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Objective To investigate the relationship between maternal depression and child growth in developing countries through a systematic
literature review and meta-analysis.

Methods Six databases were searched for studies from developing countries on maternal depression and child growth published up
until 2010. Standard meta-analytical methods were followed and pooled odds ratios (ORs) for underweight and stunting in the children
of depressed mothers were calculated using random effects models for all studies and for subsets of studies that met strict criteria
on study design, exposure to maternal depression and outcome variables. The population attributable risk (PAR) was estimated for
selected studies.

Findings Seventeen studies including a total of 13 923 mother and child pairs from 11 countries met inclusion criteria. The children of
mothers with depression or depressive symptoms were more likely to be underweight (OR: 1.5; 95% confidence interval, Cl: 1.2—1.8)
or stunted (OR: 1.4; 95% Cl: 1.2—1.7). Subanalysis of three longitudinal studies showed a stronger effect: the OR for underweight was
2.2 (95% Cl: 1.5-3.2) and for stunting, 2.0 (95% Cl: 1.0-3.9). The PAR for selected studies indicated that if the infant population were
entirely unexposed to maternal depressive symptoms 23% to 29% fewer children would be underweight or stunted.

Conclusion Maternal depression was associated with early childhood underweight and stunting. Rigorous prospective studies are
needed to identify mechanisms and causes. Early identification, treatment and prevention of maternal depression may help reduce
child stunting and underweight in developing countries.

Abstracts in (3 y, 32, Frangais, Pyccxmit and Espaiiol at the end of each article.

Introduction

Research in developing countries suggests that poor maternal
mental health, in particular maternal depression, may be a risk
factor for poor growth in young children.! In addition, the risk
of depression in women is approximately twofold higher than
in men” and women are particularly prone in the postpartum
period because of hormonal changes associated with childbirth
and stressors associated with parenting.’* The combination of
women’s vulnerability to depression, their responsibility for
childcare and the high prevalence of maternal depression in
developing countries’ means that maternal mental health in
these countries could have a substantial influence on growth
during childhood.

Childhood growth is a key indicator of child health and
nutritional status. According to recent estimates from develop-
ing countries, stunting and underweight have an overall preva-
lence of 32% and 20%, respectively.® Inadequate growth during
childhood can result in reduced adult stature, low educational
performance, reduced economic productivity, impaired work
capacity and heightened disease risk.”~** Rapid physical growth
and development occur in early life when infants are dependent
on the primary caregiver for their social and nutritional needs,"
which makes young children vulnerable to the effects of their
caregivers mental health problems.

Recent research on the relationship between maternal
depressive symptoms and child stunting or underweight has
produced inconsistent results. Two descriptive reviews have
provided a summary of research findings'*" but, to the best of
our knowledge, no quantitative synthesis of research results has

been produced. Our study goals were to review systematically
the literature on maternal depression and childhood growth in
developing countries and to summarize and compare any associa-
tions found across populations using meta-analytical techniques.

Methods

The study used standard methods for systematic reviews and
meta-analyses in accordance with PRISMA (Preferred reporting
items for systematic reviews and meta-analyses) and MOOSE
(Meta-analysis of observational studies in epidemiology) state-

ments.'®”

Study inclusion criteria

A study was included in the meta-analysis if it: (i) quantitatively
assessed the relationship between maternal depression or depres-
sive symptoms (or mental disorders in which depression was a
major component) and child growth using an odds ratio (OR)
or included data that could be used to calculate an OR; (ii) was
published in a peer-reviewed journal up until April 2010; and
(iii) was not an intervention study. We restricted our search
to developing countries but applied no other population or
language restrictions.

Maternal depression and childhood growth can both be
assessed using several methods. Depression can be diagnosed
through standardized diagnostic interviews, such as the
Structured Clinical Interview of the Diagnostic and statistical
manual of mental disorders, 4th edition' or the interview for the
Schedules for Clinical Assessment in Neuropsychiatry,” while
depressive symptoms can be assessed directly using a question-
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naire, such as the Edinburgh Postnatal
Depression Scale™ or assessed as a major
component of mental disorders using, for
example, the World Health Organization
(WHO) Self-Reporting Questionnaire.”!
Childhood growth can be quantified in
terms of weight-for-age or height-for-age.
Underweight and stunting are commonly
defined using WHO criteria: more than
two standard deviations (SDs) below
the mean weight-for-age and the mean
height-for-age, respectively (i.c. a z-score
<=2). In this analysis we also included
studies with more relaxed or more strin-
gent criteria. Overall, the studies included
in the analysis measured maternal depres-
sion or depressive symptoms and child-
hood growth in a variety of ways.

