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Abstract

This study examines the potential racial disparity in postpartum depression (PPD) symptoms
among a cohort of non-Hispanic white and African American women after taking into
consideration the influence of socioeconomic status (SES). Participants (V= 299) were recruited
from maternity clinics serving rural counties, with over-sampling of low SES and African
Americans. The Edinburgh Postnatal Depression Scale (EPDS) was administered 1 and 6 months
postpartum, and subjective SES scale at 6 months postpartum. Demographic information was
collected during enrollment and 1 month postpartum, with updates at 6 months postpartum.
Separate logistic regressions were conducted for 1 and 6 month time points for minor-major PPD
(EPDS = 10) and major PPD (EPDS > 12); with marital status, poverty, education, subjective SES,
and race predictors entered in block sequence. After including all other predictors, race was not a
significant predictor of minor-major or major PPD at 1 or 6 months postpartum. Subjective SES
was the most consistent predictor of PPD, being significantly associated with minor-major PPD
and major PPD at 6 months postpartum, with higher subjective SES indicating lower odds of PPD,
even after accounting for all other predictors. This study shows that significant racial disparities
were not observed for minor-major or major PPD criteria at 1 or 6 months postpartum. The most
consistent and significant predictor of PPD was subjective SES. Implications of these findings for
future research, as well as PPD screening and intervention are discussed.
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Introduction

For women, the postnatal period is the most vulnerable time for depression than any other
time in their lives [1]. In research on this topic, postpartum depression (PPD) is commonly
characterized as major and minor depressive symptom levels occurring within the months
following childbirth, with major PPD referring to a diagnosis of or symptom level related to
a form of clinical depression and minor PPD to a less severe yet still impairing form [1].
Estimates of the prevalence of PPD range from 5 to 25 % or more depending on whether
major and/or minor PPD are assessed, the population studied, as well as the method and
timing of assessment [1]. Given there are approximately four million live births annually in
the United States (US) [2], this equates to a minimum of roughly two hundred thousand
women suffering from PPD annually. This maternal suffering translates into an estimated
economic burden of $44 billion annually in the US [3], and deleterious effects associated
with mother’s health [4, 5], infant health and development [6], and mother-infant attachment

[7]1.

While racial disparities have been documented in a variety of physical and mental health
conditions, studies on the prevalence of racial disparity in PPD have provided mixed results.
Some studies report African American women have higher rates of PPD than non-Hispanic
whites [8-10], while others have reported no racial differences [11-13]. These conflicting
results may be due to the difficulty of differentiating the confounding effects of race versus
socioeconomic status (SES) since African Americans are over-represented in low SES, and a
lack of consistency in the method and timing of assessing PPD.

Research on traditional objective indicators of SES (income, education, occupational status)
indicates these inter-linking factors can influence the development of PPD [14]. For
instance, mothers with lower income, education, and employment status have a greater
likelihood of developing PPD, perhaps because they commonly are younger, have lower
social support, and are more likely to be single parents [15]. Given the strong relationship of
SES with physical and mental health, researchers have begun to explore possible
mechanisms for this relationship. For instance, psychosocial processes related to feelings of
relative deprivation and social anxiety may at least partly explain the SES-health
relationship [16]. One such process is subjective SES, one’s perceived position in the social
hierarchy [17]. Subjective SES is associated with physical and mental health, and in some
cases, is a stronger predictor than objective indicators of SES [17-19]. Thus, subjective SES
seems to contribute something unique in the prediction of health outcomes. However,
subjective SES has not been studied in relation to PPD.

An understudied factor often related to race and SES that may also relate to PPD is the type
of area in which people live (e.g., rural, suburban, urban). Most PPD research has focused
on urban, suburban, and national (mixed) samples, while the specific challenges of rural
settings (e.g., low community support, low access to appropriate services, limited
transportation, isolated conditions) may influence PPD [20]. Thus, PPD may affect rural
women to a greater extent [20], a finding supported by a recent study of low income rural
women [12].

The purpose of the current study is to determine whether disparities in PPD symptoms exist
between African American and non-Hispanic white rural women, and whether these
differences are accounted for by objective and subjective SES, as well as marital status (a
noted PPD risk factor) [21]. To address inconsistencies in the method and timing of PPD
assessment, one of the most valid and widely tested instruments for PPD assessment, the
Edinburgh Postnatal Depression Scale (EPDS), was used at 1 and 6 months postpartum. The
EPDS has been used with diverse racial and SES populations, and has a significant level of
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sensitivity (proportion of depressed women correctly identified) and specificity (proportion
of non-depressed women correctly identified) based on cut-off scores [22, 23].

