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Abstract

Introduction: Postpartum depression is the most common psychiatric dis-
order affecting women in the perinatal period. According to the WHO, it af-
fects 10% - 15% of women who have just given birth. In Africa, and particu-
larly in Senegal, epidemiological studies focusing exclusively on postpartum
depression are rare or non-existent. For this reason, we conducted this
screening study on postpartum depression to assess the socio-demographic
characteristics and associated factors. Methods: This was a prospective cross-
sectional study with descriptive and analytical aims. It was carried out in the
twelve Dakar referral health centres during the period August 2021 to June
2022. Results: At the end of our survey we had recruited one hundred and
twenty-two (122) participants with a PPD prevalence rate of 25.41%. The
most common age group was 24 - 29 years. 40% of the participants were of
Fulani ethnicity, followed by Wolof. Married women made up 93% of the
sample. The school enrolment rate was 89%. Most participants were not in
paid employment. Domestic violence was present in 14% of couples. 28% of
mothers reported experiencing a stressful life event during their pregnancy.
22% of the women had a chronic medical condition, of which 55% had high
blood pressure. 1% of the women reported a personal psychiatric history and
5% a family psychiatric history. Most women had between two and four
healthy living children. The pregnancy was unwanted in 17% of cases and
12% of participants had a complication. 6% were dissatistied with the quality
of their antenatal care. The caesarean section rate was 18%. In terms of asso-
ciated factors, eight factors were identified in a bivariate analysis: single ma-
rital status, lack of support from partner, domestic violence, conflict with
in-laws, and the occurrence of a stressful life event during pregnancy, the
presence of a personal medical history, lack of satisfaction with pregnancy
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follow-up, and mode of delivery by caesarean section. Conclusion: Our study
showed the high prevalence of PPD (25.41%) and identified associated risk
factors. Among these factors, two were strongly associated with postpartum
depression: lack of satisfaction with pregnancy care and experiencing a
stressful life event during pregnancy. Systematic screening or identification of
risk factors during pregnancy is necessary for comprehensive treatment based
on a biopsychosocial approach.
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1. Introduction

During pregnancy and childbirth, women are more vulnerable to mental health
problems. Postpartum depression is the most common of these disorders. Ac-
cording to the WHO, it affects 10% - 15% of women who have just given birth.
This makes it a real public health problem, with often dramatic short and long-
term consequences if not properly treated. Postpartum depression can have a
negative impact on the mother, the mother-child relationship, the child’s devel-
opment, and the couple.

Postpartum depression has been the subject of renewed interest among those
involved in perinatal care, with the development of tools to facilitate screening
and diagnosis. However, it remains an under-diagnosed condition, particularly
in developing countries. Studies on the subject show that levels are generally
higher in low- and middle-income countries than in developed countries [1] [2].
In Senegal, studies on psychological disorders in pregnancy and childbirth in
general have been published [3]. With regard to post-partum depression, we on-
ly found the Thiam et al study, which described the psychopathology [4]. There
is no epidemiological data on post-partum depression in Senegal. It is for this
reason that we conducted this screening study of post-partum depression in or-

der to assess its characteristics.

2. Methodology
2.1. Study Setting

Our study was conducted in the reference health centres of the twelve health
districts of the Dakar region (the capital of Senegal). The survey took place in the
vaccination units and/or maternity wards of each centre. This choice was made
to facilitate recruitment of women who had given birth in the previous six
weeks. Under Senegal’s Expanded Programme on Immunisation, newborns re-
ceive their first dose of pentavalent vaccine six weeks after birth. Similarly, the
postnatal visit to the midwife or gynaecologist is scheduled for 42 days after de-

livery.
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2.2. Methods

2.2.1. Study Type
This was a prospective, cross-sectional study with descriptive and analytical

aims.

2.2.2. Objectives
The main objective of this study was to determine the current status of postpar-
tum depression among new mothers attending health centres in Dakar.
The specific objectives were:
- Measure the prevalence of postpartum depression;
- Determine the socio-demographic characteristics of women giving birth;
- Identify the risk factors for postpartum depression;

- Identify risk factors associated with postpartum depression.

2.2.3. Study Population

Our study targeted women who had given birth in the previous 4 to 6 weeks and
were attending health centres in Dakar for vaccination and/or postnatal care.
Sampling was done by the non-random convenience method. Participants were

selected in order of arrival before their baby’s vaccination or postnatal visit.

