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Introduction
Postpartum depression (PPD) is defined as an episode of depression with onset of symptoms 
4 weeks and up to 1 year following delivery with no psychotic features.1,2,3 The signs and symptoms 
are generally the same as those of major depression occurring at any different times in life.2 
Postpartum depression is one of the common complications in the postpartum period, and if 
untreated, it has the potential to result in profound negative outcomes affecting the mothers, 
children and their families,4 making it a significant health problem that requires attention. 

A  systemic review 291 PPD prevalence studies from 56 countries found that the global pool 
prevalence of PPD was approximately 17.7%, with significant variations. Chile is a less developed 
country, having the highest prevalence of 38% PPD and Singapore is a well-developed country, 
having one of the lowest prevalence of 3% PPD.5 There has been a steady rise in the global 
prevalence of PPD when comparing the above pooled prevalence to the 13% estimated in a meta-
analysis by O’Hara MW and Swain6 in 1996, indicating that there is a rise in mental health 
challenges among postnatal mothers. 

In sub-Saharan Africa, PPD among adult women ranged from 33.2% in Southwest Ethiopia,7 
which is higher compared to the western world, to as low as 9.2% in Sudan8 and an even 
lower prevalence of 7% in Ghana.9 In Southern Africa, a study conducted in urban Johannesburg, 
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South Africa, found that 24% of mothers at 6 months post-
delivery had PPD,10 while Stellenberg and colleagues11 
reported that in rural South Africa, the prevalence of PPD 
ranged from 48% to 50.3%, with 28% of their participants 
having severe PPD. In Eswatini, 47.4% of the participants 
screened positive for PPD, of whom 19% had thoughts of 
harming themselves and/or infanticidal ideation during the 
postpartum period.12 Findings from these studies demonstrate 
that the prevalence of PPD is high in African countries such 
as Botswana.

The actual cause of PPD is not known but hormonal 
factors, genetics and immune function have evidently 
been found to play a role in the development of PPD.4 
There are expeditious changes in levels of oestrogen and 
progesterone in the postpartum period, and these play an 
important role in emotion processing, arousal, cognition 
and motivation of mothers in the postpartum period. 
A genetic variation on chromosome 1q21.3–q32.1 and 
9p24.3–p22.3 and in Hemicentin-1 (HMCN1), which 
contains several oestrogen-binding sites, was found in 
1200 women, and it appeared to increase the susceptibility 
of developing PPD.4

Globally, factors that have been found to predispose new 
mothers to developing PPD include a history of depression 
or anxiety before pregnancy and antepartum, previous 
premenstrual dysphoria, stressful life events during 
pregnancy, poor social support, marital conflict, low 
income, immigrant status, a lack of postnatal parental 
competence, low parenting self-efficacy and young 
maternal age.13,14

Most of the risk factors for PPD in developing countries are 
similar to those identified in developed nations.13 A review of 
factors contributing to the development of PPD in Africa 
revealed that the odds of having PPD were higher among 
women with poor obstetric history such as hyperemesis 
gravida, caesarean section delivery, adverse birth and 
infant health outcomes. Exposure to different forms of 
intimate partner violence (IPV) was also associated with 
the occurrence of PPD.15 Poor maternal health conditions, 
for example, hypertension, gestational diabetes, or human 
immunodeficiency virus and/or acquired immunodeficiency 
syndrome and tuberculosis (HIV and/or AIDS, TB) were also 
found to be significant risk factors for PPD.14

Women with inadequate social support, a short inter-
pregnancy interval, high levels of family stress and a 
perceived economic hardship have also been found to be at 
increased risk of PPD.16 In Ethiopia, conflict with partner, 
poor relationship with partner’s mother, partner not helping 
with childcare, unplanned pregnancy, age greater than 
30 years or a chronic physical illness, death of infant and 
current marital problems were reported to have played a 
decisive role in the development of PPD.7 Closer to Botswana, 
evidence from Zimbabwe and South Africa suggests similar 
risk factors, such as food insecurity, intimate partner violence, 
poor obstetric outcomes, being unmarried, unplanned 

pregnancy, unemployment, having a history of a psychiatric 
illness, poor support and problematic drinking during 
pregnancy.11,17,18 Knowledge of these risk factors is of 
considerable importance as it can aid early detection and 
identification of women at risk of developing PPD in our 
setting.