Search strategy and study
selection

The following online computer databases
were searched for studies on maternal de-
pression and child growth: PubMed, Psy-
cINFO, CINAHL Plus, Web of Science,
SCOPUS and EMBASE. Medical Subject
Heading (MeSH) terms in PubMed
were used to identify a string of search
terms that were applied in the six data-
bases: (“mother” OR “maternal”) AND
(“depression” OR “depressive disorder”
OR “mental health”) AND (“child” OR
“infant”) AND (“nutritional disorders”
OR “growth disorders” OR “nutritional
status” OR “body size”). Where available,
full-text searches and explosion-of-terms
searches were carried out. In an explosion-
of-terms search, the initial search terms
are linked to a web of similar search terms
provided by the database. A search of sec-
ondary references was conducted by scan-
ning the reference lists of relevant articles
and by cross-referencing with previous
reviews on the topic. In addition, experts
in the field were contacted to identify ad-
ditional citations.

Studies that were clearly not relevant
were excluded by reviewing their titles
and abstracts. The remaining studies were
then read in full by at least two authors of
this study and selected for inclusion in the
analysis by consensus. Articles identified as
relevant by both authors were invariably
included; those considered relevant by only
one author were discussed among all au-
thors to assess their suitability for inclusion.

Data extraction

A systematic coding form was used to
record each study’s objective, location,
population, design and sample size; the
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children’s ages; exposure and outcome
measures; confounding variables; and the
study’s method of analysis, results, conclu-
sions and limitations. Discrepancies in
coding were resolved by consensus. The
rigour of each study was evaluated using
an adaptation of the Newcastle—Ottawa
Scale for assessing the quality of nonran-
domized studies in meta-analyses.”” Each
study was classified by design as either
a longitudinal cohort, case—control or
cross-sectional study and each was as-
sessed to determine if it satisfied four
criteria: (i) the women and children were
representative of the community studied;
(ii) the response rate (i.c. the percentage
of individuals in the selected population
sample who agreed to participate in the
study and completed follow-up) was 80%
or higher; (iii) a diagnostic measure of
depression had been used; and (iv) the
results had been adjusted for at least two
confounding variables.

Meta-analysis

We converted different estimates of effect
size to the common metric of an OR since
most studies compared two groups and
reported dichotomous outcomes. How-
ever, three studies reported outcomes as
continuous variables.”>”* We converted
data from the first of these three studies to
ORsusing Comprehensive Meta-Analysis
V2.2 software (Biostat Inc., Englewood,
United States of America). For the other
two studies, the original authors either
re-analysed the primary data to generate
ORs or provided data for us to calculate
them. We used standard meta-analytical
methods to estimate the standardized
effect sizes using the inverse variance
approach and random effects models.”®
The heterogeneity of the different studies’
findings was assessed using the Q-statistic.
Publication bias was assessed from funnel
plots of the standard error against the log
OR using both Begg and Mazumdar’s
rank correlation test and Egger’s test
of the intercept to determine statistical
significance.

Meta-analysis was conducted for the
two outcomes of interest — underweight
and stunting — using weight-for-age and
height-for-age as variables, respectively.
When different follow-up times were
used in a given study, we used the longest
follow-up time. If a study assessed depres-
sion at several time points, we used the
assessment closest to delivery. We con-
ducted subanalyses of studies that used
strict criteria of underweight and stunting
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(i.c. a weight-for-age and height-for-age
z-score < —2 or a weight-for-age and
height-for-age below the fifth percentile
given in WHO and Centers for Disease
Control and Prevention growth charts”),
studies that used a measure of depression
or depressive symptoms but not of mental
disorders of which depression was a major
component, and longitudinal studies.