This study is part of a larger study, the first being conducted by the Community Child
Health Network (CCHN), a group of community organizations and universities partnering
with the Eunice Kennedy Shriver National Institute of Child Health and Human
Development and the National Institute of Nursing Research to gain new insights into
reasons for disparities in maternal health and child development. The goals of the network’s
first study are to examine the factors associated with maternal allostatic load (a possible
factor in adverse pregnancy outcomes), and to evaluate the usefulness of community-
partnered participatory research for conducting research on health disparities. These goals
are being achieved through a community-academic partnered, multisite observational study
examining how stress and resilience factors interact with biological factors to result in racial
disparities in birth outcomes The CCHN study sites include three urban (Baltimore, Los
Angeles, Washington, DC), one mixed urban-suburban (Lake County, IL), and one rural
(Eastern North Carolina, ENC). The analyses included here are based on the ENC site.

The sample was an availability sample obtained from a seven-county geographical
catchment area in ENC (Bertie, Edgecombe, Greene, Martin, Pitt, Tyrrell and Washington
counties). Women were recruited prenatally from maternity clinics and through perinatal
community outreach by the research team and Eastern Baby Love Plus Maternity Care
Coordinators and Community Health Advocates.

Participants met the following inclusion criteria: (1) 18-40 years old; (2) African American
or non-Hispanic white; (3) resided in the catchment area for at least 6 months at time of
delivery; and (4) live birth of greater than or equal to 20 weeks of gestation. Exclusion
criteria included: (1) unable to give informed consent; (2) unable to fully understand
requirements of the study in English; (3) four or more children; (4) incarcerated or otherwise
unable to participate in the study in a home, community or clinical setting; and (5) surgically
sterile or desired to be surgically sterilized following the birth. The ENC site oversampled
low SES and African American women to help ensure the majority of the CCHN total
sample was comprised of low SES and minority women.

At the time of this analysis, 433 participants were enrolled in the study. Only participants
who had completed both the 1 and 6 months postpartum interviews were included in the
analyses. This excluded 86 (20 %) women who had missed the window for completing the 6
months postpartum interview, and 48 (11 %) for whom the window was still open but who
had yet to complete the interview. Overall demographics of the ENC sample (A =299, 69
%) are shown in Table 1. The majority of the sample were African American (69 %),
categorized as having household income at or below the federal poverty threshold (60 %),
and were not employed at 1 month (63 %) or 6 months (57 %) postpartum. The largest
percentage had more than a high school education (43 %), and was in a relationship (but not
married) at enrollment (54 %), 1 month (48 %) and 6 months (47 %) postpartum.

This study was conducted in accordance with ethical treatment of human research
participants after approvals by the Institutional Review Boards at the participating
institutions were obtained. Women were “pre-enrolled” prenatally or enrolled postnatally
after completing an eligibility interview and contacted within 1 month postpartum to
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complete a birth interview (T0). A 90-min face-to-face interview was conducted during
home visits at 1 month (T1, window 2-16 weeks) and 6 months (T2, window 24-39 weeks)
postpartum. Interviewers resided in the catchment area, underwent extensive training, and
were matched with participants based on race. Gift cards for completion of the TO ($20), T1
($25), and T2 ($25) interviews were provided.

Demographics—Race and ethnicity were determined using two self-identification
questions included in the TO eligibility interview that were recommended by the US Office
of Management and Budget. First, individuals were asked to identify their ethnicity as
“Hispanic or Latino” or “Not Hispanic or Latino.” Individuals who identified as Hispanic or
Latino were excluded from the analyses (17=2). Then they were asked to select one or more
racial designations. Individuals who answered yes to at least one of the two races of focus
for the ENC site (African American, non-Hispanic white) were eligible for the study.
Participants who indicated they were multi-racial (7= 7) were included using their primary
race designation (4 African American, 3 non-Hispanic white). Marital status was categorized
as being married, in a relationship, or not in a relationship, and was determined using
questions from the TO interview about the participant’s relationship with the father of the
baby or other romantic interest, with updates requested during the T1 and T2 interviews.
The T1 interview included education questions, specifically how many years of school
completed and highest degree earned. The T1 interview also included employment
questions, with updates requested during the T2 interview.

