

[image: image1]
Social mobility and perinatal depression in Black women












	
	TYPE Original Research

PUBLISHED 24 August 2023
DOI 10.3389/frhs.2023.1227874






[image: image2]

Social mobility and perinatal depression in Black women

Melissa Hawkins1*, Arun Mallapareddi2† and Dawn Misra2†

1Department of Health Studies, College of Arts and Sciences, American University, Washington, DC, United States

2Department of Family Medicine and Public Health Sciences, School of Medicine, Wayne State University, Detroit, MI, United States

EDITED BY
Anna-Maria Aksan, Fairfield University, United States

REVIEWED BY
Jennifer M. Trudeau, Sacred Heart University, United States
Christa Esposito, Fairfield University, United States

*CORRESPONDENCE Melissa Hawkins mhawkins@american.edu

†PRESENT ADDRESSES
Arun Mallapareddi, University Hospital, Ashland Family Practice, Ashland, OH, United States
Dawn Misra,Department of Epidemiology and Biostatistics, Michigan State University, East Lansing, MI, United States

RECEIVED 23 May 2023
ACCEPTED 31 July 2023
PUBLISHED 24 August 2023

CITATION Hawkins M, Mallapareddi A and Misra D (2023) Social mobility and perinatal depression in Black women.
Front. Health Serv. 3:1227874.
doi: 10.3389/frhs.2023.1227874

COPYRIGHT © 2023 Hawkins, Mallapareddi and Misra. This is an open-access article distributed under the terms of the Creative Commons Attribution License (CC BY). The use, distribution or reproduction in other forums is permitted, provided the original author(s) and the copyright owner(s) are credited and that the original publication in this journal is cited, in accordance with accepted academic practice. No use, distribution or reproduction is permitted which does not comply with these terms.



Background: Higher socioeconomic position is associated with better birth outcomes and maternal mental health, although this relationship is less consistent for Black women. The literature is limited on the impact of social mobility across the life course on mental health of pregnant women. This study examines the impact of perceived financial status across the life-course on depressive symptoms during pregnancy among Black women.



Methods: Data were from the Life-course Influences of Fetal Environments (LIFE) retrospective cohort study among pregnant Black women in metropolitan Detroit, Michigan. Depressive symptoms in the two weeks prior to birth were assessed using the Center for Epidemiologic Studies Depression (CES-D) scale. Social mobility was determined at three intervals over the life course using self-report of financial status during childhood, adolescence, and current age in pregnancy.



Results: 1,410 pregnant women participated, ranging in age from 18 to 45 years old. CES-D scores ranged from 0 to 53 (mean = 15.3) and 26% of the sample reported high depressive symptoms. In each age interval, higher financial status was associated with significant protective effect on depressive symptoms, and the magnitude of the effect increased across the life course. Trajectory analysis demonstrated that both the upward (4.51; 95% CI, 2.43–6.6) and downward (4.04; 95% CI, 2.62–5.46 and 3.09; 95% CI, 1.57–4.62) life-course social mobility groups had increased mean CES-D scores compared to the static social mobility group.



Conclusion: This study describes the importance of previous childhood and current financial status effects on mental health in Black pregnant women.
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1. Introduction

Pregnancy is a time of significant change in a woman's life course. The prevalence of depression in pregnancy is estimated to be 10%–15% (1), and Black women experience higher levels of depressive symptoms in pregnancy compared to white women (2–4). Depression during pregnancy is associated with adverse birth outcomes, including preterm birth (<37 weeks completed gestation) and low birth weight (<2,500 grams) (5–7). Rates of depression are increasing in the United States (US), particularly among women and racial/ethnic minority groups (8). Depressive symptoms vary in severity and are characterized by loneliness, loss of interest in activities, and somatic dysfunctions (e.g., loss of appetite and sleep disturbances) (9).

There is a consistent and direct association between socioeconomic position (SEP), typically measured by education, income, or occupational class, and health; high SEP is associated with better health (10). There is an inverse relationship between depression prevalence and SEP, with lower SEP associated higher rates of depression (11). Pregnant women with low SEP report significantly more depressive symptoms (12) than women with higher SEP. Although maternal low SEP and previous chronic conditions may increase the risk of depressive symptoms, these factors do not fully account for the disparities in depressive symptoms (13, 14). There is growing evidence that the disproportionate poor pregnancy outcomes among Black women are attributable to social and psychosocial factors rather than biologic differences that mediate inequities (15–17). Further, although the association between SEP and health has been consistently shown to have a positive linear relationship (18), a growing body of literature indicates that benefits of upward SEP on health may be less substantial for Black women compared with white women (19–21) through limited access to resources and opportunities (22, 23).

