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The impact of depression at preconception — «i=

on pregnancy planning and unmet need
for contraception in the first postpartum year:
a cohort study from rural Malawi
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Abstract

Background The impact of depression on women’s use of contraception and degree of pregnancy planning in
low-income settings has been poorly researched. Our study aims to explore if symptoms of depression at preconcep-
tion are associated with unplanned pregnancy and nonuse of contraception at the point of conception and in the
postpartum period.

Methods Population-based cohort of 4244 pregnant women in rural Malawi were recruited in 2013 and were fol-
lowed up at 28 days, 6 months and 12 months postpartum. Women were asked about symptoms of depression in
the year before pregnancy and assessed for depression symptoms at antenatal interview using the Self-Reporting
Questionnaire-20, degree of pregnancy planning using the London Measure of Unplanned Pregnancy and use of
contraception at conception and the three time points postpartum.

Results Of the 3986 women who completed the antenatal interview, 553 (13.9%) reported depressive symptoms in
the year before pregnancy and 907 (22.8%) showed current high depression symptoms. History of depression in the
year before pregnancy was associated with inconsistent use of contraception at the time of conception [adjusted
relative risk (adjRR) 1.52; 95% confidence interval (1.24-1.86)] and higher risk of unplanned [adjRR 2.18 (1.73-2.76)] or
ambivalent [adj RR 1.75 (1.36-2.26)] pregnancy. At 28 days post-partum it was also associated with no use of contra-
ception despite no desire for a further pregnancy [adjRR 1.49 (1.13-1.97)] as well as reduced use of modern contra-
ceptives [adj RR 0.74 (0.58-0.96)]. These results remained significant after adjusting for socio-demographic factors
known to impact on women'’s access and use of family planning services, high depression symptoms at antenatal
interview as well as disclosure of interpersonal violence. Although directions and magnitudes of effect were similar at
six and 12 months, these relationships were not statistically significant.

Conclusions Depression in the year before pregnancy impacts on women's use of contraception at conception
and in the early postpartum period. This places these women at risk of unplanned pregnancies in this high fertility,
high unmet need for contraception cohort of women in rural Malawi. Our results call for higher integration of mental
health care into family planning services and for a focus on early postnatal contraception.
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Plain language summary

Family planning programmes have traditionally focused on increasing access to modern contraceptive methods.
There is growing evidence that merely increasing access will not reach every woman. More focus on improving the
quality of the family planning programmes and developing targeted interventions for women and men not currently
reached with the current models is necessary. Despite the high prevalence of depression in women of reproductive
age living in LMICs, its impact on women's access and use of contraception has been largely neglected. Our study
using data from a cohort of pregnant women recruited in rural Malawi aimed to investigate if depression in the year
before pregnancy impacted on women'’s risk of having an unintended pregnancy and on contraceptive use at time of
pregnancy and in the postpartum period. Our results show that women who reported depression in the year before
pregnancy had increased risk of inconsistent contraceptive use and having an unplanned pregnancy. They were also
more likely to not use contraception in the early postpartum period and choose less effective methods, with impor-
tant consequences for risk of subsequent unplanned pregnancies. Our results highlight a need for health services to
develop holistic models of care for women where both their mental and reproductive health needs are met.

Introduction
There is a high prevalence of common mental disorders
(CMDs; ie anxiety and depression) in women of repro-
ductive age in low and middle income countries (LMICs)
[1], yet their impact on reproductive behaviours has been
largely neglected. There is evidence from high-income
countries that depression is associated with increased
rates of unintended pregnancy in young adulthood and
shorter pregnancy spacing [2—4]. Depression and stress
have also been found to be associated with lower rates
of contraceptive use and choice of less effective meth-
ods, mostly in clinical samples from North America [5,
6]. There is lack of replicating studies from LMICs but
recent evidence showed that high CMD symptoms post-
partum were associated with subsequent unmet need of
contraception in a sample of women in rural Ethiopia [7].

Most literature on determinants for unmet need for
contraception in LMICs has focused on socio-demo-
graphic characteristics of the women or factors pertain-
ing to knowledge and access to family planning services
[8]. Nevertheless, women often cite concerns about con-
traceptive side effects or health related reasons for not
using contraception as well as lack of regular sexual inter-
course [9]. It is estimated that mitigating unmet need for
contraception in developing regions could avert over 50
million unintended pregnancies, thereby preventing the
deaths of 70,000 women from pregnancy-related causes
annually [10]. Despite progress in improving access to
contraception, striking inequalities still exist across coun-
tries and among vulnerable populations [11]. Acknowl-
edging the challenge, the 2030 Agenda for Sustainable
Development includes under Goal 3 to ‘ensure universal
access to sexual and reproductive healthcare services,
including family planning, by 2030’ [12].