2.2.4. Inclusion Criteria

Women were included if:

- aged 18 years and over;

- who had given free and informed consent;

- who had given birth within 4 to 6 weeks and were bringing their child for

vaccination and/or for postnatal counselling.

2.2.5. Non-Inclusion Criteria
Women were not included if they were:
- minor;

- did not consent;

- who had given birth less than 4 weeks or more than 6 weeks previously.

2.2.6. Sample Size
The minimum sample size was n = 174. This was calculated using the formula

2
1-
J_txp(-p)

mZ

n = sample size;

t = confidence level according to the reduced centred normal distribution
(1.96 for 95% confidence);

p = estimated proportion of the population with the characteristic under
study, according to the literature (13%, corresponding to Ethiopia);

m = tolerated margin of error (set at 5%).

2.2.7. Investigator
The survey was carried out by a single investigator who visited the different
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health centres in Dakar consecutively.

2.2.8. Duration of the Study
The study lasted from August 2021 to June 2022. One week of working days was
allocated to each health centre, usually from Monday to Friday, from 8.30 am to

2 pm.

2.2.9. Ethical Considerations

Before starting the research, we submitted a file containing the research protocol
and the informed consent and information forms to the National Committee on
Ethics in Health Research (CNERS) at the Cheikh Anta Diop University in Da-
kar, which gave a favourable opinion. Participation was voluntary. After reading
a form containing all the necessary information, free and informed consent was
obtained from each participant by means of a form before the interview began. It
was also explained that she had the right to stop the interview at any time. In ad-
dition, participants with a score of 10 or more were informed about the mental
health resources available to help them get the help they needed. Finally, the data
collected were archived with an anonymity code assigned to each participant to

ensure confidentiality.

2.2.10. Survey Instruments

The study was conducted using two questionnaires.

The first questionnaire (see Appendix), which we carried out ourselves, fo-
cused on the participant’s socio-demographic and clinical characteristics, with
the following variables:

- Age, area of residence, cultural background, religion, marital status and re-
gime, level of education, socio-professional occupation, monthly income;

- Level of social support: spousal support, whether or not there has been do-
mestic violence, tension with in-laws, support in caring for the baby and the
occurrence of a recent significant event;

- Clinical data: existence of chronic illnesses, personal and family history of
psychiatric pathology, gestational age and parity;

- Pregnancy and infant data: desire to become pregnant, term of pregnancy,
satisfaction with pregnancy monitoring, method of delivery, birth weight, sex
of baby desired or not, state of health and breastfeeding method.

The second questionnaire is the Edinburgh Postnatal Depression Scale devel-
oped by Cox [5]. This is an internationally recognised psychometric tool and the
most widely used to screen for postpartum depression. The questionnaire is
simple and quick to administer. Its acceptability to patients makes it a tool of
choice. It consists of a series of 10 questions with 4 possible answers per ques-
tion, scored 0, 1, 2 or 3. We used the French version by Guedeney, validated in
1998, with a positivity threshold of 10.5, a sensitivity of 80% and a specificity of
92% on a prevalence basis of 13% [6] (see Appendix).

The two questionnaires were previously tested on five patients.
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2.2.11. Data Collection and Management

Microsoft Excel was used to collect and classify data. Descriptive analysis was
carried out using Excel. Statistical analysis was performed using Epi-info version
7.2.6 and R version 4.2.3. The X2 test and multiple logistic regression were used
to determine the associations between the different variables and the occurrence
of postnatal depression in the participants. Associations were considered statis-

tically significant if the p-value was less than 0.05.

3. Results
3.1. Prevalence (See Table 1)

At the end of our survey, we recruited one hundred and twenty-two (122) par-
ticipants with a prevalence of PPD of 25.41%.

3.2. Sociodemographic Aspects (See Table 2 and Table 3)

The most represented age group was 24 - 29 years (1 = 44). The majority of par-
ticipants (36%, n = 44) lived in the district of Pikine. All women were of urban
origin. The most represented ethnic group was the Fulani (40%), followed by the
Wolof (25%) and the Serer (16%). The majority of the participants were Muslim
(97%). Most participants were married (93%) and 79% of them were poly-
gamous. The enrolment rate for women was 88%, with a predominance of
secondary (36%) and primary (35%) education. In terms of employment, 54%
of women were unemployed, 34.43% were entrepreneurs and 11.48% were
employees. The majority (33%) of women received less than 98.45 US$ (60.000
FCFA) per month. Only 18% (2 = 21) had a monthly income of more than
295.34 US$ (180.000 FCFA).