A systematic review by Slomian and colleagues19 states 
that PPD is associated with negative effects on maternal 
physical and psychological health, quality of life, and 
ability to bond and interact with their infant, partner and 
relatives. They also indicated that maternal PPD is 
associated with high-risk behaviours such as smoking and 
an increased prevalence of suicidal ideations, alcohol and 
illicit drug abuse: 

Maternal depression has the ability to compromise the ability of 
expectant mothers to adopt a healthy lifestyle, impair 
breastfeeding and disrupt the caregiving roles of mothers during 
the postpartum period.9

This can have a significant impact on the infant and young 
child’s growth, health and nutritional status. Postpartum 
depression has also been shown to negatively affect the 
infant’s cognitive and language development.20 In terms of 
the child’s behaviour, children of affected mothers are more 
distractible, are antisocial and have neurotic behaviour in the 
home and at school.9 ‘The impact is likely to be worse where 
depression is severe and prolonged, or when it occurs in the 
context of adversity’.9

The World Health Organization (WHO) considers maternal 
mental health problems a major public health challenge 
globally. There is therefore a need to incorporate mental 
health assessment when delivering services for maternal and 
child healthcare. This highlights the need to determine the 
prevalence of PPD, a disorder that impacts not only the 
mother but also the growing infant and close family members, 
and its associated factors. Therefore, the aim of this study 
was to determine the prevalence, protective factors and risk 
factors of PPD among women attending child wellness clinics 
in greater Gaborone District Health Management Team 
(DHMT) clinics. 

Methods 
Study design and setting
A cross-sectional study was conducted in Gaborone, the 
capital and largest city of Botswana with a population of 244, 
107, which is about 10% of the total population of Botswana.21 
The study was conducted in randomly selected three of the 
eight 24-h greater Gaborone clinics. A list of clinics that 
operate for 24 h was compiled and entered in Excel 2019, and 
a simple random function was used to generate a random list 
of clinics to be included in the study. The healthcare services 
provided in these clinics include antenatal and postnatal 
services for expectant mothers, general outpatient 
consultations, treatment of minor injuries and under-five 
childcare services to communities within their reach. 
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Study population and sampling strategy
The study population consisted of postnatal mothers coming 
for their sixth-week check-up and those bringing their 
children to under-five wellness and immunisation check-ups 
at the second and third months of the postpartum period. To 
be included in the study, participants had to sign an informed 
consent form and be at least 18 years of age. Convenience 
sampling was used to recruit participants. 

The sample size was calculated using the Cochrane formula22 
considering a 50% prevalence of PPD in urban areas of 
similar settings as Gaborone and with a 1.96 margin of error 
and 95% level of significance. The calculated sample size was 
adjusted to the population size of the three clinics of 66223 
and rounded up to 280 in anticipation of 15% non-response. 
Proportional allocation was used to decide how many 
participants will be interviewed at each facility based on how 
many patients were seen at each facility. For example the 
total number of patients seen at the three clinics for a period 
of time  equivalent to the length of study was 141, and 
number of patients seen at clinic A during the same period 
was 36. Therefore, the required sample size from clinic A was 
36/141*280 = 72 participants.

Data collection
Selected clinics were visited concurrently, and the number of 
participants interviewed on each visit depended on the 
number of mothers seen monthly in each clinic. All mothers 
in the line, who presented to the clinic each day, meeting the 
inclusion criteria, were approached by the first author or 
research assistant and recruited into the study. 