Few studies have evaluated SEP over the life course and the association with depressive symptoms (24–27), and the results are inconsistent for Black women (21). Recently, Miller et al. (28) found that both downward and upward socioeconomic mobility was associated with depressive symptoms. Slaughter et al. (29) found a protective effect on birth outcomes among Black women who experienced upward mobility in their SEP between childhood and adulthood, suggesting the effects may have been driven, in part, by depressive symptoms.

Elucidating the mechanisms that contribute to persistent health disparities in the US is further complicated when considering financial status and sex across the life course (30). That is, SEP operates differently between men and women (31) with research consistently demonstrating that women report more stressful events and adversity in childhood compared to males (32, 33). These findings highlight the importance of childhood financial circumstances on later adult health and also acknowledge gender disparities which has implications for reproductive justice efforts (34, 35).

Compared to other developed countries, the US has greater income inequality and rates of upward economic mobility are relatively low (36). However, the literature is limited on how changes in SEP or financial status over the life course impacts mental health in adulthood or in pregnancy. Social mobility is defined as the movement of social status of a person between different strata over time. Mobility can be upward or downward (37). Nicklett and Burgard (38) found that a downward intra-generational social mobility increases the risk of developing depression in adulthood. Economic mobility is a component of social mobility specific to movement between economic strata (39). Economic mobility can encompass the changes in a person's financial status over their life-course. Life course financial status has been previously shown to have an effect on health in adulthood, with lower life course SES having a deleterious effect (40–42).

The literature examining the association between SEP, social mobility and depressive symptoms during pregnancy is inconsistent with mixed findings (18), however. Relatively few studies have examined life course SEP mobility and depressive symptoms among Black women in the US (18). Recently, Hoven (43) described patterns of social mobility and their associations with depressive symptoms through a life course perspective from early and mid-adulthood to later ages (45–60 years) among a large French cohort and did not find a consistent association between social mobility and health, either upward or downward mobility. However, studies incorporating life course SEP and social mobility may provide important information on etiology that are relevant for prevention efforts, and in explaining disparities in birth outcomes (44). Mental health and maternal depression, in particular, may be a limiting factor in economic mobility.

Measurement of SEP and social mobility is challenging. SEP is a broad concept and includes both financial and non-financial constructs. The operationalization of SEP has traditionally represented individual level economic status using data on occupation, education level and/or income. Recent research has demonstrated that the association between mental health and financial status is stronger than the association between mental health and either education or social class (45). Therefore, an increased understanding of the impact of financial status in childhood and adolescence on adult health is necessary. Osypuk et al. (46) operationalized social mobility as subjective self-report of financial status. Chetty et al. (47) argue that the most robust approach to measure intergenerational mobility is a rank-rank method where the individual ranks parents by parental income during childhood and to rank their income as adults. Prior studies often use proxies to calculate childhood SEP (48) which may introduce measurement error.

Three primary frameworks have emerged in life course epidemiology that elucidate how duration, changes, and timing of SEP impacts health across time (49, 50): (1) critical period framework posits that SEP in early life influences health later via sensitive developmental periods; (2) risk accumulation framework suggests that the impact of SEP is cumulative over time to impact health; and (3) more recently, social mobility framework proposes that upward or downward change in SEP between life stages influences health (51). That is, improved social mobility may improve health outcomes by decreasing risk or prolonged exposure to adverse exposures over the life course, and upward mobility may compensate for early adverse life exposures. In contrast to the critical period framework, the social mobility model predicts that early-life effects are modified by later SEP and emphasizes that transition between advantage and disadvantage (52). The social mobility framework guides this work, based on the measurement of perceived financial status at three time intervals over the life course among a cohort of pregnant Black women.

This study examines the impact of economic mobility (using perceived measures of financial status) of Black pregnant women during childhood, adolescence and currently in adulthood on depressive symptoms during pregnancy. The study seeks to elucidate the economic factors associated with depression during pregnancy. Social mobility is characterized by three different intervals in the life course, which provides a more comprehensive account of SEP beyond a single time period at birth, childhood, or adulthood alone. The primary objectives of this study were to 1) describe associations between individual SEP indicators and depressive symptoms of Black women in pregnancy and 2) assess the association between social mobility from childhood to adolescence and adulthood with depressive symptoms.