3.3. Psychosocial Context

9% of women did not feel supported by their partner during pregnancy and
postpartum. Domestic violence was present in 14% of couples (see Table 4).

Table 1. Prevalence of postnatal depression in Dakar health centres (N = 122).

Score EPDS N %
Negative: EPDS < 10 91 74.59
Positive: EPDS > 10 31 25.41

Total 122 100

Table 2. Socio-demographic characteristics of participants (N = 122).

Variables N=122 %

Age rangers (years)
18 -23 33 27
24 -29 44 36
30-35 30 24
36 - 40 13 11
>41 2 2
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Continued

Residence zone

Dakar 24 20
Rufisque 23 19
Pikine 44 36
Guédiawaye 5 4
Keur Massar 24 20
Autre 2 1
Cultural affiliation
Wolof 30 25
Peul 49 40
Sérére 19 16
Diola 4 3
Mandengue 8 6
Bambara 2 2
Soninke 4 3
Autres 6 5
Religion
Muslim 118 97
Christian 4 3
Marital status
Married 113 93
Single 1 1
Divorced 2
Commen-law 4
Matrimonial regime
Monogamous 18 15
Polygamous 96 79
Study level
Primary 43 35
Secondary 44 36
University 6 5
Technical diploma 14 11
No education 14 11
Other 1 1
Socioprofessional activity
Employee 14 11.48
Entrepreneure 42 34.43
Unemployed 66 54.1
Income monthly (U.S. dollars)
<98.45 40 33
98.45 - 164.08 28 23
164.08 - 229.71 10 8
229.71 - 295.34 22 18
295.34 - 328.16 2 2
>328.16 20 16
DOI: 10.4236/0jpsych.2024.141004 50 Open Journal of Psychiatry
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Table 3. Distribution of participants by health district.

Health District Name of referral health centre =~ Neighbourhood Iz?;l;;:;ti
Dakar Centre Cs Gaspard Kamara Fann Point E Amitie 11
Dakar North Cs Nabil Choucair Patte D’oie 6
Dakar South Cs Cheikh A. Bamba Mbacké Medina 5
Diamniadio Cs Elisabeth Diouf Diamniadio 8
Dakar West Cs Philippe Senghor Yoff 8
Guédiawaye Cs Wakhinane Wakhinane Nimzatt 5
Keur Massar Cs Keur Massar Keur Massar 20

Mbao Cs Khadimou Rassoul Sicap Mbao 18
Pikine Cs Baye Talla Diop Pikine Ouest 5
Rufisque Cs Rufisque Rufisque Est 8
Sangalkam Cs Sangalkam Sangalkam 11
Yeumbeul Cs Yeumbeul Yeumbeul Sud 17
Table 4. Breakdown by domestic violence (N = 122).

Domestic violence N %

Yes 17 14

No 103 86

Total 122 100

Verbal violence was experienced by 13% of women, physical violence by 7% and
economic violence by 4%. Non-consensual sex occurred in 2% of women. In
terms of the wider family environment, 22% of women had disagreements with
their parents-in-law.

When it came to help with caring for the baby, 22% of the women had no help
at all. For those who did, the most common source of support was the partici-
pant’s mother (22%), followed by their sister-in-law (15%). 28% of the women
had experienced a stressful life event during pregnancy. Of these, 56% had been

affected by the death or illness of someone close to them.

3.4. Clinical History

22% (n = 27) of the participants had a chronic disease (see Figure 1). Hyperten-
sion was the most common chronic disease (55.17%). A quarter of the women
(25%) had undergone surgery. The most common type of surgery was one or
more caesarean sections (81.26%). Only 1% of the participants reported a per-
sonal psychiatric history. However, 5% of the participants reported the presence
of a person with psychiatric pathology in their immediate family. The majority

of women (55%) had had between 2 and 4 pregnancies and parities.
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Figure 1. Distribution by medical history (V= 122).

3.5. Course of Pregnancy

The pregnancy was unintended in 17% of participants (see Table 5). 95% of
women had at least 3 antenatal consultations (ANC). The majority (73%) of the
first ANCs took place before the 12th week of amenorrhoea. A complication oc-
curred during pregnancy in 12% of cases.

Regarding the quality of antenatal care, 6% of women were not satisfied and
2% did not feel supported by the caregivers. 4% of participants felt mistreated
during their pregnancy, either by their family or by health professionals. 51% of
women had never received antenatal care. Of those who had, 46% had been pre-
pared by their nurse at their last antenatal visit.

