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EXECUTIVE SUMMARY

Postpartum depression (PPD) is a significant maternal mental health condition
that disproportionately affects lower-income women in South Africa and other
low- and middle-income settings. PPD affects not only mothers but implicates
the development and stability of infants and families. Untreated maternal
depression has been associated with impaired mother-infant bonding, delayed
cognitive and emotional development, behavioural difficulties, and poorer long-
term health outcomes for children (1) (5). The condition also carries significant
economic costs through healthcare expenditure, lost productivity, and its long-
term impact on child development. Therefore, this policy brief identifies three
key drivers of postpartum depression: poverty, intimate partner violence, and
inadequate social support. Understanding that factors do not operate
independently beckons policy recommendations to address compounding
vulnerabilities to mental illness that diminish access to care (1) (4) (7).

Firstly, poverty increases exposure to food insecurity, economic stress, and
under-resourced healthcare systems, and also limits participation in protective
social networks. This necessitates strengthened referral pathways, and
expansion of community-based psychosocial support systems in lower-income
areas of the UK and South Africa. Moreso, intimate partner violence is strongly
associated with increased risk of postpartum depression and is particularly
prevalent among adolescent and low-income mothers. Routine screening for
post-partum depression as well as intimate partner violence must be reinforced
across states. Social isolation further exacerbates risk by reducing emotional
support and limiting help-seeking behaviour, which emphasises the need for
task-sharing through community health workers to address mental health
treatment gaps in post-partum depression. 

Altogether, these determinants contribute to systemic barriers in accessing
care;  overburdened health systems, lack of routine screening, and insufficient
training among primary healthcare providers result in under-detection and
delayed intervention (3). Hence, addressing postpartum depression  requires
both clinical and structural interventions that target the social determinants of
health: namely, supporting low-income families, increasing awareness, task-
shifting and screening. This brief highlights the need for a shift from
fragmented approaches to integrated maternal mental health care. 



INTRODUCTION
Postpartum depression (PPD) is defined as a depressive disorder occurring
after childbirth that affects mood, functioning, and the ability to care for
oneself and the infant (1)(5). This encompasses non-psychotic symptoms
presenting within one year after childbirth, known as the post-partum period
(10). It has significant consequences for maternal wellbeing, including impaired
daily functioning, reduced quality of life, and is associated with adverse
developmental outcomes for children. This is closely linked to child
development outcomes, family wellbeing, and broader socioeconomic stability
(10).

Postpartum depression persists as a common perinatal mental health disorder
affecting women globally; with 10-13% of women in high-income countries
experiencing perinatal mental health disorders, compared to higher
prevalence of 20% in low- and middle-income countries (5)(8). However, the
South African data suggests substantially higher rates, with between 38.8%
and 41% of mothers experiencing PPD (4)(5). More broadly, the prevalence of
common perinatal mental disorders (CPMDs) in South Africa is nearly three
times higher (32.0 to 47.0%) than in high-income countries like the UK. While
prevalence in high-income countries like the UK remains considerable, the
consistently higher rates in low- and middle-income countries reflect how
structural inequalities in health and social systems exacerbate this problem.
This calls for maternal mental health to be highlighted as both a public health
and development priority as the economic burden is substantial. In South
Africa alone, the lifetime cost of perinatal mental health conditions is
estimated at over $2.6 billion (USD) including $1 billion (USD) in lost income (5).

Hence, this brief focuses on low- and middle-income mothers in South Africa
and the United Kingdom, with particular emphasis on notable policy in the UK
and the higher burden of PPD observed in South Africa. Key contributing
factors to PPD will be discussed, including poverty, intimate partner violence
(IPV) and inadequate social support. Such social determinants significantly
shape both risk of developing PPD and access to appropriate care. 



To begin with, low socioeconomic status is identified as the most consistent driver of
post partum depression (10). Women living in low-income contexts experience
higher levels of food insecurity, housing instability, and financial stress, all of which
contribute to poor maternal mental health outcomes. Evidence shows that mothers
experiencing moderate-to-severe food insecurity are 15% less likely to show
improvement in depressive symptoms after childbirth (7). This effect is mediated
through reduced social support, highlighting how poverty indirectly increases risk by
weakening protective social networks.