The population attributable risk
(PAR) for underweight and stunting was
calculated on the basis of four studies
that were selected because they reported
significant findings and a prevalence of
maternal depressive symptoms near the
lower or higher end of the range. For each
study, the overall relative risk (RR) of child
underweight was calculated using the
adjusted OR obtained in that study and
the prevalence of underweight in children
with depressed mothers. The RR for stunt-
ingwas similarly obtained. These RRs were
then used to calculate the PARs.*®

Results
The computer database search yielded

312 citations and two additional records
were identified through other sources.
After removing duplicates, 210 citations
were available for assessment. The initial
screening of titles and abstracts identified
51 citations that potentially met the inclu-
sion criteria. After the texts were reviewed
in full, 14 articles reportingon 17 separate
studies met the inclusion criteria.

The studies came from several re-
gions: four from Africa, six from South
America and the Caribbean, six from
southern Asia and one from south-eastern
Asia. Although the studies covered a mix
of urban and rural settings, most were
carried out among participants with a low
socioeconomic status ( Table 1, available
from: http://www.who.int/bulletin/
volumes/89/8/11-088187).

Seven studies were cross-sectional,
six were case—control studies and four
used a longitudinal cohort design. Nine
of the 17 studies were based on rep-
resentative community samples, four
used a diagnostic measure of depression
and 15 controlled for at least two con-
founding variables (Table 2, available
from: http://www.who.int/bulletin/vol-
umes/89/8/11-088187). In addition, 10
of the 13 studies that reported a response
rate had a rate > 80%.

Most studies used the WHO crite-
rion of a weight-for-age or height-for-age
z-score < —2 to identify underweight or
stunting, respectively. All 17 studies as-
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Table 2. Quality? of studies included in systematic review of maternal depression and child growth in developing countries, 1996—

2010
Study design Selection Exposure Comparability
Representative Response Depression assessed Adjustment for 2 or more de-
study sample® rate >80%® using diagnostic test* mographic variables®
Prospective longitudinal cohort
Patel et al. 2003 No Yes No No
Rahman et al. 2004* Yes Yes Yes Yes
Tomlinson et al. 2006* Yes No Yes No
Santos et al. 2010% Yes Yes No Yes
Case—control
Adewuya et al. 2008* No NA Yes Yes
Anoop et al. 2004*° NA NA Yes Yes
Baker-Henningham et al. 2003"*° No Yes No Yes
Carvalhaes et al. 2002 Yes Yes No Yes
de Miranda et al. 1996% No NA No Yes
Rahman et al. 2004 No NA No Yes
Cross-sectional
Black et al. 2009¢* No No No Yes
Harpham et al. 2005* Yes Yes No Yes
Harpham et al. 2005* Yes Yes No Yes
Harpham et al. 2005*° Yes Yes No Yes
Harpham et al. 2005* Yes No No Yes
Stewart et al. 2008* No Yes No Yes
Surkan et al. 2008% Yes Yes No Yes

NA, not available (data were either incomplete or not reported); OR, odds ratio.

2 Study quality was assessed using a checklist adapted from the Newcastle—Ottawa Scale for assessing the quality of nonrandomized studies in meta-analyses.

®\Women and children included in the study were representative of the community.

¢ Individuals who refused to participate and those lost to follow-up were included in calculating the response rate.

¢ Individuals who were not assessed using a diagnostic test for depression were assessed using a measure of depressive symptoms or of common mental disorders.

¢ The analysis of the relationship between maternal depression and child growth was adjusted for at least two demographic variables.

"In this study, multivariate adjustments were made for more than two demographic variables. However, the data used in our meta-analysis were based on crude
estimates because maternal depressive symptoms were not included in the final adjusted model due to the stepwise procedure.

9In this study, multivariate adjustments were made for growth outcomes as continuous variables but only the crude OR was presented in the paper. For the meta-
analysis, ORs were based on an adjusted analysis of data obtained from the authors of the original study.

sessed underweight. They used a variety
of measures: nine used a weight-for-age
z-score < —2; three used a weight-for-age
below the fifth percentile given in WHO
and Centers for Disease Control and
Prevention growth charts;”” one used
a weight-for-age below the equivalent
10th percentile; one used a weight-for-
age below the third percentile; one used
a weight-for-age of 50% to 80% of the
expected value; one used a weight-for-
age < 75% of the expected value and one
used the combined measure of a current
weight-for-age z-score < —1.5 plus a
history of a weight-for-age z-score < —2.
Twelve studies assessed stunting: nine
used a height-for-age z-score < =2; two
used a height-for-age below the fifth per-
centile given in WHO and Centers for
Discase Control and Prevention growth
charts; and one used a height-for-age
below the 10th percentile.