Data were collected between December 2021 and February 
2022. Data collection was carried out by the author with the 
help of two nursing assistants as research assistants. The 
research assistants underwent a 1-day orientation and 
training by the first author. All mothers in the line coming for 
review each day were addressed and informed about the 
purpose of the study by the researcher or trained research 
assistants. Those consenting to participate in the study were 
taken to a separate room for an interview after signing an 
informed consent form. The study adhered to COVID-19 
protocols. 

On a weekly basis, 10% of completed questionnaires were 
randomly selected to audit for completeness, missing 
variables and consistency on days data were collected. Each 
week after data collection, a team meeting was held virtually 
and filled questionnaires were cross-checked. Possible non-
responses were identified, discussed and noticed. 

Translation of all questionnaires was performed by an 
independent bilingual (Setswana and English) translator and 
verified by back translation by a different translator who was 
blinded to the original version. After the back translation, the 
two versions were compared for any significant differences 
and the final version was reached through a consensus.

Measures
A socio-demographic questionnaire was used to determine 
demographic and social factors that possibly predispose 
mothers to developing PPD. Close-ended questions to 
determine age, gender, marital status, unplanned pregnancy, 
number of children, level of education, employment status, 
history of mental disorder, subjective history of antepartum 
depression, relationship with partner’s mother, current or 
history of intimate partner violence and partner support 
were posed to the participants.

Edinburg Postnatal Depression Scale (EDPS) is a 10-item, 
widely used screening scale for PPD in outpatient or home 
visit settings. It is used to ascertain whether one has 
depression or not. The scores on each of the 10 items are 
added up giving a minimum score of 0 and a maximum 
score of 30.24 A cut-off of 10 was used to indicate patients at 
risk of having PPD. The EPDS has been used and validated 
in South Africa25 and Zimbabwe,26 which are similar to our 
setting. 

Oslo Social Support Scale-3 (OSSS-3) was used to assess the 
level of social support. The OSSS-3 consists of only three 
items that ask for the number of close confidants, the sense of 
concern from other people and the relationship with 
neighbours with a focus on the accessibility of practical 
help.27 The total score ranges from 3 to 14, and the ranges 
are categorised into poor (3–8), moderate (9–11) and strong 
(12–14) social support. This instrument has been used 
previously in Botswana.28

Data analysis
Microsoft Excel was used to capture data and IBM SPSS 28 
statistical package version was used to statistically analyse 
data for the study. The socio-demographic data were analysed 
by descriptive analysis and expressed as mean, median and 
standard deviation. Frequency distributions of categorical 
variables and ranges of continuous variables were calculated. 
Normally distributed continuous data were summarised 
using mean and standard deviation. Continuous data that 
were not normally distributed were summarised using 
median and interquartile ranges (IQR). Associations between 
PPD and categorical variables were assessed using chi–
square test, Fisher’s exact test or likelihood ratio where 
applicable. The chi-square test or Fisher’s exact test was used 
to compare categorical variables and check the bivariate 
relationship between PPD and relevant risk factors. Risk 
factors identified in the bivariate analysis were analysed in 
the multivariable model.

Logistic regression using a forward likelihood ratio approach 
was conducted to identify associations between PPD and key 
confounding predictor variables and results were presented 
in the form of an adjusted odds ratio (AOR). ‘Statistical 
associations and significance between variables were 
determined by using a 95% confidence interval, with a 
significance level of (p ≤ 0.05)’.10
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Ethical considerations
The Botswana Ministry of Health and the University of 
Botswana Institutional Review Board approved the study on 
24 September 2021 and 21 September 2021, respectively 
(Reference numbers HPDME: 13/18/1 and UBR/RES/IRB/
BIO/GRAD/155, respectively). Respondents gave written 
consent before starting interviews. 

Results
Participants’ characteristics
A total of 295 postpartum women participated in this study. 
The median age of participants was 28 years (IQR: 2–33). 
Most participants (n = 154, 52.2%) had planned their 
pregnancy and more than a third of the mothers were 
primigravida (n = 105, 35.6%).

Antepartum depression was reported by 10.8% (n = 32) of 
participants, while only 1.4% (n = 4) participants had a history 
of being diagnosed with a mental disorder. Based on the 
OSSS-3, 31.5% (n = 93) of participants reported poor social 
support. Participants’ socio-demographic and clinical 
characteristics are depicted in Table 1.