93% of deliveries were at term, compared with 2% preterm and 5% post term.
Most deliveries (82%) were vaginal. Birth weight was normal in 93% of cases.
However, 2% had low birth weight and 5% were macrosomic.

Most babies were female (53%). A quarter of participants said they had no
preference about the sex of their baby, while 23% wanted a child of a different
sex.

In our series, 2% of the babies had a disease: anaemia under investigation, tri-
somy 21 and malnutrition. 68% of the women breastfed exclusively, 30%
breastfed in combination with formula milk and 2% gave only formula milk or
had started to diversify their diet with paps.

3.6. Factors Associated with Postpartum Depression (See Table 6
and Table 7)

Firstly, after entering and processing the database using Microsoft Excel, we car-

ried out a bivariate analysis using simple logistic regression. This allowed us to

divide the variables into two groups: those with a p-value greater than 0.25 and

those with a p-value less than 0.25. A significant association was found between

postnatal depression and the following factors:

» Sociodemographic: Single marital status was more likely to cause postpartum
depression, with a rate of 100%;

» Psychosocial:

- Lack of partner support, with 50% of women experiencing postpartum de-
pression;

- Domestic violence: almost 53% of victims developed postpartum depression,
with a p-value of 0.0013;
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Table 5. Breakdown by desire for pregnancy (N = 122).

Desire for pregnancy N %
Yes 101 83
No 21 17
Total 122 100
Table 6. Summary of the determinants of postpartum depression.
Depression
Features P
Oui (%) Non (%)
Célibataire/divorcé 3 (100) 0
Marital status Mariée 26 (22.8) 88 (77.2) 0.008*
Union libre 2 (40) 3 (60)
Monogamie 19 (19.8) 77 (80.2)
Matrimonial regime 0.01%
Polygamie 7 (38.9) 11 (61.1)
Support material from Oui 21(20.2%)  83(79.8) 0.003*
spouse Non 10 (52.4) 8 (44.4) '
Oui 20 (19.8) 81 (80.2)
Spouse’s emotional support 0.002*
Non 11 (52.4) 10 (47.6)
Oui 21 (20.6) 81 (79.4)
Spousal counseling support 0.006*
Non 10 (50) 10 (50)
Oui 9 (52.9) 8 (47.1)
Notion of conjugal violence 0.0013%
Non 22 (21) 83 (79)
Oui 19 (20) 76 (80)
Agreement with the in-laws 0.0*
Non 12 (44.4) 15 (55.6)
Oui 18 (52.9) 16 (47.1)
Recent stressful event <0.001*
Non 13 (14.8) 75 (82.2)
Oui 12 (40) 18 (60)
Personal medical history 0.035%
Non 19 (20.7) 73 (79.3)
Satisfaction with the quality Oui 26 (22.4) 90 (77.6) 0.004%
of pregnancy follow-up Non 5(83.3) 1(16.7) .
Césarienne 10 (45.5) 12 (54.5)
Delivery mode 0.017*
Voie basse 21 (21) 79 (79)
Recent significant stress Oui 18 (52.9) 16 (47.1) 0.000*
event Non 13 (14.8) 75 (85.2) '
Table 7. Risk factors associated with the onset of post-partum depression.

Risk factors linked to the onset of PP Depression OR brut OR Ajusté ICa95% p-value
Lack of satisfaction with the quality of pregnancy monitoring 18 26.27 2.79 - 247.21 <0.001
Recent significant stress event: Death in the family 4.56 5.14 1.69 - 15.61 0.04
Recent significant event: Family/couple conflict 8.9 11.02 1.86 - 65.28 0.005
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Conflict with in-laws was highly significant with a p-value of zero;

Experiencing a significant event during pregnancy;
» Clinical: the presence of a personal medical history;
» Related to the course of the pregnancy:
Lack of satisfaction with antenatal care;

- Caesarean section.

However, we found no association between the onset of postpartum depres-
sion and age, religious affiliation, educational level, socio-professional activity,
monthly income, history of psychiatric disorder, gestational age, parity, parity,
birth weight, sex of intended or unintended child, type of breastfeeding, or with
a family history of psychiatric pathology.