Poverty—The T1 interview also included questions regarding household income and
number of people in the household. Using responses to these questions, the following three
poverty categories were derived based on the US Census Bureau, Weighted Average
Poverty Thresholds 2009 [24], which vary according to the size of the household without
requiring information on the number of related children under 18 years: (1) <100 % federal
poverty level (FPL) (indicating income at or less than poverty threshold); (2) 101-200 %
FPL; and (3) >200 % FPL. When a participant did not know or refused to report household
income (n = 53), poverty status was imputed based on her receipt of Medicaid and/or public
assistance [food stamps; Women, Infants, and Children’s Program (WIC); Temporary
Assistance to Needy Families (TANF)]. If she did not receive any of these, she was
categorized as >200 % FPL. If she only received WIC or Medicaid, she was categorized as
101-200 % FPL. If she received food stamps or TANF, she was categorized as <100 % FPL.

Subjective SES—The T2 interview included the MacArthur Scale of Subjective Social
Status (SES version), designed to capture one’s sense of relative social standing across the
objective SES indicators [20]. Respondents view a picture of a ladder, with each rung
labeled with a number from *“1” at the bottom to “10” at the top. It is explained to them that
the ladder represents where the people in the US stand, with those at the top being people
who are the best off (with the most money, education, and respected jobs), and people at the
bottom being people who are the worst off (with the least money, education, and respected
jobs). Respondents indicate the number that corresponds to the rung where they think they
stand compared to all the other people in the US. This measure has demonstrated adequate
test—retest reliability and predictive validity [25].

Postpartum Depression Symptoms—The T1 and T2 interviews included the EPDS,
which consists of 10 questions that ask about the experience of various symptoms of
depression (e.g., felt sad or miserable, so unhappy that had difficulty sleeping) during the
past 7 days [22]. Respondents answer each question on a 4-point scale indicating lower to
higher levels of the particular symptom. Question 10 asks about thoughts of harming
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oneself. Cronbach’s alpha for the T1 EPDS was 0.83 and for the T2 EPDS was 0.85. Cut-off
scores on the EPDS were used to categorize participants as: (1) negative screen for PPD or
non-symptomatic (scores of 0-9); (2) positive screen for minor PPD (scores of 10-12); or
(3) positive screen for major PPD (scores of 13-30) or EPDS item 10 responded to
affirmatively indicating any suicidal thoughts regardless of EPDS total score [22, 23]. The
sensitivity and specificity of this measure at the 10-point cut-off are 83.6 and 88.3 %,
respectively. The sensitivity and specificity at the 13-point cut-off are 58.5 and 97.5 %,
respectively [26].

Statistical Analysis

Results

Descriptive statistics were prepared for all variables including frequencies and percentages
for categorical variables and means and standard deviations for continuous variables.
Demographic and study variables were compared between African American and non-
Hispanic white women using X2 or Fisher’s exact tests (when expected cell counts were too
sparse for X2 tests to be appropriate) for categorical variables and two-sample ttests, for
quantitative variables. PPD was defined as a binary variable in two ways: (1) combining
minor and major PPD for comparison with non-symptomatic (minor-major PPD), and (2)
combining non-symptomatic and minor PPD for comparison with major PPD (major PPD).
Logistic regression was used to examine the association between PPD and race after
accounting for the relationships between PPD and poverty status, education, subjective SES,
and marital status. Separate models were constructed for the 1 and 6 months postpartum
time points for minor-major PPD and major PPD. Twenty-two mothers were excluded in the
analyses for the 1 month postpartum time point, as the interview was completed at less than
2 weeks postpartum. Models were constructed in four steps, sequentially adding in the
variables of interest with race as the primary predictor of interest being added in the final
step: (1) current marital status; (2) current marital status, poverty status, and education; (3)
current marital status, poverty status, education, and subjective SES; and (4) current marital
status, poverty status, education, subjective SES, and race. Exact logistic regression methods
were used when the number of PPD cases was too small for traditional logistic regression
methods. Findings were considered statistically significant for p < 0.05. Analyses were
conducted using SPSS (IBM Corporation, Somers, NY) and SAS (SAS Institute Inc., Cary,
NC).

Descriptive Statistics and Univariate Race Comparisons

Demographics of the sample by race are shown in Table 1. Compared to non-Hispanic white
participants, African American participants were significantly younger (£=-4.67, p<
0.0001), poorer (X2 = 28.15, p< 0.0001), less educated (X2 = 9.85, p=0.01), and less likely
to be married at enroliment or one or 6 months postpartum (X2 = 49.19, 49.93, and 50.32,
respectively, all p< 0.0001). African American and non-Hispanic white participants did not
differ with respect to subjective SES at 6 months postpartum (£=-0.51, p=0.61) or
employment status at 1 or 6 months postpartum (X2 = 3.12, p= 0.21 and Fisher’s exact table
probability = 0.02, p= 0.25, respectively).