2. Materials and methods

This study is a secondary analysis of the Life-course Influences on Fetal Environments (LIFE) study which examined social and biomedical factors that influence preterm birth among Black women. The methodological approach of the LIFE study have been previously described (53, 54). In brief, the LIFE study is a retrospective cohort of 1,410 pregnant Black women recruited from June 2009–December 2011 from the postpartum unit of a suburban hospital in Metropolitan Detroit, Michigan. Eligibility criteria for participation included: self-identified as Black or African American, 18–45 years old, English speaking, and had a singleton birth. Exclusion criteria included: intellectual disability, serious cognitive deficits, or diagnosis of significant mental illness, based on previous medical history.

Data were collected between 24 and 72 h after birth. Women participated in structured in-person interviews with trained interviewers in their hospital room (see Supplementary Appendix S1 for full interview transcript). Trained interviewers were matched to study participants on race and gender to conduct interviews (45–60 min long) on sociodemographic, psychosocial, and biomedical factors over the life course. Obstetrical and medical history was abstracted from the medical records by the research staff. A $50 gift card was provided as an incentive for study participation.

The study protocol was approved by the university and hospital Institutional Review Board. All study participants provided written informed consent prior to data collection. The final sample includes 1,410 women, which represented 71% of the women invited to participate.


2.1. Measures


2.1.1. Depression

Depressive symptoms were assessed using the validated Center for Epidemiologic Studies Depression Scale (CES-D) (55, 56) for use in the general population. The 20-item CES-D screens for depressive symptoms in the previous 7 days (e.g., I felt depressed, I had crying spells). Each item response is on a 4-point Likert scale (0 = rarely or none of the time to 3 = most or all of the time) with scores ranging from 0 to 60. A higher score indicates the presence of more depressive symptoms. In this analysis, the dichotomized score of 23 or higher was used to indicate clinically significant prenatal depressive symptoms (57) given the symptoms of pregnancy, such as fatigue or change in sleep or appetite, overlap with the symptoms of depression. The measure is highly reliable as reflected in the current study's Cronbach's alpha of 0.89.



2.1.2. Social mobility

Three questions from the National Survey of American Life were used to assess the self-reported perceived finances during two childhood intervals (early childhood from birth to age 10 years) and adolescence (from age 10 to 18 years) and currently in adulthood (58) including: (1) How would you describe your family's financial situation today?; (2) How would you describe your family's financial situation between the time you were born (birth) and your 10th birthday?, and; (3) How would you describe your family's financial situation between your 10th and 18th birthdays? Item responses were on a 5-point Likert scale (1 = very poor, not enough to get by; 2 = barely enough to get by; 3 = enough to get by but no extras; 4 = more than enough to get by; and 5 = well-to-do). Higher values indicate better financial status (59). An increase in the financial status from an age interval to older age intervals was defined as upward economic mobility and a decrease as a decline in economic mobility. Mobility scales were created to assess change in perceived financial status from adulthood current to the two childhood intervals. Social mobility was calculated as the difference of adulthood minus childhood and adolescent financial status. Women's current situation in adulthood compared with previous intervals, with negative values indicating that the woman exhibited downward social mobility and positive values indicating upward social mobility. Zero indicated static financial status. Financial status differences between age intervals were calculated.




2.2. Statistical analysis

All interview data were entered, cleaned, and checked for accuracy by trained research assistants. Descriptive analysis was conducted to summarize maternal sociodemographic characteristics, depressive symptoms (CES-D) and financial status across the life course. The mean and standard deviation (SD) for each of the measures and social mobility scales (both total score and each item response) was calculated. Financial status groups were combined to create three groups (poor, enough to get by, and well to do) for some analyses due to distribution of the data. All statistical analyses were performed using IBM SPSS Statistics for Windows, Version 25.0 (Armonk, NY: IBM Corp) and SAS software, Version 9.4 (SAS Institute, Cary, NC, USA).