Studies used a wide range of indica-
tors of maternal depression. Four used a
diagnostic measure of depression based
on cither the Diagnostic and statistical
manual of mental disorders” (n=3) or
the International classification of diseas-
s (n=1); five used a measure of depres-
sive symptoms such as the Edinburgh
Postnatal Depression Scale® (z=2) or
the Center for Epidemiologic Studies
Depression Scale® (z=3); and eight
used a measure of mental disorders such
as the 20-item WHO Self-Reporting
Questionnaire’’ (7 =7) or the Adult
Psychiatric Morbidity Questionnaire*
(n=1). Some deviations from the
standard use of these measures were ob-
served: for example, one study analysed
only items related to depression on the
Self-Reporting Questionnaire.

Overall, most studies found a null
or marginally significant relationship
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between maternal depression and poor
child growth. However, the direction
of the association was always the same:
the worse the depression, the greater the
growth deficit. Only 6 of the 17 studies on
underweight and 5 of the 12 on stunting
found a statistically significant relation-
ship with maternal depression.

Underweight meta-analysis

The meta-analysis of the relationship
between maternal depression and child
underweight included effect size esti-
mates from 17 studies (Fig. 1),27>%7
covering a combined study population
of 13923 mother and child pairs. The
pooled data showed a moderate, statisti-
cally significant relationship between
maternal depression and underweight
(OR: 1.5; 95% confidence interval, CI:
1.2-1.8). The heterogeneity of the find-
ings was substantial (Q—statistic: 39.94;
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P=0.001) across the studies. The funnel
plot showed a statistically significant
relationship between the standard er-
ror and the log OR using both tests of
significance, an indication of a publica-
tion bias against small studies reporting
non-significant findings.

Fifteen studies used a strict defini-
tion of underweight: a weight-for-age
z-score < —2 or a weight-for-age at or
below the fifth percentile given in WHO
and Centers for Disease Control and
Prevention growth charts.?#29-3436-3
Meta-analysis of these studies showed
that the relationship between maternal
depression and underweight (OR: 1.5;
95% CI: 1.2-1.8) remained similar to
that in the meta-analysis of all studies and
the heterogencity persisted (Q =37.83,
P=0.001). When the meta-analysis was
restricted to the nine studies that used
measures of depression or depressive
symptoms,>>*>>731337353839 the relation-
ship between maternal depression and
underweight strengthened and remained
statistically significant (OR: 1.7; 95%
CI: 1.2-2.4), and the findings remained
heterogeneous (Qz 18.70; P=0.017).
Finally, when the meta-analysis was re-
stricted to the four longitudinal cohort
studies,’" > the relationship strength-
ened further (OR:2.2;95% CI: 1.5-3.2)
and high homogencity was noted (Q:
2.47; P=0.48).

Stunting meta-analysis

The meta-analysis of the relationship
between maternal depression and child
stunting included effect size estimates
ﬁ.om 12 studics (Flg 2)23,24,30,31,33—35,38,3‘)
with a combined study population of
13214 mother and child pairs. The
pooled data showed a moderate, statisti-
cally significant relationship between
maternal depression and stunting (OR:
1.4; 95% CI: 1.2-1.7). Substantial
heterogeneity across studies was noted
(Q: 26.85; P=0.005). The relationship
between the standard error and the log
OR in the funnel plot was statistically
significant using both tests of significance.

Eleven studies used a strict definition
of stunting: a height-for-age z-score < =2
or a height-for-age at or below the fifth
percentile given in WHO and Centers for
Disease Control and Prevention growth
charts ?3#430:31:33343539 Meta-analysis of
these studies showed that the relationship
between maternal depression and stunt-
ing (OR: 1.4;95% CI: 1.2-1.7) remained
similar to that in the meta-analysis of all
studies and the heterogeneity persisted
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Fig. 1. Effect of maternal depression on child underweight reported in studies from
developing countries included in meta-analysis, 1996-2010

Study Location
Adewuya et al. 2008* Nigeria
Anoop et al. 2004%° India
Baker-Henningham et al. 2003%° Jamaica
Black et al. 20092 Bangladesh
Carvalheas et al. 2002% Brazil

de Miranda et al. 1996%" Brazil
Harpham et al. 2005% Ethiopia
Harpham et al. 2005% India
Harpham et al. 2005% Peru
Harpham et al. 2005% Viet Nam
Patel et al. 2003°' India
Rahman et al. 2004 (urban)®*  Pakistan
Rahman et al. 2004 (rural)®*  Pakistan
Santos et al. 2010% Brazil
Stewart et al. 2008%° Malawi
Surkan et al. 2008% Brazil
Tomlinson et al. 2006% South Africa
Combined estimate

0.1

Cl, confidence interval; OR, odds ratio.
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Note: The position of the square indicates the OR for the relationship between maternal depression and child
underweight for the study and its size is proportional to the weight of that study in the meta-analysis. The length of
the line represents the 95% Cl for the OR. The diamond shape indicates the pooled OR for all studies included in

the meta-analysis.

