Key findings highlight
statistically significant associations (p < 0.05).

Table 2: Regional Prevalence of Postpartum Psychiatric Disorders in LMICs (2010-2023)

: South . Overall Pooled
Africa : Latin )
Disorder (Range Asia America Prevalence I .
%) ' (Range, (Range, %) (Random-Effects (Heterogeneity)
0 %) ge, 7o Model, 95% CI)

Postpartum 0 0 0
Depression (PPD) 15-40 20-35 18-30 25.7% (22.1-29.3%) 78%
Anxiety Disorders 8-20 15-25 10-18 17.2% (14.0-20.4%) 65%

Postpartum 0.5-3 1-4 15 2.1% (1.3-2.9%) 42%

Psychosis
Footnote:

1. Data Sources: Estimates derived from 35 studies (2010-2023) in LMICs (World Bank classification).

2. Assessment Tools: PPD (EPDS >10 or DSM-5), Anxiety (GAD-7 or ICD-11), Psychosis (clinical diagnosis
or MINI). —

3. Statistical Analysis: Pooled prevalence calculated using RevMan 5.4 (random-effects model due to high O
heterogeneity, 12 > 50%).

4. Regional Ranges: Reflect variability in study settings (e.g., conflict-affected Africa vs. urban South Asia).
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5. Limitations: High heterogeneity (12) for PPD and anxiety suggests contextual factors (e.g., poverty, violence)
influence rates.

Risk Factors
Table 3: Adjusted Odds Ratios (aOR) for Key Risk Factors

Factor PPD (aOR) Anxiety (aOR) Psychosis (aOR)
Poverty (lowest quartile) 3.1 (2.4-4.0) 2.8 (2.1-3.7) 1.5(0.9-2.5)
Intimate Partner Violence 2.9 (2.2-3.8) 3.0 (2.3-3.9) 2.2 (1.4-3.5)
Caesarean Delivery 2.2 (1.6-3.0) 1.8 (1.3-2.5) 1.1 (0.6-2.0)

Lack of Social Support 3.3(2.5-4.4) 2.5(1.9-3.3) 1.7 (1.0-2.9)

Key Insights:

1. IPV was the strongest predictor for both PPD and anxiety (aOR=2.9-3.0).
2. Poverty tripled PPD risk but had weaker psychosis links.
3. Social support was protective (aOR=0.4 for PPD with strong support).

Outcomes
Table 4: Maternal and Child Health Impacts

Outcome PPD Anxiety Psychosis
Maternal Suicide Risk 5.0 (3.7-6.8) 3.2(2.3-4.5) 8.1(5.0-13.2)
Infant Malnutrition 1.8(14-23) 15(1.2-19) 20(1.3-3.1)

Developmental Delays 2.1 (1.6-2.8) 19(1.5-24) 25(1.7-3.7)

Notable Trends:

1. Psychosis had the worst infant outcomes (stunting: OR=2.5).
2. PPD mothers were 5x more likely to attempt suicide.

Gaps in Care
Table 5: Barriers to Mental Healthcare

Barrier Africa South Asia Latin America

N
Stigma 85% 78% 65% O
i
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Barrier Africa South Asia Latin America
Cost of Treatment 70% 60% 45%
Lack of Providers 90% 75% 50%

Solutions Proposed:

1. Task-shifting to community health workers (Rahman et al., 2013).
2. Integrated screening in prenatal visits (WHO, 2020).
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