The relationship between poor mental health before
pregnancy and subsequent use of contraception has not
been investigated in high fertility, high unmet need for

contraception settings. For this study, we aimed to inves-
tigate if depression is associated with unplanned preg-
nancy and use of contraception in a cohort of pregnant
women in rural Malawi, we hypothesized that symptoms
of depression at preconception (here considered to be the
year before pregnancy) are associated with a higher risk
of unplanned pregnancy and nonuse of contraception at
the point of conception and in the postpartum period,
independently of other known determinants.

Methods

We conducted a secondary analysis of a cohort study
set in rural Malawi to assess pregnancy intention and its
relation to maternal, perinatal and neonatal outcomes
[13, 14]. A population-based sample of 4244 pregnant
women were recruited in 2013 and were followed up at
28 days, 6 months and 12 months postpartum.

Setting

This study was conducted in the Mchinji District, a rural
district in Malawi, in southern-central Africa, with a pop-
ulation over 530,000, 23% of whom are women of child-
bearing age (121,950). Around 90% of the population are
subsistence farmers. Fertility rates in this region remain
high, with a total fertility rate of 6.3 children per woman
at the time the study was being conducted, yet the total
wanted fertility rate was 4.6 children per woman, and
there was a high unmet need for family planning (29.3%
in married women) [15]. Family planning services are
provided free of charge in Malawi through government
health facilities, and are available for purchase through
private clinics such as ‘Banja la Mtsogolo, a Marie Stopes
International Partner. On average women live almost
6 km from the nearest health facility; a distance often
needed to be covered on foot [13]. Previous research
divided Mchinji District into 49 geographical areas; from
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this sampling frame a random sample of 25 areas were
selected.

Participants

Eligible participants were all pregnant women aged 15
and over living within the district demographic surveil-
lance areas selected between March and December 2013
[14]. Women were eligible to participate at any point
during their pregnancy and were interviewed at home
by trained data collectors, after giving informed con-
sent, using a questionnaire programmed using Com-
mCareODK software on a smartphone. 4244 pregnant
women between two and nine months pregnant (median
six, mean 5.98) completed the antenatal interview; 3986
(93.9%) were followed up at 28 days postpartum. This was
a rolling cohort and was stopped when the last recruited
woman reached the 28-day postpartum point. As women
were recruited at different gestations, some women,
but not all, were eligible and completed interviews at
6 months and 12 months postpartum.

Measures

Depression

In the absence of a locally validated tool, we ascertained
history of depression in the year before pregnancy by
asking women at the antenatal interview if they had expe-
rienced 2 weeks or more of low mood or two weeks of
more of anhedonia. A positive reply to any of these ques-
tions was defined as history of depression in the year pre-
conception. Postnatal depression was assessed using the
validated Chichewa version of the World Health Organi-
zation’s 20-question screening tool, the Self-Reporting
Questionnaire 20 (SRQ 20). The SRQ 20 was previously
found to be valid (Sensitivity =76.3%, Specificity =81.3%)
and reliable (Cronbach’s « =0.83) instrument for screen-
ing perinatal depression in Malawi [16]. In this study, a
cut off score of >8 was used to determine depression
before pregnancy [17].

Degree of pregnancy planning

The degree of intention of women’s current pregnancy
was assessed using the London Measure of Unplanned
Pregnancy (LMUP) at antenatal interview. By asking six
questions, each scored zero, one or two, the LMUP scores
pregnancy intention on a continuous scale from zero to
12 with each increase in score representing an increase
in the degree of pregnancy intention [18]. The LMUP was
validated for use in the Chichewa language in Malawi
prior to the establishment of this cohort and found to be
a valid and reliable measure of pregnancy intention in
this setting [19]. Women’s scores were grouped into three
categories unplanned, ambivalent and planned.
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Use of contraception

At the antenatal questionnaire women were asked if in
the month they became pregnant they were using con-
traception and how regularly. Postnatally women were
asked if they were using family planning methods and
which methods were being used. Contraceptive methods
were classified as modern if they were products or medi-
cal procedure that interfere with reproduction from acts
of sexual intercourse, therefore condoms, oral contra-
ceptive pills, tubal ligation (postnatally), coil, injectable
contraceptives and implants were classified as modern
methods. Abstinence and withdrawal methods were con-
sidered traditional. Lactation amenorrhea (LAM) was
considered traditional as although is a very effective
method if practiced correctly, it is well acknowledged that
often only a minority of women who report breastfeeding
as a method of contraception meet the correct-practice
criteria for LAM and this method is not considered effec-
tive after the early postpartum period [20].