In South Africa, poverty is strongly associated with elevated rates of postpartum
depression as common perinatal mental disorders affecting approximately 32-47% of
mothers (5). South Africa’s public healthcare system, serving approximately 84% of
the population, is largely depended on and strained in poverty-stricken communities
(5). High patient volumes and limited resources reduce opportunities for mental
health screening during antenatal and postnatal visits (3). This contributes to under-
detection and delayed treatment. Poverty therefore functions not only as a direct
stressor but as a structural determinant that increases exposure to other risk factors,
and limits access to care. 

Health system constraints, including limited screening, provider training gaps, and
resource shortages, further compound these barriers (3). As a result, postpartum
depression is frequently under-detected or normalised within clinical settings.
Furthermore, the UK’s PPD assessment tools, namely the Edinburgh Postnatal
Depression Scale (EPDS) has been culturally adapted to the South African context.  
The EPDS is a 10-item self-reporting questionnaire, specifically used to screen for
common perinatal mental disorders, and has accessible language translations,
verbal administration options and adjusted cut-off scores tailored to South African
mothers (11). However, the application is limited to non-governmental organisations,
research and prevalence studies and community health initiatives and does not
entail formal medical diagnosis for specialised treatment.

As routine screening for PPD is not currently standard practice across public primary
healthcare in South Africa, strengthened referral pathways, and the expansion of
community-based psychosocial support systems are quintessential in low-income
South African contexts (12). More so, in-home support by visiting medical proxies can
reduce the burden of screening in the public hospitals, where screening tools can be
integrated into routine health visitor checklists similar to UK’s National Institute for
Health and Care Excellence (NICE) (13). This can reduce the time for a new mother to
access individualised treatments and appropriate pharmacological or
psychotherapeutic support.

RISK FACTORS
POVERTY



Intimate partner violence is a significant and well-documented risk factor for
postpartum depression, particularly in low-income settings. In South Africa,
the severity of gender-based violence has been formally recognised at national
level, with Gender-Based Violence and Femicide declared a National Disaster
under the Disaster Management Act in November 2025 (2). This reflects both
the scale of the problem and its growing visibility, alongside increasing social
mobilisation. 

Evidence consistently shows a strong association between exposure to IPV
during pregnancy and the development of postpartum depression. A 2023
South African study focusing on adolescent mothers, using the Edinburgh
Postnatal Depression Scale, found that 40% of participants reported
experiencing IPV during pregnancy, while 46.7% exhibited symptoms of
postpartum depression between 6 and 9 weeks postpartum (4). This
corresponds to a risk ratio of 1.50 (95%), indicating a significant increase in risk
among women exposed to IPV. In the UK, intimate partner violence also
disproportionately affects women experiencing socioeconomic disadvantage.
Evidence suggests that women living in deprived communities face higher
risk of IVP, with long-term exposure to neighbourhood deprivation associated
with increased victimisation in adulthood (9). Financial insecurity can
exacerbate power imbalances within relationships, while forms of economic
abuse, including control of income and access to welfare benefits, may restrict
women’s ability to leave abusive partners. Similar to the South African context,
a cyclical relationship exists where poverty increases vulnerability to IVP, while
IVP further entrenches poverty through financial instability, reduced
employment opportunities, and social exclusion. 

These findings demonstrate that addressing IVP requires interventions that
target both violence prevention and the underlying socioeconomic conditions
that place women at risk. Therefore, effective responses require coordinated
psychosocial support, including trained social workers and strengthened
collaboration with legal and protective services such as policing structures.
This can extend to national hotlines and supportive text messaging, combined
with cognitive behavioral therapy, as a way to bridge access barriers in a low-
income population. Without online integrated systems, identification of IPV is
unlikely to translate into meaningful reduction in violence exposure and
subsequent postpartum depression risk. 