Multiple linear regression was performed to examine the relationship between the financial status at the three life course intervals and the aggregate depressive symptom scores, as well as social mobility change and depressive symptoms scores. Maternal age was examined as a potential confounder in regression analyses. Group-based trajectory modeling is gaining popularity in epidemiology. Group-based trajectory modeling was conducted to examine the changes in financial status over the three times over the life course with other covariates. The social mobility groups from the trajectory analysis were used as predictors in the multiple linear to regression with CES-D scores as the outcomes. The trajectory analysis assumes that the population is composed of distinct socioeconomic groups, each with a different underlying trajectory. The aim of this analysis is to identify groups following similar SEP over time and then estimate the effects of covariates on the trajectory and group characteristics. As such, it is assumed that time dependent covariates explain variation about the average trajectory within each group or their equivalents for your field.




3. Results


3.1. Sociodemographic characteristics

A total of 1,410 women participated in this study. Sociodemographic characteristics and prevalence of adverse birth outcomes among LIFE study participants were comparable to Black women in who gave birth in the US, the state of Michigan, and Detroit metropolitan area in 2010 (29, 46). Sixteen percent (n = 230) of the participants had a preterm birth and 43% (n = 602) of the participants had first birth. The study participants had a mean age of 27.3 ± 6.2 years. The majority of women had a high school degree or higher education (n = 845; 71.7%) and were married or cohabiting (n = 621; 53.1%) (Table 1).


TABLE 1 Demographic characteristics of study participants (n = 1,410).
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3.2. Perinatal depression

Depressive symptoms were prevalent among the participants. CES-D scores ranged from 0 to 53, with a mean score of 15.3. Forty-one percent of women (n = 580) had CES-D scores ≥16, which have been correlated with clinically relevant depression and 19.6% (n = 277) had scores >23, indicating high levels of depressive symptoms (60). Women with CES-D scores ≥16 were younger, were more likely to be single, and had lower levels of education and household income compared with women with CES-D <16.



3.3. Financial status and economic mobility

The majority of participants had an annual household income of $30,000 or more (n = 739; 53.4%). Table 2 details the SEP across the life course and Table 3 details the financial status items, including changes in economic mobility using both the 5-group scale for financial and the 3-group scale. Approximately 30% of the women reported that they “had more than enough to get by” in early childhood and adolescence time intervals. Approximately, 50% of women reported they “had enough to get by” currently in adulthood. Most of the participants did not experience change in their financial status before 18 years of age. Downward financial mobility is more prevalent during the later age intervals, from adolescence to adulthood (Table 4).


TABLE 2 Socioeconomic position (SEP) over the life course (n = 1,410).
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TABLE 3 Financial Status over the life course (n = 1,410).
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TABLE 4 Economic mobility across life course.
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3.4. Financial status and depression

Linear regression was used to examine the relationship between financial status (using the 3-group scale) over the life course with current depressive symptoms (CES-D scores) at each age interval (Table 5). Higher self-reported financial status was inversely related to depression and the protective effect increased over the life course. This effect is statistically significant during the adolescence age interval of 10 years to 18 years and current age interval (p < 0.05) but is not significant during early childhood birth to 10 years of age interval (p = 0.13). In the early childhood interval, a one-point increase in the financial status scale was associated with approximately a half point decrease in the CES-D (p < 0.05), while this same increase in the adolescent interval (10–18 years of age) was associated with approximately one point decrease in the CES-D (p < 0.05). The effect of current financial status in adulthood was the largest effect with a nearly two-point decrease in CES-D associated with a one-point increase in the financial score (p < 0.05).


TABLE 5 Linear regression: financial Status predicting CES-D score.
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Table 6 shows the linear regression analysis for the economic mobility of each interval with depressive symptoms. It can be observed that in both of the childhood intervals, the downward economic mobility group has a significant negative effect on CES-D scores compared to the static financial group. The mean CES-D score for women in downward economic mobility group is 1.87 points higher than the static group within the early childhood and adolescence age interval, and 1.59 point higher during the adolescence to current adulthood interval. The upward economic mobility group in both the intervals also has a higher mean CES-D score, but these results were not statistically significant. When controlling for the effect of age, we see a protective effect of older age on CES-D scores, particularly for the upward social mobility group from middle in early childhood to high (group 2) (>10%).