Confounders

Socio-economic and demographic factors known to
impact on women’s unmet need for contraception were
selected from available literature [21]. These included
maternal age, education, marital status, distance to the
health facility, socio-economic status, parity and religion.
A principal components analysis (PCA) was conducted
to generate an asset-based measure of socio-economic
status (SES). In addition to ownership of assets such as
a bicycle and radio, variables included in the PCA were
household characteristics, such as floor and roof materi-
als, household density, and access to water and sanitation
facilities [14]. GPS readings of the location of the inter-
view were taken and were used to calculate the distance
to the nearest health facility, ‘as the crow flies. Inter-
personal Violence (IPV) was assessed using the Abuse
Assessment Screen [22]. This asks about experience of
abuse ever, in the last year or while pregnant as well as
experience of sexual abuse.

Statistical analyses

Stata version 15 software was used for data analysis [23].
Our analysis strategy was hypothesis-driven, using multi-
nominal logistic regression to investigate the association
between depression in the preconception year and use
of contraception at conception; in early postpartum (28
days) and late postpartum period (at 6 and 12 months).
Women who reported to be planning a pregnancy or no
current partner were excluded from the analysis. These
hypotheses were partially and fully adjusted for known
confounders identified a priori, including demographic
and socio-economic characteristics. The analysis of the
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relationship between depression at preconception and
unmet need for contraception at 28 days postpartum
was adjusted for high depression symptoms at pregnancy
(SRQ score> =8) and the analysis for the relationship
between depression at preconception and unmet need
for contraception at 6 months was adjusted for high
depression symptoms at pregnancy as well as in the early
postpartum. Missing data on use of contraception (<8%
of total sample at 6 months) was addressed by case wise
deletion at the analysis stage.

Results

Loss of follow up

The recruitment process for this cohort and baseline
characteristics have been described elsewhere [13, 14],
but in brief, of the 5887 pregnant women identified, 4244
completed the antenatal interview. The majority of the
women not interviewed, 71%, had already delivered when
visited and were no longer eligible; less than 1% of eligible
women declined to participate. Women were aged 15—-49
(median 24), the vast majority (over 90%) were married
and had no education or primary education only (86%).
Most women were Christian and were from the Chewa
tribe. Women reported up to 15 previous pregnancies
(median 3) and 12 previous births (median 2).

At 28 days postpartum, 3986 women (93.9% of eligi-
ble) completed the interview, a loss of 6.08% mostly due
to migration. Of the 3307 women eligible for interview
at 6 months postpartum, 3003 (90.8%) were interviewed.
1446 women were eligible for interview at 12 month
postpartum of which 1116 (77.2%) completed the ques-
tionnaire (Fig. 1).

At 12 months women were not statistically significantly
different with regards to age, marital status, education,
socio-economic status, parity or history of depression
at preconception to those lost at follow up. They were
slightly more likely to have experienced abuse in the
year before pregnancy (7.1% vs 9.1% p <0.05) (Additional
file 1: Table S1).

At the antenatal interview, 553 women (13.9%)
reported a history of depression in the year before preg-
nancy and 907 women (22.8%) screened positive for high
depression symptoms whilst pregnant. The prevalence
of high depression symptoms was much lower at 28 days
(7.2%) and at 6 months (2.6%) postpartum (Table 1).

Depression in the year before conception, degree

of pregnancy planning and contraceptive use

Whereas the majority of women [n=2643 (66.4%)]
reported not using contraception at the time they con-
ceived, 28.1% (n=1121) reported they were occasionally
using contraception or knew the method had failed, and
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only 5.5% reported consistent use at the time of concep-
tion (Table 2).