INTIMATE PARTNER
VIOLENCE



Many women do not have a supportive partner, mother, family or community, or access to
necessary social services, causing many women to experience significant social isolation
during pregnancy and postpartum periods (1). For example, adolescent mothers are
particularly vulnerable due to structural and social factors, including higher likelihood of
age-disparate relationships, unintended pregnancies, and lower levels of social support
(4). While this demographic remains diversely distributed across low- and middle-income
regions in South Africa (Figure 1), combined economic dependence and social insecurity
reduce women’s ability to access adequate support services. This contributes to delayed
help-seeking and poorer mental health outcomes. 

In South Africa, many women report limited emotional and practical support from
partners, families, and broader community networks. Studies indicate that up to 69% of
women accessing counselling services report unsupportive partners, while 39% report
unsupportive families (1). This lack of support reduces emotional buffering against stress
and limits engagement with health services. Meanwhile, the United Kingdom has
implemented structured maternal support systems to support early detection and referral
of PPD  (5).  This health visitor programmes, midwife-led emotional wellbeing monitoring,
and investment in psychological therapies. These interventions support early detection
and referral, although inequalities in access remain (5)(8). 

Therefore, social support must be fortified as a protective factor against PPD as higher
social support satisfaction is identified in non-depressed women in comparison to those
with moderate to severe symptoms of PPD (14). Peer support programmes and
community-based counselling are recommended to improve family involvement in
caregiving, as adequate familial support during pregnancy can decrease the risk of PPD (1)
(5). This can holistically support vulnerable groups to improve the uptake and continuity of
care during and after the pregnancy. 

SOCIAL ISOLATION

Figure 1: Teenage pregnancy in provinces of South Africa, 2019 and 2021 (15)



Poverty, intimate partner violence, and inadequate social support are interrelated
determinants of postpartum depression. Poverty increases vulnerability to IPV and
weakens social support systems, while IPV further isolates women and reduces access
to protective networks (4)(5)(7). These findings demonstrate that postpartum
depression cannot be addressed through isolated interventions alone. Integrated
approaches that address both clinical care and underlying social determinants are
required. 

Reducing poverty and supporting low-income families: Government stipends and
‘packages of care’ can be distributed in at risk-areas to minimise the stress of food
insecurity and financial support in the post partum duration (6).

 
Increasing awareness: Community-based support programmes to inform and
empower communities about the symptoms, treatments and reporting of post
partum depression can aid in supporting the health of low-income families (1) 

Opportunistic and Integrated Screening:  Local-level implementation of a 3-way
mental health screening can aid in identifying signs of post partum depression,
intimate partner violence and social isolation (3).

Strengthening health system through task-sharing and training: Expanding the role
of non-specialist health workers can provide greater emotional support and increase
access to care in regions with far-away or over-burdened primary healthcare clinics
(3).

RECOMMENDATIONS

Figure 2: Maternal mental health burden and its association with key social determinants, including
poverty, social support, and access to care (adapted from Perinatal Mental Health Project, 2015) (6).



CONCLUSION
Poverty, intimate partner violence, and social isolation are interconnected
risk factors for postpartum depression that significantly increase
vulnerability among low-income mothers and reduce access to care.
These factors operate in a reinforcing cycle that shapes both the
development of postpartum depression and the ability of women to seek
and receive support. Evidence from South Africa and the United Kingdom
highlights substantial disparities in maternal mental health outcomes,
with particularly high prevalence in low-income settings where health and
social systems are under-resourced. The policy context in both countries
reflects increasing recognition of maternal mental health within global
health agendas, including World Health Organisation guidance on
strengthening community-based mental health systems (8). Effective
responses must therefore move beyond fragmented, condition-specific
interventions. Instead, maternal mental health policy should prioritise
integrated approaches that combine early screening and identification,
strengthened maternal mental health services, and expanded
community-based support systems. Therefore, a coordinated, multi-level
strategy involving primary healthcare systems, community structures, and
social services is essential to reducing the burden of postpartum
depression and improving outcomes for mothers and infants in both
South Africa and the United Kingdom.
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