TABLE 6 Linear regression: economic mobility predicting CES-D score.
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3.5. Trajectory analysis

Five group trajectories of financial status over the life course were identified, as described in Figure 1: (1) Upward Low: starting low, moving up; (2) Upward Middle: starting middle, moving up; (3) Downward Middle: starting middle, moving down; (4) Downward High: starting high, moving down, and 5) Static: no change. Both the upward and downward social mobility groups have higher depression scores compared to the static (high) social mobility group when examining early childhood to current age in adulthood (Table 7). Further, the mean CES-D scores for upward and downward mobility groups are 16 or higher, indicating clinical depression, compared with the static group mean CESD score of 12.91.


[image: Figure 1]
FIGURE 1
Economic Mobility Trajectory Groups: Financial Status at each Life Course Interval.



TABLE 7 Linear regression: economic trajectory groups predicting CES-D score.
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4. Discussion

We examined how Black maternal psychological health in pregnancy can be understood in the context of the social mobility through the life course. Financial status, economic mobility, and depressive symptoms in pregnancy were examined from the women's perspective during pregnancy. This study highlights the impact of financial status, during childhood and currently, on depressive symptoms during pregnancy. Higher financial status was negatively associated with depressive symptoms. Both upward and downward mobility was associated with depressive symptoms for the preferred trajectory-based model during a woman's pregnancy.

Pregnancy is critical period in the life course. Maternal prenatal depression is associated with adverse birth outcomes (61) and childhood health outcomes (62, 63). The study results suggest that financial status, whether considered in early childhood, adolescence or adulthood predicts depressive symptoms among pregnant Black women. Further, upward and downward economic mobility was associated with higher CESD scores compared to those whose financial situation was static. The association between socioeconomic position and psychological well-being among pregnant Black women has been previously reported (29, 64). This study extends this research and provides additional context regarding the association of social mobility over the life course with depressive symptoms in pregnancy. This study provides new insight into the effects of perceived financial status changes over the life course on mental health of pregnant Black women. The results suggest that better financial status has a protective effect on the mental health during pregnancy, whereas both the positive and negative life-course financial status movements have a deleterious effect on the mental health of pregnant women. Current and childhood financial status has previously been shown to have an effect on mental health among adults (65–67). A study conducted by Kosidou et al. (68) showed that belonging to the highest household income category has a protective effect on depression in women. Similarly, this study supports that higher financial status has a protective effect against depressive symptoms.

During the early childhood and adolescence age intervals, the majority of the participants reported a better financial status than currently in adulthood and there was little economic movement between the early childhood and adolescent age intervals. Further, during the older age intervals, more mobility is observed in the downward financial mobility group. Most of the participants did not experience a movement in their financial status before 18 years of age. Trajectory analysis demonstrated that both upward and downward social mobility over the life had an adverse effect on the depressive symptoms of pregnant women. It is notable that the mean CES-D scores are higher in the upward mobility group. While controlling for confounding, we find the effect of age may be masking the effect of the upward mobility given this group has a higher proportion of younger women.

Black maternal health and mental health is increasingly recognized as a priority public health topic. In the current study, approximately 50% of the pregnant Black women reported CES-D score ≥16, which is correlated with clinically relevant depression, and higher than previous studies (64, 69). Further over 20% of the participants had scores >23, indicating high levels of depressive symptoms. This is higher than in other studies conducted with Black women (70) and may signify the importance of conducting studies and interventions to reduce the depression rates in this community, especially as preterm birth and infant mortality rates are higher among Black women. Given the established negative impact of depression on health and wellbeing, exploring how SEP may influence risk of depression across the life course is important. Additional research is needed in this area (54).

Higher SEP is generally associated with better health across the life course compared to those with lower SEP, often referred to as the health wealth gradient. However, recent studies have found that upward social mobility is associated with a tradeoff between well-being and health (28). Although the association of upward economic mobility with increased risk for depression in pregnancy is surprising, the minorities diminished return theory (22) may be a plausible explanation. The minorities diminished return theory suggests that education attainment and higher SEP offers a weaker protective effect for racial and ethnic minority groups that have been socially marginalized compared to non-Hispanic white individuals who are socially privileged. This pattern has been consistently supported by previous research across a wide range of physical health and mental health outcomes (e.g., self-rated health, cardiovascular disease, depression, obesity, and mortality) (22, 71, 72). There is also a growing body of literature that demonstrates higher education is associated with less health benefits for LGBT individuals than non-LGBT individuals. These differential benefits of SEP, social mobility, and health may be due, in part, to the upstream social processes and structure of US social systems that reduces the full benefit from mental health and financial resources available by increasing financial status (72). Research among Black women on social mobility and depressive symptoms is particularly important given the intersection of race and gender that may in turn increase risk of depressive symptoms.