(©=25.00; P=0.005). When the meta-
analysis was restricted to the seven stud-
ies that used measures of depression or
depressive symptoms,”*?13-353%3 the
relationship between maternal depres-
sion and stunting strengthened (OR:
2.0;95% CI: 1.4-2.9) and homogeneity
was noted (Q: 11.55; P=0.073). Finally,
when the meta-analysis was restricted
to the four longitudinal cohort stud-
ies,75% the relationship was strength-
ened slightly (OR:2.0;95% CI: 1.0-3.9)
and modest heterogencity was found (Q:
9.30; P=0.026).

Population attributable risk

The PAR for underweight was calculated
for two studies: the study of Patel et al,,
which reported a low prevalence of de-
pressive symptoms,* and that of Surkan
etal,, which reported a high prevalence of
depressive symptoms and alow prevalence
of underweight (Table 3).* The PAR
in these studies was 22.5% and 29.4%,
respectively.

Similarly, the PAR for stunting was
calculated for two studies: the study
of Patel et al., which reported a rela-
tively low prevalence of depressive symp-
toms,” and that of Black et al., which
reported a high prevalence (Table 3).*
The PAR was 27.5% and 27.0% for the
two studies, respectively.

Discussion

Our analysis revealed a positive and
significant association between maternal
depression or depressive symptoms and
impaired child growth in developing
countries. Our meta-analysis of 17 stud-
ies, based on adjusted estimates when
possible, showed that the children of
depressed mothers were at an increased
risk of both underweight and stunting:
the combined OR was approximately 1.4.
This finding emerged after combining the
results of studies that had very different de-
signs, came from a wide range of locations
and included children of different ages.
Because the findings varied across
studies, we conducted subanalyses to
explore how they might be altered by
applying stricter definitions of maternal
depression and of child growth outcomes
or by restricting the analysis to longitudi-
nal studies alone. When strict definitions
of underweight and stunting were used,
the magnitude of the pooled estimate
for the relationship between maternal
depression and inadequate growth was
almost unaffected. When a strict defini-
tion of maternal depression was used,
the OR for poor child growth increased.
Finally, when the analysis was restricted
to longitudinal studies, the pooled results
showed strongassociations with maternal
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depression: the ORs for underweight
and stunting were approximately 2.2
and 2.0, respectively. However, because
this subanalysis was based on only four
longitudinal studies, its findings must be
considered preliminary and need to be
confirmed by more prospective studies.

Using data from four selected stud-
ies, we estimated a PAR for inadequate
growth in the range of 23-29%. However,
this estimate is imprecise because the
four studies used different measures of
depressive symptoms and controlled for
different confounding variables.

The mechanisms responsible for the
association between maternal depres-
sion and inadequate child growth are
not clear. Nor is it known whether these
mechanisms vary between countries and
regions. Cultural differences in caregiv-
ing and feeding and the degree of food
insecurity may all play a role. Previous
research suggests that maternal depression
isassociated with compromised parenting
behaviour,”* nonresponsive caregiving
practices” and a lower likelihood or
shorter duration of breastfeeding.”~*
The time at which child growth is mea-
sured may also influence the observed
association with maternal depression:
Stewart et al. hypothesized that, because
caregivers other than the mother often
become more involved after weaning,
the effect of maternal depression may be
more pronounced in the immediate post-
partum period." Of the articles included
in the meta-analysis, only two evaluated
the influence of other factors on the re-
lationship between maternal depressive
symptoms and child growth. Black et al.
found that the effect of maternal depres-
sive symptoms on infant height-for-age
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Fig. 2. Effect of maternal depression on child stunting reported in studies from
developing countries included in meta-analysis, 1996-2010

Study Location
Adewuya et al. 2008% Nigeria
Black et al. 20092 Bangladesh
Harpham et al. 2005% Ethiopia
Harpham et al. 2005% India
Harpham et al. 2005% Peru
Harpham et al. 2005% Viet Nam
Patel et al. 2003°' India
Rahman et al. 2004% Pakistan
Santos et al. 2010% Brazil
Stewart et al. 2008%° Malawi
Surkan et al. 2008% Brazil
Tomlinson et al. 2006 South Africa
Combined estimate

0.1

Cl, confidence interval; OR, odds ratio.