Descriptive statistics for the EPDS and minor, major, and minor-major PPD categories at 1
and 6 months postpartum for the overall sample and by race are shown in Table 1, along
with univariate tests for differences by race. At 1 month postpartum the mean EPDS score
for the overall sample was 5.5 (+4.8), with 6.9 % of participants having a positive screen for
minor PPD, 10.5 % having a positive screen for major PPD, and 17.5 % having a positive
screen for minor or major PPD. African American participants had a higher mean EPDS
score 1 month postpartum compared to non-Hispanic white participants, but this was not a
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significant difference (£=1.25, p=0.21). A significantly greater percentage of African
American participants fell in the minor-major PPD category (20.7 %) at 1 month postpartum
compared to non-Hispanic white participants (10.3 %) (X2 = 4.46, p= 0.03). A similar
pattern was observed for minor PPD (African American 8.5 %, non-Hispanic white 3.4 %)
and major PPD (African American 12.2 %, non-Hispanic white 6.9 %) at 1 month
postpartum, but were not significant (X2 = 2.37, p=0.12; X2 = 1.80, p = 0.18, respectively).

At 6 months postpartum, the mean EPDS score for the overall sample decreased to 4.8
(x4.9) with 8.4 % of participants having a positive screen for minor PPD, 9.0 % having a
positive screen for major PPD, and 17.4 % having a positive screen for minor or major PPD.
The mean EPDS scores decreased at 6 months postpartum for both African American and
non-Hispanic white participants, with a greater decrease observed for African American
participants; there was no significant difference in 6 month postpartum EPDS scores by race
(¢=0.09, p=0.93). The percentage of African American participants in the minor PPD
category at 6 months postpartum decreased, while the percentage of non-Hispanic white
participants in this category increased. This led to a change in the racial pattern for minor
PPD at this time point, with a greater percentage of non-Hispanic white participants having a
positive screen compared to African American participants, however, this difference was not
significant (Fisher’s exact table probability = 1.00, p= 0.54). The percentage of African
American participants in the major PPD category at 6 months postpartum decreased and the
percentage of non-Hispanic white participants in this category stayed the same; the overall
pattern remained the same (greater percentage of African Americans than non-Hispanic
whites), but was not significant (Fisher’s exact table probability = 0.39, p=0.21). For the
minor-major PPD category at 6 months postpartum, the percentage of African American
participants decreased, while the percentage of non-Hispanic whites increased; the overall
pattern remained the same (greater percentage of African Americans than non-Hispanic
whites), but was not significant (Fisher’s exact table probability = 0.51, p=0.29).

Multivariable Logistic Regressions

Results of the logistic regressions for minor-major PPD, modeled separately at 1 and 6
months postpartum are summarized in Table 2. At 1 month postpartum, education was a
significant predictor of minor-major PPD until the inclusion of race in the model after which
it became marginal. At 1 month postpartum, current marital status was a significant
predictor of minor-major PPD until the inclusion of poverty and education in the model after
which it became marginal, and then lost significance after the inclusion of race in the model.
At 6 months postpartum, subjective SES was significantly associated with minor-major
PPD, even after including all of the other predictors in the model, with higher subjective
SES indicating lower odds of PPD. At 6 months postpartum, current marital status was
significantly associated with minor-major PPD until accounting for poverty and education
where it became marginal.

Results of the logistic regression modeling for major PPD are summarized in Table 3. At 1
month postpartum, current marital status approached significance as a predictor of major
PPD; however, the significance was not maintained after adding poverty, education,
subjective SES, and race to the model. Current marital status approached significance as a
predictor of major PPD at 6 months postpartum, but lost significance after subjective SES
and race were included in the model. Education approached significance as a predictor of
major PPD at 6 months postpartum. At 6 months postpartum, only subjective SES was
significantly associated with major PPD even with current marital status, poverty, education,
and race in the model, with higher subjective SES indicating lower odds of PPD.
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Discussion