Secondly, multivariate regression was performed using the top-down method.
A first model was used in which all variables had a p-value of less than 0.25. We
then examined the effect of each variable with a p-value greater than 0.25 on our
first model. We then examined the effect of each variable with a p-value greater
than 0.25 on our first model. Variables that improved our model were retained
for further regression. Based on this new model, we used the likelihood test to
successively remove the variables that did not have an impact on the model,
based on the insignificance of the p-value of the likelihood test. In this way, we
obtain a final model with only the variables that have an impact on it, as shown
in Table 5.

4. Discussion

4.1. Prevalence

The results obtained do not allow us to generalise them to the Senegalese popu-
lation as a whole. However, our study revealed the existence of postnatal depres-
sion with a prevalence of 25.41% (2 = 31) according to the EPDS with a thre-
shold score greater than or equal to ten (210). We did not find a similar study in
Senegal to assess the variation of this prevalence in our country.

Our results are in line with those of many studies carried out in Africa. In-
deed, the prevalence of postnatal depression was 23% in Nigeria [7], 25% in
Ethiopia [8] and 23.4% in Cameroon [9]. This similarity could be explained by
the fact that the EPDS was used in all these studies with populations of a fairly
similar overall socio-economic level. Similarly, a study conducted in France
found a prevalence of 25.5% [10].

However, our prevalence is higher than that of O’Hara’s meta-analysis in the
United States (13%) [11] and that of a study conducted in Canada (17.5%) [12].
The sample sizes in these studies were generally larger. However, they were low-
er than those found in Uganda (43%) [13], Lagos (35.6%) [14], Morocco (39%)
[15] and South Africa (50.3%) [16].

In sum, differences in prevalence between these studies and ours may be due
to differences in study design, the postpartum period at which the study was

conducted (some go as far back as 6 months), differences in geographical loca-
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tion, as well as the cut-off score of the screening instrument used.

Overall, we noted an increase in the figures over time, with rates appearing
higher in developing countries [17]. This is the result of a combination of fac-
tors, the main one being low socio-economic levels, but also urbanisation and
individualisation, which affect so-called developing societies. In view of these

different prevalences, PPD is a real public health problem.

4.2. Factors Associated with PPD

4.2.1. Socio-Demographic Factors

A statistically significant association (p = 0.008) was found between single ma-
rital status and the occurrence of postnatal depression among our participants.
These findings confirm previous studies conducted in Cameroon [18], Jamaica
[19], Uganda [9] and South Africa [16].

This can be explained, firstly, by the difficulty of experiencing pregnancy
alone, without the moral/financial support of a partner. Secondly, they run a
number of risks by carrying a pregnancy to term in a social environment where
the majority of pregnancies are only conceived within marriage. As this is con-
sidered unacceptable in the Senegalese socio-cultural context, these women may
be subject to stigmatisation, abuse and ostracism, or even expulsion from the
home. Being single is an additional factor of vulnerability and increases the risk
of postnatal depression, especially if these women have no family support.

In our study, dissatisfaction in the relationship with the spouse was a deter-
mining factor in the occurrence of PPD among the participants (p = 0.002 -
0.006). This association is found in most studies in the African literature: in Ni-
geria [14], Cameroon [9], Ethiopia [20] and South Africa [16]. This can be ex-
plained by the fact that a quality marital relationship reduces the risk of psycho-
logical vulnerability, which is the breeding ground for peripartum psychological
decompensation. It strengthens a new mother’s ability to adapt to parenthood.
What’s more, the new status of mother requires certain resources and adjust-
ments which, if they cannot be made, can lead to a lack of self-esteem, which in
turn can lead to depression. So, in addition to the stress of childbirth, women
may be vulnerable to PPD because of a lack of support, love, affection and advice
from their partner. In addition, the gendered division of care and housework
within a couple has been identified as a key factor in women’s depression [21].

Domestic violence was present in 14% of couples. This high rate is lower than
the 56.96% found in a study conducted in Dakar with 253 participants [22]. This
difference could be partly due to the fact that we did not assess psychological vi-
olence in our study.

In addition, domestic violence was significantly associated with postnatal de-
pression in our analysis. This finding is similar to that of Adeyemo in Nigeria
[14] and Toru in Ethiopia [23]. Furthermore, a meta-analysis shows that expo-
sure to domestic violence is a factor in mental disorders in women [24]. Domes-
tic violence is considered a major risk factor for relationship vulnerability; it

undermines a woman’s integrity and therefore has a negative impact on her
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mood, which is the starting point for postnatal depression.