OR and 95% Cl
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0.2 05 1 2 5 10

Reduced risk Increased risk

Note: The position of the square indicates the OR for the relationship between maternal depression and child
stunting for the study and its size is proportional to the weight of that study in the meta-analysis. The length of the
line represents the 95% Cl for the OR. The diamond shape indicates the pooled OR for all studies included in the

meta-analysis.

was partially mediated by the home envi-
ronment, whereas maternal perceptions
of infant temperament had no effect.”*
Surkan et al. found no evidence that the
relationship between maternal depres-
sive symptoms and stunting was medi-
ated by parenting self-efficacy, which
reflects the belief parents have in their
ability to care for their children.”” Future
research should examine the mechanisms
linking maternal depressive symptoms
and child growth.

The review was limited by the modest
number of studies included: only 17 were
available overall and only four were in-
cluded in the subanalysis of longitudinal

studies. Additionally, the studies varied in
quality, as reflected in the way they adjust-
ed for potential confounding variables:
one study adjusted for covariates individ-
ually while another made no adjustments.
In some regions, most studies were from
the same country; for example, four of
the five studies from South America were
conducted in Brazil. As in any systematic
review, publication bias may have affected
our findings; significant findings may
have been disproportionately reported in
the literature, as suggested by the funnel
plots for both underweight and stunting
in the meta-analysis. Consequently, our
meta-analysis may have overestimated the

Table 3. Effect of maternal depressive symptoms on child underweight or stunting in selected studies from developing countries,

1996-2010
Study Measure of Mothers with Underweight or Underweight or stunting  Adjusted RR® PAR
depressive depressive stunted children prevalence (%) in children OR (%)
symptoms symptoms (%) of mothers with
(%) depressive symptoms
Underweight
Patel et al. 2003 EPDS 23.0 16.4 30.0 2.8 2.26 22.5
Surkan et al. 2008% CES-D 55.0 4.0 5.8 1.8 1.75 29.4
Stunting
Patel et al. 2003 EPDS 23.0 12.3 25.0 3.2 2.65 27.5
Black et al. 2005* CES-D 52.0 36.9 45.3 2.3 1.71 27.0
CES-D, Center for Epidemiologic Studies Depression Scale; EPDS, Edinburgh Postnatal Depression Scale; OR, odds ratio; PAR, population attributable risk;
RR, relative risk.
2 The relative risk for each study was calculated from the adjusted OR and the prevalence of underweight or stunting, as appropriate, in children of
depressed mothers.
Bull World Health Organ 2011,287:607—615D | doi10.2471/BL7.11.088187 611
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association between maternal depression
and inadequate child growth. However,
this is unlikely because most studies re-
ported null results.

Although the definitions of under-
weight and stunting differed between
the studies, height and weight were
measured, not self-reported. In contrast,
the diagnosis of maternal depression and
its severity may have been less precise
owing to the use of depression scales that
were not validated in the study popula-
tions, particularly since different cultures
have differing concepts of depression.
In addition, there may be a reciprocal
relationship between maternal mental
health and child health given thata child’s
poor health could generate depressive
symptoms in the mother.* Subsequent
research should investigate the possibility

that poor child growth increases the risk
of maternal depression.