In the current study of rural African American and non-Hispanic white women, the
prevalence rates at 1 and 6 months postpartum of a positive screen for major PPD (11, 9 %,
respectively) and minor-major PPD (18, 17 %, respectively) are within the range of those
reported in previous research using varying assessment methods and time points (5-25 % or
more) [1] and those reported in previous studies that assessed PPD using the EPDS at
similar postpartum time points (6.5-34 %) [12, 14, 26-28]. Of comparable studies, only one
focused on a rural, although low income, sample and reported higher rates of major PPD (15
%) and minor-major PPD (33 %) at 6—8 weeks postpartum [12], The inclusion of high
income women in the current study may help to explain in part the lower rates of PPD
observed. Comparable studies of urban samples reported slightly lower rates of major PPD
(8 %) 6 months postpartum [28] and minor-major PPD (13 %) at 4—6 weeks postpartum
[27]. 1t is possible that the oral administration of the EPDS in the current study led to under-
reporting of depressive symptoms as has been observed in previous research [27]. In
comparing the current study’s results to those of previous comparable studies, it appears that
rural women with varying levels of SES experience PPD symptoms to a greater extent than
women in urban areas but not as high as those experienced by rural, low SES women, and
that these rates persist up to 6 months postpartum.

Initial univariate analyses revealed that a significantly greater percentage of African
American participants had scores that fell into the minor-major PPD category at 1 month
postpartum compared to non-Hispanic white participants. However, after taking marital
status, poverty, education, and subjective SES into consideration, there were no significant
racial differences observed in symptoms of PPD at 1 or 6 months postpartum. These results
indicate that when focusing on a rural sample such as this with varying levels of objective
and subjective SES, PPD symptoms may not differ between African American and non-
Hispanic white women at 1 and 6 months postpartum. These results are consistent with most
of the other studies that assessed PPD using the EPDS at similar time points [12, 14, 27-29].
No significant racial differences in major or minor-major PPD were found in a rural, low
income sample at 6-8 weeks postpartum [12], or a national sample within 6 months
postpartum [14]. SES and marital status were not taken into consideration in the analyses of
racial differences in PPD in either of these studies. In two studies of urban samples, initial
racial differences in major PPD at 6 months postpartum [28] and minor-major PPD at 4-6
weeks postpartum [27] whereby African American women had higher rates than non-
Hispanic white women were either accounted for by financial hardship [28] or not
confirmed after a clinical interview confirmation of PPD [27]. Other studies identified in the
literature as examining racial differences in PPD show mixed results [8-11, 13, 30,31],
however, are not comparable given different PPD assessment methods and assessment time
points. Similar to other comparable studies, the results of the current study suggest that any
initial racial differences in PPD that are observed do not appear to maintain significance
once SES or confirmation of a clinical diagnosis is taken into account.

Subjective SES was the most consistent predictor of PPD symptoms, predicting major and
minor-major PPD at 6 months postpartum. While one other identified study found a negative
relationship between subjective SES and depression measured using items from the General
Health Questionnaire 30 in male and female London civil service employees [32], the
present study is the first we are aware of to examine the relationship between subjective SES
and PPD symptoms. The present study’s results suggest that women who see themselves as
less well-off in terms of income, education, and occupation in comparison to others may be
at a higher risk of developing PPD. This could be due to these women experiencing greater
distress as a result of their perceived inferior circumstances. For instance, they may perceive
themselves as having lower self-worth and self-efficacy than other women, feel unable to
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adequately provide for their families as well as themselves, and/or view their current life
situations as unlikely to change, leaving them feeling hopeless and helpless (hallmark
indicators of depression). That the relationship could be bidirectional (e.g., a woman
experiencing depressive symptoms may be more likely to perceive her SES position as
worse than others) raises the issue of a confounding effect of depressive symptoms on the
appraisal of one’s subjective SES. However, research has demonstrated that the appraisal of
one’s subjective SES is not significantly impacted by psychological biases [32] including
negative affect [25], which has conceptual overlap with depressive symptoms. The observed
relationship between subjective SES and negative affect is more likely the result of the
influence of low subjective SES on negative affect rather than the reverse [25, 33]. This
research supports the idea that low subjective SES increases the risk for PPD symptoms,
perhaps in part by increasing negative affect in the ways described above.

The significance of subjective SES for positive screen for minor-major and major PPD at 6
months postpartum, and that its inclusion in the regression models often reduced the
influence of indicators of objective SES suggests that one’s perceived social status may
provide predictive value that is not accounted for by the more commonly used objective
indicators of SES when examining factors related to PPD. This finding is consistent with
prior research relating SES to other health outcomes [19,20, 22], but is the first report of an
examination of subjective SES in relation to PPD. It would be prudent for future researchers
to include both objective and subjective measures of SES when trying to understand relative
contributions of race and SES in examining racial disparities in health, especially in rural
populations where SES and race can be easily entangled.