Women with depression in the year before conception
were more likely to report occasional contraception use
or method failure at the time they became pregnant in
both the unadjusted and fully adjusted models [adj RR
1.52 (95%CI 1.24—1.86)] (Table 3). There were significant
differences in the degree of pregnancy planning between
women with history of depression in the year before
conception and those without. Women with history
of depression were more likely to report the pregnancy
was unplanned [n=256 (46.3%) vs n=1038 (30.2%)] or
ambivalent [n=145 (26.2%) vs n="775 (22.6%)] (Table 2).
This increased risk of unplanned pregnancy remained
significant after adjusting for socio-demographic factors
such as maternal education, asset index and IPV in past
year [adj RR 2.18 (1.73-2.76)] (Table 3).

In the early postpartum period over half of the women
[n=2010 (56.5%)] were using traditional contraceptive
methods including lactation amenorrhea whereas 490
women (13.8%) reported not using any contraceptive
method despite no wish to become pregnant again at that
time (Table 2). Women with depression in the preconcep-
tion period were significantly more likely to not be using
contraception [adj RR 1.50 CI (1.14-1.97)] and less likely
to be using modern methods [adjRR 0.74 (0.58-0.94)]
in the unadjusted, adjusted for depressive symptoms in
pregnancy and fully adjusted model (Table 4).

At 6 months the majority of the women were using
modern methods of contraception (n=1700, 63.5%)
however 25.4% were using traditional methods and 11.1%
were not using any contraceptive method despite no wish
to become pregnant. Women with a history of depression
in the year before pregnancy were more likely to not be
using contraception despite not wanting to get pregnant
[RR 1.42 CI (0.98-2.03)] however the strength of this
association was not significant (Table 4) and factors such
as marital status, maternal education level and distance
from the health facilities seem to be more significant in
determining use of modern contraception.

At 12 months 18.0% and 7.4% of women interviewed
were using traditional methods or no method at all,
respectively. However, there were no significant differ-
ences between women with history of depression in pre-
conception period and those without, this may be partly
due to smaller sample size at these time points.

Discussion

In our study, depression symptoms were most preva-
lent before and during pregnancy with around one fifth
of women reporting high level of symptoms at antena-
tal interview but significantly lower numbers reporting
symptoms at later stages. We found that a self-reported
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Antenatal Interview
4,244 women
258 total mothers lost €«
One month Postnatal
3,986 women (93.9%) completed interview
Six months Postnatal Interview
3,307 women eligible (77.9%)
— 304 mothers lost
v
Six months Postnatal
3,003 (90.8 % of eligible) women completed
interview
Twelve months Postnatal Interview
1,446 (34.1%) women eligible
— 330 mothers lost
Twelve months Postnatal
1,116 (77.2% of eligible) women completed
interview
Fig. 1 Flow diagram of participants
Table 1 Prevalence of depression symptoms and contraceptive use among participants
Year before conception During pregnancy 28 days postpartum 6 months
(N=3986) (N=3986) (N=3976) postpartum
(N=2776)
Depression symptoms 553(13.9) 907 (22.8) 285(7.2) 72(26)
Contraceptive use (modern and 1339 (33.6) - 3069 (83.5) 2381 (86.9)

traditional methods)

Data=n(%)

*Women were asked if they experienced two or more weeks of low mood or anhedonia in the year before pregnancy

**SRQ > =8 - high depression symptoms
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Table 2 Depression in the year before pregnancy, degree of pregnancy planning at conception and contraceptive use during cohort