Estimates of the incidence of depres-
sion in women in developing countries
vary widely, from 15-57%." Depression
in these women has a complex ctiology
involving factors as diverse as poverty,
marital conflict, domestic violence and
lack of control over economic resources.”
However, recent studies suggest that
depression can be affordably treated in de-
veloping countries.’ Varied interventions,
such as social support, group therapy or
home visits, which are often delivered
by lay community workers, have led to a
reduction in maternal depressive symp-
toms in a range of countries, including
China, Jamaica, Pakistan, South Africa
and Uganda.”>” Interventions aimed at
improving parenting and the mother—
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infant relationship have been effective in
reducing depressive symptoms in post-
partum women,” " which suggests that
maternal depression is modifiable. Our
findings indicate that a reduction in the
incidence of maternal depressive symp-
toms in developing countries would not
only have a beneficial effect on mothers,
but would also improve child growth sub-
stantially, and this could in turn influence
the children’s future health, development
and socioeconomic status.””'> ll
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Résumeé

Dépression maternelle et croissance de la petite enfance dans les pays en développement: examen

systématique et méta-analyse

Objectif Etudier la relation entre dépression maternelle et croissance
infantile dans les pays en développement par un examen systématique
de la documentation et une méta-analyse.

Méthodes Six bases de données ont été consultées pour les études
sur la dépression maternelle et la croissance des enfants dans les pays
en développement, publiées jusqu’en 2010. Les méthodes standard de
méta-analyse ont été suivies et les odds ratios (OR, rapports des chances)
mis en commun pour I'insuffisance pondérale et le retard de croissance
des enfants de méres déprimées ont été calculés en utilisant des modeles
a effets aléatoires pour toutes les études et pour les sous-ensembles
d’études qui répondaient aux criteres stricts de conception d’étude,
d’exposition a la dépression maternelle et de variables de résultat. Le
risque attribuable dans la population (RAP) a été estimé pour des études
sélectionnées.

Résultats Dix-sept études, incluant un total de 13 923 paires de mere et
enfant de 11 pays, remplissaient les criteres d'inclusion. Les enfants de

meres souffrant de dépression ou de symptomes dépressifs étaient plus
susceptibles de présenter une insuffisance pondérale (IP: 1,5; intervalle de
confiance, IC, de 95%: 1,2—1,8) ou un retard de croissance (IP: 1,4; 1C de
95%:1,2—1,7). La sous-analyse de trois études longitudinales a montré un
effet plus important: I'OR pour insuffisance pondérale était de 2,2 (IC de
95%:1,5-3,2) et pour retard de croissance, de 2,0 (IC de 95%: 1,0-3,9).
Le RAP des études sélectionnées a indiqué que si la population infantile
était entierement non-exposée a des symptomes dépressifs maternels,
23 a 29% d’enfants en moins souffriraient d’insuffisance pondérale ou
de retard de croissance.

Conclusion La dépression maternelle est associée a I'insuffisance
pondérale et au retard de croissance de la petite enfance. De rigoureuses
études prospectives sont nécessaires pour en identifier les mécanismes
et les causes. Lidentification précoce, le traitement et la prévention de
la dépression maternelle peuvent aider a réduire le retard de croissance
et I'insuffisance pondérale des enfants dans les pays en développement.

Pe3rome

MaTepI/IHCKaﬂ Jgernpeccna u pocrt I[eTei[ B PaHHEM BO3pacCT€ B pa3BNBAOIINXCA CTPAaHaX:

CUICTeMaTUYeCKUI 0630p " MeTa-aHa/lIn3

Ienn ViccnenoBaTh cBA3b MEXIY MaTEPUMHCKON Jiepeccuent
U pOCTOM pebGeHKa B Pa3BMBAIUXCS CTPAHAX C IOMOIIbIO
CHCTeMATN4eCcKoro 0630pa JIMTepaTyphl 1 MeTa-aHa/I13a.
Mertopp1 IIpoBeyieH movick B mecTy 6a3ax JAHHDIX /11 BbISB/IEHVS
UCC/IeNOBAHMII U3 Pa3BUBANIINXCA CTPaH IO TeMaTUKe
MAaTepUHCKOI IePeccu U pocTa pebeHKa, Omy6IMKOBaHHBIX
3a nepuop, 1o 2010 roga. ABTOPBI MICIIO/Ib30Ba/IM CTaHAAPTHbIE
MeTOJBI MeTa-aHa/IN3a ¥ IIPOM3BOAVMIN PaciyeT CYMMapHOTO
orHomenusa mancoB (OIIl) mo MOHM)KEHHON Macce Teaa U
3aZiepKKe pOCTa y [ieTeil, Y MaTepu CTpafiajin fiellpeccueri,
C UCIIO/Nb30BaHMEM MOJesiell CIydailHbIX 3¢ PeKToB A
BCeX MCCEeNOBAHMIT U MOATPYIII UCCAeOBAHNIL, KOTOpbIE
YAOBNIETBOPAIN TOYHBIM KPUTEPUAM B OTHOILEHMM IIJIaHA
UCCIIeIOBAHNS, 9KCIIO3NINY K BO3JIEMICTBUIO MaTepPUHCKO
Terpeccun 1 iepeMeHHbIX IoKa3sareriell cxopa. I/ HeKOTOpbIX
UCCIeJOBAaHMUII IPOBO/IM/IACH OL[€HKA IONYIALMOHHOTO
nobasounoro pucka (I1J1P).