Marital status was a significant predictor of PPD in our study, but only when entered by
itself in the first step of the minor-major PPD regressions. When poverty status and
education were included, marital status became non-significant, and in most cases became
even more non-significant with the addition of subjective SES and race. This pattern
suggests that the other predictors, particularly poverty status and education, may help to
account for the initial observed relationship between marital status and PPD.

There were several limitations inherent in this study. Although the use of established cut-
offs using the EPDS for assessment of PPD is consistent with much PPD research, it only
enables the determination of the likelihood of a clinical diagnosis of PPD, not an actual
diagnosis. Another limitation is that subjective SES was only assessed at 6 months
postpartum, so its relationship with PPD at 1 month postpartum should be interpreted with
caution. However, the MacArthur Scale of Subjective Social Status has demonstrated
adequate test—retest reliability, suggesting this may not be a major concern [25]. As
indicated earlier, depressive symptoms could confound the appraisal of subjective SES, so
assessing both variables prospectively will help elucidate how these variables affect one
another. In addition, that the assessments of subjective SES and PPD were both via
questionnaires, the strength of the relationship between these two variables may be
overestimated given same source bias. However, previous research showing negative affect
has similar relationships with both objective and subjective SES suggests that same-source
bias may not be a large concern [25]. Also, a potential confound that was not included in
these analyses due to over-fitting the regression models was the variable preterm birth
(PTB). Racial disparities in PTB are well established in the literature, with African
American women exhibiting significantly higher rates than non-Hispanic White women (one
in five births and one in 8-9 births, respectively) [34]. PTB has been shown to be directly
correlated with increased risk of PPD [35]; therefore future studies should take this variable
into account. However, exploratory analyses that included PTB in the first step of the
multivariable modeling showed that PTB did not affect the significance of the variables
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currently presented. A statistical limitation was that the number of cases of positive screens
for major PPD was not large, and thus the level of power to detect significant effects in the
logistic regression models may be limited. As evidenced by the large 95 % confidence
intervals, the estimated odds ratios have low precision. It is important to note that poverty
status was derived from household size, which was not asked directly, and household
income, which was not always provided. Household size was estimated from a series of
questions detailing if the participant lived with parents, children, other family members, and
non-family members, which could lead to an under-reporting of household size. As
previously described, when a participant did not know or refused to report household
income, poverty status was imputed based on her receipt of Medicaid and/or public
assistance. Lastly, a small percentage of the sample (4 %) reported taking medication for
depression during the 6 months postpartum interview. These participants were more likely to
be non-Hispanic white, married, and unemployed.

Practical Implications

The prevalence rate of PPD up to 6 months postpartum in this study’s sample of rural
women being higher than that of urban women highlights the need for routine screening
mechanisms for PPD detection in rural areas. This may be especially applicable to rural and
low SES women, given their actual and/or perceived limited personal resources and few
opportunities to seek help. Increased screening leads to increased diagnosis, referral, and
treatment, signifying that screening is a crucial first step toward PPD treatment [36]. The
feasibility of PPD screening has been demonstrated in pediatrician and obstetrician/
gynecologist offices and health departments [36—38]. Additionally, screening could extend
to community-based infant mortality prevention programs in order to more effectively reach
rural populations. Given its established psychometric properties and clinical utility, we
concur with others who recommend the EPDS be used as the standard screening measure for
PPD [1, 27], which would further enable comparisons across studies.

That the most consistent predictor of PPD in this study was subjective SES focuses attention
on it as a possible risk factor that may be modified through intervention services. However,
before specific interventions can be developed, findings from this study need replication and
further understanding of why given the same level of objective SES, rural women who
perceive their SES to be lower are more likely to have PPD symptoms. With this being said,
future avenues for exploration after the problem is more fully understood include facilitating
women’s awareness of potential resources at their disposal, so they may not feel as helpless
to change their current situation and may help instill hope that their situations can change for
the better; and enhancing problem-solving skills to help women learn how to access support
and services as well as facilitate active coping towards presenting problems they are
experiencing. Relatedly, given that subjective SES is considered an average appraisal of the
combination of one’s income, occupation, and education [16], designing interventions to
target improvement on any of these three objective SES factors should also help improve
one’s subjective SES.
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