Prevalence of postpartum depression
The prevalence of PPD was found to be 33.9% 
(95% CI–28.5% – 39.6%). A total of 7.8% (n = 23) of participants 
had suicide ideation (thoughts of harming themselves), and 
139 (47.1%) of mothers reported having been anxious or 
worried for no good reason.

Factors associated with postpartum depression
The majority of the mothers with history of antepartum 
depression (62.5%), bad relationship with partner’s mother 
(64.7%), history of intimate partner violence (63.6%) and 
poor social support (52.7%) screened positive for PPD. 
History of antepartum depression (p = 0.001), bad 
relationship with partner’s mother (p ≤ 0.001), current and 
past experience of IPV (p < 0.001) and social support 
(p ≤ 0.001) were significantly associated with PPD (Table 2). 
Postpartum depression was, however, not significantly 
associated with other participants’ characteristics such as 
age, marital status, planned pregnancy, employment status, 
HIV status or level of education. This is demonstrated in 
Table 2 and Table 3.

Multivariate analysis of factors associated with 
postpartum depression
Participants with moderate social support (AOR: 5.897, CI: 
2.140–16.248, p ≤ 0.001) and poor social support (AOR: 2.685, 
CI: 1.013–7.111, p = 0.047) were more likely to be depressed 
compared to those with good social support. Those with 
history of intimate partner violence were four times more 
likely to be depressed (AOR: 4.789, CI: 2.276–10.077; p ≤ 0.001) 
(Table 4).

Compared to a good relationship with the partner’s or 
husband’s mother, participants with a bad relationship with 
the husband’s mother were about two times more likely to 
develop PPD (AOR: 2.657, CI: 1.080–6.538, p = 0.033) (Table 4). 
Other participants’ characteristics and psychosocial factors 
did not contribute significantly to the final model fit, hence 
were not included in the model as predictors of PPD. 

Discussion
This study was carried out to determine the prevalence 
and risk factors of PPD in women attending under-five 
wellness clinics in three government clinics in Gaborone. 
This study showed that the prevalence of PPD is 33.9% in 
our setting. The study also established that participants 
who have a history of intimate partner violence, a poor 
relationship with the partner’s mother or mother-in-law, 
and a moderate and poor social support were at risk of 
developing PPD.

The prevalence from our study was similar to the prevalence 
(33.82%) that was reported in Southwest Ethiopia7; however, 
it is higher than what has been reported globally, in low- and 
middle-income countries and in other African settings.5,14,28 

TABLE 1: Participants’ characteristics, psychosocial factors and social support.
Variable Category Frequency (n) %

Maternal age (years) 18–25 106 35.9
26–43 188 63.7

Marital status Single 50 16.9
In a relationship 204 69.2
Married 41 13.9

Employment status Employed 109 36.9
Unemployed 182 61.7

Pregnancy Planned 154 52.2
Unplanned 140 47.5

HIV status Negative 228 77.3
Positive 57 19.3

Age of the current 
child (weeks)

6 116 39.3
8 72 24.4
12 107 36.3

Level of education No school attended 4 1.4
Primary school level 8 2.7
Secondary school 
level

195 66.1

Tertiary level 86 29.2
History of any mental 
disorder

Yes 4 1.4
No 291 98.6

History of 
antepartum 
depression

Yes 32 10.8
No 263 89.2

Relationship with 
partners mother

Good 195 66.3
Bad 35 11.9
Not applicable† 64 21.8

Involved in intimate 
partner violence

Yes 55 18.6
No 240 81.4

Partner support Yes 236 80.0
No 53 18.0

Social support Poor 93 31.5
Moderate 152 51.5
Good 50 16.9

Note: Maternal median age (years): 28; IQR: 23–33. Children median age (years): 2; IQR: 2–4.
†, Neutral.
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A systematic review and meta-analysis conducted by Hahn-
Holbrook J (2018)5 revealed a pooled PPD global prevalence 
of 17.7%, while the pooled prevalence in low-income 

countries was 25.8% and in middle-income countries was 
20.8%. A pooled prevalence of 16.84% was found in Africa as 
a continent. 