We found an association between disagreement with in-laws and the onset of
PPD (p = 0.00). As worded, this item was not found in our readings. Instead, it
referred to conflict within the family itself, as in a study in Oman [25].

In our study, there was a highly significant association between the occurrence
of a stressful life event during pregnancy and the onset of postpartum depression
(p £ 0.001). These events could be the death of a close relative, serious illness,
marital conflict, divorce, financial problems, etc. This result is similar to that
found in studies conducted in Uganda [13], Morocco [15] and Saudi Arabia

[26]. It is also the most common factor found in meta-analyses [27].

4.2.2. Clinical Factors

1) Medical history

In our study, there was an association between the presence of a chronic ma-
ternal illness and the occurrence of PPD. This is consistent with a study con-
ducted in Nigeria [14]. In addition to their physical effects, chronic diseases have
a strong depressogenic potential. Thus, the addition of illness in the stressful
context of postpartum could strongly induce postnatal depression.

Furthermore, neither gestational age nor parity had any influence on the oc-
currence of PPD in our participants. This is in line with some meta-analyses [27]
[28]. However, other studies have reported a significant association with multi-
parity [14] [29] and with previous abortion [8].

Only one participant in our series reported a history of depression. It is there-
fore difficult to assess the results of the association tests, which showed no link.
As mentioned previously, personal psychiatric history is one of the most com-
mon factors in postnatal depression. Most prevalence and factor studies and
meta-analyses report that the postpartum period is considered to be at high risk
of psychological decompensation [15] [16]. Indeed, in a Canadian study, there
was a significant association between a personal history of baby blues and de-
pression and the occurrence of PPD [12]. Women who had already experienced
the baby blues or postnatal depression during previous pregnancies were at
greater risk of suffering from them again. Finally, 5% of our participants re-
ported the existence of a psychiatric disorder in a close relative, but we found no
association with the occurrence of PPD, unlike a study in Ethiopia [30].

2) Factors related to pregnancy and childbirth

Wanting to become pregnant, the occurrence of complications, maltreatment
and preparation for childbirth, and the length of pregnancy were not statistically
associated with the occurrence of PPD in our study. Other studies have instead
found an association with lack of planning and unwanted pregnancies [16] [23].
Prematurity, which is not a predictor of PPD in our study, was associated with
PPD in Asaye’s study in Ethiopia [8]. Health centres are mainly attended by
women and babies who appear to be healthy. Premature babies are vaccinated
later than other babies because they spend more time in the neonatal unit. This

may explain the low proportion of preterm births in our series and limit the in-
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terpretation of results in relation to gestational age.

6% of participants reported dissatisfaction with the way their pregnancy was
managed. They reported a lack of attention and answers to their concerns during
their antenatal visits or during the birth. This factor was strongly associated with
the development of postnatal depression in our study (p-value <0.001). In fact,
dissatisfied participants were 26 times more likely to develop PPD. This rate of
dissatisfaction, although not negligible, was lower than that found in a study of
obstetric care at the Hospital Social hygiene institute de Dakar, where 13% re-
ported having had a poor experience of antenatal care [31]. Other studies have
reported similar results in Morocco [15] and Ethiopia [30], as has a me-
ta-analysis [32].

Caesarean section was associated with the occurrence of postnatal depression
in our study. This confirms the findings of several authors, especially in Nigeria
[14], Ethiopia [30], Morocco [15], Saudi Arabia [26] and Argentina [29]. This is
one of the most controversial factors, as the results vary widely depending on the
methodology used. Some argue that it is more relevant to assess the context in
which the procedure was performed (illness, obstetric complications) and the
prognosis for the foetus [27]. An unfavourable outcome with disease or even
sequelae in the newborn and/or the new mother seems to be the real factor in
PPD.

3) Baby-related factors

In our analysis, we found no association between factors specifically related to
the baby and postnatal depression.

For example, the presence of a malformation or illness in the baby was not
associated with postnatal depression. Only three of the one hundred and twen-
ty-two women reported a condition in their baby, including chronic anaemia,
malnutrition and trisomy 21. This could be due to selection bias in the moth-
er-child units of the health centres, which tend to be attended by women and
children who appear to be in good health.

In some studies conducted in France [33] and Nigeria [34], health problems
and/or adjustment difficulties in the child were associated with PND. The caveat
with this factor is that the direction of the association is difficult to determine. It
is recognised that constant crying and a child in poorer health may contribute to
or exacerbate depression, as in a vicious cycle.