4.1. Strengths & limitations

The LIFE study is strengthened by the large representative sample, use of a valid and reliable measure to assess depressive symptoms and focus on the social mobility of Black women across the three intervals over the life course. This study is innovative in its use of group trajectory analysis to examine the association between social mobility at three time intervals across the life course and depression, rather than using conventional indicators to measure social mobility at one time point (e.g., using summary scores of multiple individual indicators of SES).

There are also several methodological limitations to consider. Participants were recruited from a single suburban hospital in Metropolitan Detroit, Michigan. However, the study sample participants had similar demographic characteristics and birth outcomes as Black women in the United States for the study period. In addition, the hospital was selected for recruitment for several reasons: its wide catchment area, the heterogeneity of patients from 3 counties, and the large number of births per year. Perceived financial status was self-reported for the three-time intervals which may be influenced by recall bias and/or social desirability bias, particularly when reporting on the early childhood time interval. However, it is important to note the aim of the study is to understand the impact of perceived financial status on maternal health. Recent studies have suggested that multiple respondents may improve validity when examining life course factors (59) to fully capture experiences, particularly when multiple time periods are measured. The larger LIFE study does include interviews with the mother of the participant so future analysis will be able to include this additional information. One study has reported high agreement between participants and her mother on financial status in childhood (59). Data were collected during the first 24–72 h after birth. CES-D items measure depressive symptoms within the past week. Therefore, it is possible that women reported depressive symptoms experienced based on the outcome of birth rather than prenatal depressive symptoms. If women with depressive symptoms differentially report financial status, recall bias would be an issue.

Women may have had fluctuations in financial status within the interval periods which would not be captured by the three brackets defined by this study. More than 70% of the participants reported >12 years of education, which precluded further stratification in the lower-education group. Given the observational nature of the study, there exists the possibility of confounding due to unmeasured individual factors early in childhood that may influence both maternal health and SEP across the life course. Social mobility research is primarily interested in estimating variation in the effect of SEP and changes over time. Thus, overcontrol in analysis and selection biases in design can be consequential and are essential to consider. It is important to acknowledge that income is only one component of social mobility. Other relevant SEP measures (e.g., maternal occupation, previous occupation, education, etc) or information related to the fathers or paternal characteristics were not assessed. Hudson et al. (25) suggests that community-level economic factors, such as neighborhood resources, may be more informative in the association with depression rather than individual SEP factors.

Another limitation of this study is economic mobility is characterized as either upward or downward without considering magnitude of change. Further, movement within childhood or within adulthood are considered equivalent changes. This introduces two problems. Firstly, upward or downward movements of financial status between different strata may not have differential impacts. Secondly, upward and downward movements are grouped without consideration to the magnitude of change, which may have a role in association with depressive symptoms. Additionally, the static group is defined as no change in financial status and therefore includes those women who remain in the lower financial status as well as those who remain in higher financial status. Finally, approximately half of the women in the study were older, married, or cohabiting and had at least a high school education. The generalizability of the results may be limited to women with similar ethnic, socioeconomic, and residential characteristics. Future research is also necessary to replicate these findings in other contexts and settings to explore mediators and moderators of social mobility across the life course and depression among Black women, including measures of SEP.



4.2. Implications for policies to reduce maternal health disparities

Health inequalities cannot be addressed by narrowing SEP gap across social groups alone (73). There is a need for economic and health policies that examine the contextual, economic, and behavioral mediators of social mobility and depression in Black women, particularly in the critical period during pregnancy (74). Pregnancy offers an opportunity for women to engage with the health care system. There is growing recognition among health care providers that social determinants can be addressed in clinical settings. Medical education and health care providers are critical to advance health equity by incorporating the social determinants of health in practice (75). Given the consistent associations with high depressive symptoms in all levels of social mobility these results support the recommendation of providing mental health resources to Black women experiencing low SEP at any stage in life course. It is recommended to screen for depressive symptoms early in pregnancy and refer those who report depressive symptoms for treatment. Early identification to support women with depressive symptoms early in pregnancy has the potential to improve maternal mental health and birth outcomes. Maternal and child health programs that aim to improve financial status and mobility may also support mental health during pregnancy.
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