TABLE 3: Association between psychosocial characteristics of participants and postpartum depression.
Variable Total Not depressed Depressed Chi Sq

Fisher’s E
L Ratio

p-value
n % n % n %

History of any mental disorder - - - - - * 0.505
Yes 4 1.4 2 50.0 2 50.0 - -
No 291 291.0 193 193.0 98 33.7 - -
History of antepartum depression - - - - - - 13.10** < 0.001
Yes 32 10.8 12 37.5 20 62.5 - -
No 263 89.2 183 69.6 80 30.4 - -
Relationship with partner’s 
mother

- - - - - - 17.79** < 0.001

Good 195 66.3 137 46.6 58 19.7 - -
Bad 35 11.9 12 4.1 23 7.8 - -
N/A 64 21.8 45 15.3 19 6.5 - -
Intimate partner violence - - - - - - 26.68** 0.001
Yes 55 18.6 20 36.4 35 63.6 - -
No 240 81.4 175 72.9 65 27.1 - -
Partner support - - - - - - 9.19** 0.020
Yes 236 80.0 167 70.8 69 29.2 - -
No 53 18.0 26 49.1 27 50.9 - -
Social support - - - - - - 26.60** < 0.001
Poor 93 31.5 44 47.3 49 52.7 - -
Moderate 152 51.5 107 70.4 45 29.6 - -
Good 50 50.0 44 44.0 6 12.0 - -

N/A, not applicable (neutral); Chi Sq, Chi-square test; Fisher’s E, Fisher’s exact test; L Ratio, Likelihood ratio.
*, Fisher’s exact test; **, Chi-square test; ***, Likelihood ratio.

TABLE 2: Association between demographic characteristics of participants and postpartum depression.
Variable Total Not depressed Depressed Chi Sq

Fisher’s E
L Ratio

p-value
n % n % n %

Maternal age (years) - - - - - - 0.00** 0.989
18–25 106 35.9 70 66.0 36 34.0 - -
26–43 188 63.7 124 66.0 64 34.0 - -
Marital status - - - - - - 3.52** 0.172
Single 50 16.9 30 60.0 20 40.0 - -
Relationship 204 69.2 133 65.2 71 34.8 - -
Married 41 13.9 32 78.0 9 22.0 - -
Employment status - - - - - - 1.09** 0.297
Employed 109 36.9 76 69.7 33 30.3 - -
Unemployed 182 61.7 116 63.7 66 36.3 - -
Pregnancy - - - - - - 0.91** 0.341
Planned 154 52.2 106 68.8 48 31.2 - -
Unplanned 140 47.5 89 63.6 51 36.4 - -
Number of children - - - - - - 1.57*** 0.455
1–2 213 72.9 141 48.3 72 24.7 - -
3–4 72 24.7 48 16.4 24 8.2 - -
5–7 7 2.4 3 1.0 4 1.4 - -
HIV status - - - - - - 0.66** 0.416
Negative 228 77.3 153 67.1 75 32.9 - -
Positive 57(19.3) - 35 61.4 22 38.6 - -
Age of the current child (weeks) - - - - - - 1.02** 0.600
6 116 39.3 81 69.8 35 30.2 - -
8 72 24.4 46 63.9 26 36.1 - -
12 107 36.3 68 63.6 39 35.4 - -
Level of education - - - - - - 2.94*** 0.401
No school 4 1.4 2 50.0 2 50.0 - -
Primary school 8 2.7 6 75.0 2 25.0 - -
Secondary school 195 66.1 123 63.1 72 36.9 - -
Tertiary level 86 29.2 62 72.1 24 27.9 - -

Chi Sq, Chi-square test; Fisher’s E, Fisher’s exact test; L Ratio, Likelihood ratio.
**, Chi-square test; ***, Likelihood ratio.
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African countries such as Ghana8 and Sudan8 reported rates 
of PPD occurrence at 7% and 9.2%, respectively, which is 
lower than the prevalence in our study. The lower prevalence 
in Sudan could be because of the higher cut-off point of EPDS 
of 12 compared to 10 used in our study, and participants in 
the Sudanese study were captured from a tertiary hospital 
setting, possibly not capturing the population presenting to 
local clinics. In Ghana, differences in the screening tools and 
using a population from a hospital setting might explain the 
difference in the prevalence. 