In addition, low birth weight [8] and disappointment at the announcement of
the baby’s sex [13] [15] were factors found in studies in Nigeria and Morocco.
Non-exclusive breastfeeding [14] [29] and difficulty feeding the baby [6] were

also implicated in the occurrence of postnatal depression.

4.3. Constraints and Limitations

The study was conducted at a time when there were untimely strikes by health
workers, which affected vaccination activities and women’s postnatal care. This

reduced the size of the sample. In addition, another non-negligible source of bias
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was the selection of women only from vaccination units or postnatal visits at
health centres. This means that we recruited almost exclusively women who had
been pregnant and who had generally received non-pathological postnatal care.
Women who give birth prematurely or with complications are monitored by a
gynaecologist and their babies are admitted to the neonatal unit a little late for

the vaccination schedule.

5. Conclusion

Post-partum depression is a common but largely under-diagnosed condition,
especially in low-income countries. It has serious consequences for the mother,
the mother-child bond, the child’s development, the couple and the rest of the
family circle. Our study showed a high prevalence of PPD (25.41%) and identi-
fied associated risk factors. Eight of these factors were decisive in the occurrence
of PPD: single marital status, lack of spousal support, domestic violence, conflict
with in-laws, stressful life event during pregnancy, personal medical history,
dissatisfaction with pregnancy follow-up, caesarean delivery. Systematic screen-
ing or identification of risk factors during pregnancy is necessary for compréhen-

sives treatment based on a bio-psycho-social approach.
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Annexes

Socio-demographic questionnaire

Participation in the study is voluntary and the questionnaire is completely anonymous, you will be
given a code to identify you. Please check the box that most closely matches your answer.

Date: ..../...../

Place ... coeveuneneee code :

L. Demographic questionnaire

1. How old are you ?
D 18-23 years old |:| 30-35 years old

D 24-29 years old |:| 36-40 years old

2. What is your area of residence?

D Dakar

D Rufisque

D Pikine
D Keur Massar
D Guédiawaye D Another city

3. How would you describe your cultural affiliation?

D Badiaranké D Coniagui

D Bainuk D Diakhanké

D Balante |:| Diola

D Bambara |:| Jalonké

D Bandial |:| Karone

D Bassari |:| Khassonké

D Bayot |:| Malinké

D Bedik |:| Mancagne
4. What is your religion ?

D Muslim |:| Christian
5. What is your marital status?

D Bride D Separated

D Widow |:| Divorcee
6. What is your current marital status?

D Monogamy |:| Polygamy

Time i v e

D Mandingo
I:l Manjaque

D Moorish

D Fulani
D Serere
D Soninke

D Wolof

D Other

D Other

D free Union

D Bachelor
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7. What is your highest level of education?

D I didn't go to school Licence
D Primary Master
I:l Secondary PhD

D Technical diploma
8. What is your occupation

Other

I:l Unemployed Housewife

OO OO

D Entrepreneur Employee

9. What is your monthly income?
D Less than 60,000 CFA francs 140,001 fcfa — 180,000 fcfa

D 60,000 fcfa — 100,000 fcfa 180.001fcfa-200.000fcfa

I

D 100,001f cfa — 140,000fcfa >200,000fcf

1. Psycho-social context

10. Do you feel supported by your partner?
D Yes |:| No
If yes, specify how:
D Materially D Emotionally |:| By advice

11. Is there a concept of domestic violence?

D Yes |:| No

If yes, specify the type:
D Verbal D Sexual
D Physical |:| Economic

12. Are you on good terms with your in-laws?

D Yes |:| No

13. Did you receive support in caring for and caring for the baby?

I:l Yes D No

If yes, specify from whom and what type of support (financial, custody, bathing,

=17l OV

D Mother D Sister in law D Other
D Stepmother D Friend

O sister L] Neighbor
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14. Did you experience a stressful life event during pregnancy?

D Yes D No

1. Clinical information

15. Personal history
» Medical » Surgical

D Yes D Yes
D No |:| No

If yes, specify: ..cvvveireenennn. If yes, specify: ............
» Psychiatric disorder

D Yes D No

If yes, specify: ...cccoecvevernenns

» Gyneco-obstetrics
Gesture Parity

[ 1 [ 1
[ 24 [1 24
[ s [ 5

16. Information relating to pregnancy and the birth of the baby:

» Desired pregnancy

D Yes D No

> Number of prenatal consultations
[ [ 3 [ »s
02 [ 4

» Time of the first prenatal consultation

D <12 SA |:| >12 weeks

» Complications during pregnancy

D Yes
D No
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Are you satisfied with the quality of pregnancy monitoring?

|:| Yes

Did you feel supported by caregivers during the pregnancy?