period

Depression in the year

preconception

Yes No Total
Degree of pregnancy planning (LMUP score)
Planned 152 (27.5%) 1620 (47.2%) 1772 (44.5%) X2
Ambivalent 145 (26.2%) 775 (22.6%) 920 (23.19%) (2, N=3986)=82.2, p<0.001
Unplanned 256 (46.3%) 1038 (30.2%) 1294 (32.5%)
At the time became pregnant
Always used contraception 34 (6.2%) 184 (5.2%) 218 (5.5%) X2
Sometimes used/ knew method failed 207 (37.4%) 914 (26.7%) 1121 (28.1%) (E' 519:8 35328 01
Not using contraception 312 (56.4%) 2331 (68.1%) 2643 (66.4%) T
Total 553 (13.9%) 3422 (86.1%) 3982 (100%)
Contraception 28 days postpartum
Not using FP and does not want to get pregnant 96 (19.5%) 398 (13.0%) 490 (13.8%) X2
Traditional method 290 (60.0%) 1720 (56.0%) 2010 (56.5%) el 3p5i90) w01
Modern method 106 (21.5%) 953 (31.0%) 1059 (29.7%) T
Total 492 (13.8%) 3067 (85.2%) 3559 (100%)
Contraception 6 months postpartum
Not using FP and does not want to get pregnant 56 (15.4%) 241 (10.4%) 297 (11.1%) X2
Traditional method 9 (26.5%) 585 (25.3%) 681(25.4%) wh=0m
Modern method 211 (58.1%) 1489 (64.3%) 1700 (63.5%) —oap=n
Total 363 (13.6%) 2315 (86.4%) 2678 (100%)
Contraception 12 months postpartum
Not using FP and does not want to get pregnant 14 (9.8%) 55 (7.0%) 69 (7.4%) X2
Traditional method 31(21.7%) 137 (17.4%) 168 (18.0%) CR=
Modern method 98 (68.5%) 597 (75.6%) 695 (74.6%) o=
Total 143 (15.3%) 789 (84.7%) 932 (100%)

Table 3 Multinomial logistic regression for women with history of depression in the year preceding pregnancy and degree of

planning of current pregnancy

RRR 95% Cl P value
Planned pregnancy (base)
Unplanned pregnancy 263 2.12-3.26 <0.001
Ambivalent 1.99 1.56-2.54 <0.001
Adjusted model for maternal age, education, marital status, distance to health facilities, asset index, parity, religion, IPV in past year
Unplanned pregnancy 218 1.73-2.76 <0.001
Ambivalent 1.75 1.36-2.26 <0.001
Not using contraception when became pregnant (base)
Always used contraception 1.38 0.94-2.03 0.1
Sometimes used contraception/ knew method failed 1.69 1.40-2.05 <0.001
Adjusted model for maternal age, education, marital status, distance to health facilities, asset index, parity, religion, IPV in past year
Always used contraception 1.21 0.81-1.82 03
Sometimes used contraception/ knew method failed 1.52 1.24-1.86 <0.001

history of depression in the year before pregnancy is
associated with inconsistent use of contraception at
the time of conception, higher risk of unplanned and

ambivalent pregnancies, no use of contraception despite
no desire for a further pregnancy in the early postpartum
period as well as reduced use of modern contraceptive
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Table 4 Multinomial logistic regression of use of contraception postpartum and depression in the year preceding pregnancy for

women who do not currently desire another pregnancy

Early postpartum 6 months postpartum 12 months

(28 days) n=2678 postpartum

n=3559 n=932

RRR 95% Cl RRR 95%Cl RRR 95% CI
Using traditional contraceptive (baseline)
Not using FP but don't want to get pregnant 145 1.12-1.87 142 0.98-2.03 1.13 0.56-2.27
Using modern contraceptive method 0.66 0.52-0.83 0.86 067-1.12 0.72 047-1.13
Adjusted model for depression in pregnancy (SRQ > 8)
Not using FP but don't want to get pregnant 142 1.09-1.86 127 0.87-1.85 0.89 042-1.88
Using modern contraceptive method 0.72 0.56-0.92 0.83 0.64-2.09 0.69 043-1.11

Adjusted model for depression in pregnancy and postpartum, maternal age, education, marital status, distance to health facilities, asset index, religion, parity

and abuse in the past year
Not using FP but don't want to get pregnant 1.50
Using modern contraceptive method 0.74

1.14-1.97 1.18
0.58-0.95 0.84

0.79-1.75 0.83
0.63-1.11 0.70

0.38-1.84
042-1.14

method at 28 day post-partum. These results remained
significant after adjusting for socio-demographic factors
known to impact on women’s access to and use of fam-
ily planning and depression symptoms in pregnancy.
Although the point estimates were similar and in the
same direction at 6 months and 12 months, the differ-
ences were not significant.

In our cohort less than a third of women were using
modern contraceptive methods in the early postpartum
with the majority relying on lactational amenorrhea as
their main contraceptive method. Whereas the number
using modern methods increased in subsequent months,
to over two thirds using modern contraceptive meth-
ods at 12 months, a significant proportion still relied on
traditional methods and reported no contraception use
despite no desire for a further pregnancy at this time
point. Our findings show that women with a history of
depression in the year before pregnancy are at increased
risk of a subsequent unplanned pregnancy.