The prevalence in our study was, however, lower when 
compared to Eswatini 47.4%12 and the Republic of South 
Africa 50.3%.11 The differences in prevalence might be because 
of differences in the types of communities where studies were 
performed. The majority of reported studies were conducted 
in rural communities contrary to our study, which was carried 
out in an urban community.11,17 Furthermore, the difference in 
participants’ characteristics between these studies and our 
study could explain the difference in prevalence. In our study, 
participants were of an older age group, with 63.7% being of 
participants having an age ranging between 24 and 43 years 
old, while in other studies, most of the participants in studies 
were below 24 years of age.11,17 Pregnancy at a younger age 
has been found to increase the risk of developing PPD,10,11,12 
which may explain why prevalence in our setting might be 
low compared to other studies in Southern Africa. Most 
participants in our study attained secondary and tertiary 
education levels (95.2%). Having a low primary level of 
education has been independently associated with positive 
screening for PPD29 in South Africa, hence lower prevalence 
in our study when compared to RSA.

History of and current experience of intimate partner violence 
were found to be a predictor of PPD in this study, with verbal 
abuse being the most self-reported form of IPV in participants 
with PPD in this study. These findings are similar to findings 
in previous studies.15,16,28,30 The IPV appears to be a common 
and important adverse life event placing mothers in the 
postpartum period at risk of developing PPD. Moreover, 
pregnancy and postpartum period are vulnerable times 
placing women at risk of experiencing IPV. Exposure to 
different forms of IPV such as physical, sexual and economical 
is more likely to increase the risk of mothers having PPD, and 
this can be before or after delivery.28,31 Therefore, screening 

for IPV during the antepartum and postpartum period to 
identify women at risk and provide early intervention can be 
carried out and hence prevent PPD. 

The effects of interpersonal relationship with partner’s 
mother or mother-in-law play a key role in the mental health 
of women in the postpartum period. Previous studies have 
shown that maternal stress because of poor relationships can 
predispose mothers to PPD.32 A good relationship with 
partners’ mothers directly reduces the risk of PPD because a 
good relationship is perceived as social support and social 
support has been shown to be a protective factor against 
PPD.33 Therefore, improving the relationship between new 
mothers and their mothers-in-law using interpersonal 
psychotherapy can be considered as an intervention to 
reduce PPD.32

Participants with poor and moderate social support 
were significantly predisposed to PPD in our study. 
This finding is similar to findings in other different 
studies.17,29,32,35 Women with good social support have 
been  found to have less severe symptoms of PPD.37 
Frequent availability of maternal support is associated 
with a greater sense of community belonging and hence 
acts as a protective factor and a buffer to developing 
PPD.36 The availability of maternal support is associated 
with positive mental health among women in the 
postpartum period. The postpartum period is a time when 
mothers need support from their family, partner and in-
laws, and social support can be used as part of treatment 
and intervention for PPD. In Botswana, there are cultural 
practices in our society where relatives come to help 
mothers after delivery (botsetsi), and this can be 
encouraged to serve as a form of support to the mother. 
Primary healthcare workers can counsel new mothers by 
encouraging traditional postpartum cultural practices as 
these can possibly decrease PPD in our setting.