D Yes

Did you feel mistreated during this pregnancy?

|:| Yes

Did you benefit from childbirth preparation sessions?

D Yes

If yes, by whom:

EI Family

» Term of pregnancy

[] <375A [] 37-425A

Method of delivery

D Low way D Caesarean section
Birth weight
D <2.5kg |:| 2.5-4kg

Gender of child
El Male D Feminine

Is this the sex you wanted?

D Yes D No

Sick child/Congenital malformation/Defect

D Yes D No

Feeding with milk

D Exclusive breastfeeding D Other

D Mixed breastfeeding

17. Family history of psychiatric pathology

|:| Yes
|:| No

I:lNo

DNo

DNO

DNo

D Nursing staff

D >42 SA

D >4kg
D Sexu

al ambiguity

D Indifferent
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Edinburgh Postnatal Depression Scale
Date:
Anonymity Code:
You just had a baby. We would like to know how you are feeling. We kindly ask you to complete this questionnaire,
highlighting the answer which you think best describes how you felt during the week (7 e. over the 7 days which have
just passed) and not only at today’s day:
here is an example
o Ifelt happy:

[l Yesall the time

[ Yes, most of the time

[ No, not very often

[ No not at all.
This will mean “I felt happy most of the time during the past week”. Please answer any other questions.
DURING THE PAST WEEK
1. I was able to laugh and take things on the positive side:
As often as usual
Not quite as much

Really much less often these days

OoOoOomO

Absolutely not

2.1 felt confident and joyful, thinking about the future:
As much as usual

Rather less than usual

Really less than usual

OOonOonO

Almost not

3. blamed myself, without reason, for being responsible when things went wrong:
Yes, most of the time

Yes sometimes

Not very often

OoOoonod

No never
felt worried or worried without reason:
No not at all

Almost never

L
—

Yes sometimes

OO

Yes, very often

5. I felt scared or panicked for no real reason:
Yes, really often

Yes sometimes

No, not very often

No not at all

6. I tended to feel overwhelmed by events:

OO0OmO

Yes, most of the time I felt unable to cope with situations
Yes, sometimes I haven’t felt as able to cope as usual

No, I was able to deal with most situations

OoOoodd

No, I felt as efficient as usual
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7.1 felt so unhappy that I had trouble sleeping:
Yes, most of the time
[l Yes sometimes
0 Not very often
] Nonotatall
8.1 felt sad or unhappy:
Yes, most of the time
Yes, very often
Not very often
No not at all

OoOoOomO

9.1 felt so unhappy that I cried:

Yes, most of the time

oo

Yes, very often
0 Only from time to time
[l No never
10. I have had thoughts of harming myself:
Yes, very often
Sometimes

Almost never

OO0OO

Never

DOI: 10.4236/0jpsych.2024.141004 66 Open Journal of Psychiatry


https://doi.org/10.4236/ojpsych.2024.141004

	Prevalence and Associated Factors of Postpartum Depression: A Study Conducted in Health Centres in Dakar (Senegal)
	Abstract
	Keywords
	1. Introduction
	2. Methodology
	2.1. Study Setting
	2.2. Methods 
	2.2.1. Study Type
	2.2.2. Objectives
	2.2.3. Study Population
	2.2.4. Inclusion Criteria 
	2.2.5. Non-Inclusion Criteria
	2.2.6. Sample Size
	2.2.7. Investigator
	2.2.8. Duration of the Study
	2.2.9. Ethical Considerations 
	2.2.10. Survey Instruments
	2.2.11. Data Collection and Management


	3. Results
	3.1. Prevalence (See Table 1)
	3.2. Sociodemographic Aspects (See Table 2 and Table 3)
	3.3. Psychosocial Context
	3.4. Clinical History 
	3.5. Course of Pregnancy
	3.6. Factors Associated with Postpartum Depression (See Table 6 and Table 7)

	4. Discussion
	4.1. Prevalence
	4.2. Factors Associated with PPD 
	4.2.1. Socio-Demographic Factors
	4.2.2. Clinical Factors 

	4.3. Constraints and Limitations 

	5. Conclusion
	Conflicts of Interest
	References
	Annexes