Our study adds to the growing literature on unmet
need for contraception amongst women with mental
health disorders. Studies from high income countries
and mostly from clinic-based samples have previously
highlighted an association between depression and stress
and contraceptive non-use and reduced odds of consist-
ent contraceptive use, especially when using withdrawal,
condoms, and birth control pills compared to women
without symptoms [5, 6, 24]. A recent study using pri-
mary care data linked with obstetrics and gynecology
records in the US has also reported that women with
mental health disorders have increased odds of Long-
Acting Reversible Contraception removal [25]. In those
settings, suggested mechanisms underlying this associa-
tion are that psychological distress may negatively impact

the decision making and risk assessment abilities of
women with regards to contraceptive behavior [26, 27].
An alternative possible mechanism is that women with
depression may be more susceptible to perceive somatic
side effects of hormonal contraception and therefore dis-
continue use more readily [28]. Globally, side effects are
the most common reason for women to discontinue con-
traception [29] however no studies exist investigating if
women with depression experience find it harder to tol-
erate side effects and therefore discontinue more readily.
IPV has also been shown to be associated with a reduc-
tion in women’s use of contraception [30] and could be
an important confounder, however our results remained
significant after adjusting for disclosure of abuse in past
year. The vast majority of women in our cohort were
Christian and the religious recommendation in this set-
ting is to return to sexual activity following childbirth.
There may be differences in how women adopt contra-
ceptive methods depending on their religious beliefs but
this could not be explored in this study.

Whereas much research has recently focused on
the hormonal contraception effects on mood with no
consistent results [31] and a large body of evidence
supports an association between unintended preg-
nancies and perinatal depression [32], little is known
about how depression may impact on use and choice
of contraceptive methods, particularly in low income
settings. A recent study from rural Ethiopia reported
that women with high depression symptoms in the late
postpartum have higher unmet need for contracep-
tion [7]. Similarly to our study the relationship seemed
to have a temporal element, with a relationship seen
between high depression symptoms at 12 months and
unmet need for contraception at 2.5 years but not at
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3.5 years. Variations in the temporal gradients may be
partly explained by the timings when women are more
likely to experience depression symptoms. Whereas
in this study from Malawi women had a higher preva-
lence of depression symptoms during pregnancy than
at any other times during the cohort, in the Ethio-
pian study women showed higher rates of depression
symptoms in the early postpartum period. Contex-
tual differences in how women access social support
and experience adversity in different parts of their
reproductive life may play a role in the prevalence of
depression and further studies are required to explore
potential mechanisms.

To our knowledge this is the first study to investigate
the role of depression before pregnancy on contracep-
tive use at conception and in the early postpartum,
in a low income setting. Our results have important
implications as traditionally family planning pro-
grammes have focused on increasing access to modern
contraceptive methods with little consideration how
different groups of women such as adolescents [33],
or women experiencing psychological distress may
benefit from more targeted interventions in order to
have their reproductive rights met. There is growing
evidence that merely increasing access will not reach
every woman and focus on improving the quality of
the family planning programs and develop targeted
interventions for women not currently reached with
the current models are necessary [29]. Our results also
highlight the need for general services, including fam-
ily planning services, to integrate mental health care
into all general health care services as per ambition
of the World Health Organization mental health Gap
Action Programme [34], Common mental disorders
are prevalent in women of reproductive age in LMICs
[1] and failing to address them may have long term
impact on women’s health, choices and opportunities.

Strengths of our study include the large, represent-
ative sample of women from a rural setting in a low-
income country, the use of locally validated measures
of pregnancy intention and of depression in the preg-
nancy and the postpartum period and the prospec-
tive design with high rates of follow-up. Our study
also has several potential limitations. It relies on self-
reported data for symptoms of depression in the year
before conception and use of contraception and may
be subjected to reporting bias. We were also unable
to explore the reasons behind contraceptive choices.
Whereas we collected data on pregnancy intentions
we lacked information on side effects. We can also not
exclude that other confounders not used in our models
may play a significant role in our hypotheses.
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Conclusion

Depression in the year before pregnancy impacts on
women’s risk of unintended pregnancy and use of con-
traception at conception and early postpartum in this
high fertility high unmet need for contraception cohort
of women in rural Malawi. Further studies are required
to explore the mechanisms by which poor mental health
impact on women’s reproductive behaviours in this set-
ting and what interventions can empower women to
recover and make informed choices regarding their
health and fertility.
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