We did not find any significant association between 
unplanned pregnancy and the occurrence of PPD. This was 
consistent with a study conducted in Eswatini,12 but this 
contrasted with multiple previous studies7,11,12,29,32 that 
showed that unplanned pregnancy is associated with an 
increased likelihood of developing PPD. The contrast might 
be explained by the availability of free medical care in 
Botswana. Mothers with unplanned pregnancies despite 
their socio-economic status can attend antenatal clinics, 
receiving management for some complications of pregnancy, 
health promotion and preventative care necessary to get the 
mother ready for the newborn child. 

History of being diagnosed with a psychiatric disorder did not 
predict PPD despite being significantly associated with PPD in 
the bivariate analysis, unlike in other studies.11,28 This might 
have not been evident in the study because of the sampling 
method used, limiting the ability to detect the statistical 
significance of these factors. This is because convenient sampling 
can fail to capture important cases as in under coverage bias 

TABLE 4: Multivariate logistic regression of factors associated with postpartum 
depression.
Variable Category AOR 95% CI p-value

Relationship with partner’s or husband’s mother 
Good 1 (R) Bad 2.66 1.08–6.54 0.033

NA (Undefined) 0.51 0.24–1.09 0.085
Intimate partner violence
Good 0 (R) No - - -

Yes 4.79 2.28–10.08 < 0.001
Social support
Good 2 (R) Moderate 5.90 2.14–16.25 < 0.001

Poor 2.68 1.01–7.11 0.047

AOR, adjusted odd ratio; R, reference; CI, Confidence interval; NA, not applicable.
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typical of this sampling method. The lack of significant 
association found in this study is however comparative to 
findings from other studies7,31 in similar settings.

Furthermore, there was no significant association between 
maternal age, marital status, employment status, HIV status, 
age of current child, number of children and education level. 
Similar findings were reported in different studies for 
maternal age and marital status,15,16 employment status,10 
HIV status,16 number of children,15 age of the current child15 
and level of education.16 This similarity could be because of 
the similar demographics of participants, that is, women in 
their childbearing age groups and in the postpartum period.

Strengths and limitations 
This is the first study to determine the prevalence of 
depression in the postpartum period, and findings from this 
research can serve as baseline information on PPD for further 
research to be performed on this topic in our setting. The 
power of the study was improved by increasing the sample 
size by adding more participants than the calculated sample 
size using the Cochrane formula. Two clinics included in the 
study were in densely populated slums in Gaborone. These 
areas have many people who have migrated from rural areas 
to urban Gaborone for employment purposes and have lower 
rental fees compared to other areas in Gaborone, possibly 
improving the variability of social status within the 
participant group in the study. 

The findings of this study should be interpreted in the light of 
some limitations. There was the risk of recall bias when 
answering questions from EPDS as it required participants to 
recall events over the past 7 days. Pseudodementia known to 
occur in patients with depression could have also affected 
recalling past events when responding to the EPDS 
questionnaire. Depressed women tend to self-isolate and stay 
home and may have poor health-seeking behaviour, hence 
not present to local clinics affecting the overall prevalence. 
Data collected do not capture mothers who sought medical 
care from private health facilities. The convenient sampling 
method used does not favour generalisation of results 
because participants recruited were readily available and 
may not be representative of the population being studied. 
There is an inherent tendency of overestimation in cross-
sectional study types, and this is a major limitation.

Conclusion 
There is a high prevalence of PPD in women attending 
under-five clinics in Gaborone. Moderate and poor social 
support, experiencing intimate partner violence and bad 
relationship with partner’s/husband’s mother are significant 
predictors of PPD development. 

Routine screening for IPV and depression symptoms at every 
opportune antenatal, postnatal and outpatient presentation 
would enable prevention and early management of PPD. 
Encouraging an interpersonal relationship psychotherapy 

focusing on partners’ mothers /mother-in-laws and the new 
mothers as an intervention for PPD should be recommended. 
Continued practice of traditional postpartum cultural 
practices can be recommended to promote social support.

Further research on the prevalence of PPD across the country 
taking into consideration both rural and urban areas is 
recommended. Research assessing other types of relationships 
with the potential to decrease the chances of developing PPD 
is recommended. Carrying out further research using a 
prospective study design is recommended.
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