PesynwraTsl KpurepusiM BKIodeH st B 0630p YIOBIETBOPSIIN
17 nccnepoBanmit, KOTOpble B CyMMe OXBaTbiBaimy 13 923 maper
«MaTb — pebeHok» 13 11 cTpaH. Y feTeit MaTepeii ¢ ienpeccieit

Bull World Health Organ 2011;287:607-615D | doi:10.2471/BLT.11.088187

WIU OT[E/IbHBIMY €€ CUMIITOMaMit ObUIa BbILIE BEPOSTHOCTD
noHyKeHHoIt Maccel Tena (OIL: 1,5; 95% poBepuTeIbHBIN
naTepsa, [IV1: 1,2-1,8) mm 3apep>xku pocra (OILI: 1,45 95% JIU:
1,2-1,7). IIpu cybaHannse Tpex TOHIUTIONHBIX MCCITOBAHMI
orMmeveH 6omnee cuabHbl a3 dext: O 1151 MOHIKEHHO
MAcchI Tenma cocTasysiio 2,2 (95% JV: 1,5-3,2), a st 3afiepyKKu
pocra — 2,0 (95% JIV: 1,0-3,9). Onerka IT/IP 151 HEKOTOPBIX
VICCTIEOBAHMI TTIOKa3asIa, YTO EC/IV IIONY/IALIVA IeTell B BO3pacTe
10 1 ropa coBepilieHHO He IIOfiBEP>KeHa BO3EICTBIIO CUMIITOMOB
MaTEPUHCKOM IeIIPECCUM, TO B Hell IeTell € IOHVYKEHHON MacCo
Tena UM 3a/IepKKol pocTa Ha 23-29% MeHblle.

Briop OTMeueHa KOppeALA MeXKTy MaTePUHCKOM fieripecceit
U TIOHVDKEHHOI Maccoll Te/la UM 3a/iepKKOil pocTa fieTeil B
paHHeM Bo3spacTe. [InA BBIABIEHNA MEXaHU3MOB U NPUYNH
3TOr0 HeO0OXOAMMO MpPOBefjeHEe CTPOINX MPOCIEKTUBHBIX
uccnenopannii. IIoMoub CHU3SUTD [IOMIO JIeTeN C 3aJepKKO
pOCTa U NMOHV>KEHHOJ Maccoll Telna B Pa3sBUBAMIINXCSA
CTpaHax MOTYT paHHVE BbIsIBICHNE, JIeYeHIe U IIPOPIIAKTIKA
MaTEPUHCKOMN JeNpecCui.

613



Systematic reviews
Maternal depression and child growth in developing countries

Pamela J Surkan et al.

Resumen

Depresion materna y crecimiento durante la primera infancia en los paises en vias de desarrollo: revision

sistematica y metaanalisis

Objetivo Investigar la relacion entre la depresion materna y el crecimiento
infantil en paises en vias de desarrollo a través de una revision bibliografica
sistematica y un metaanalisis.

Métodos Se realizd una blsqueda en seis bases de datos para hallar
estudios realizados en paises en vias de desarrollo sobre la depresion
materna y el crecimiento infantil que hubieran sido publicados antes de
2010. Se emplearon métodos metanaliticos y se calculd el conjunto de
oportunidades relativas (OR) del bajo peso y el retraso del crecimiento
infantil en los hijos de madres con depresion, empleando modelos de
efectos aleatorios para todos los estudios y subconjuntos de estudios
que cumplieron los estrictos criterios de disefio de estudio, exposicion
a la depresion materna y variables de resultados. Se calculd el riesgo
atribuible a la poblacion (RAP) en los estudios seleccionados.
Resultados Los criterios de inclusion se cumplieron en 17 estudios que
incluyeron a un total de 13 923 parejas de madres e hijos procedentes
de 11 paises. Los hijos de madres con depresion o sintomas depresivos

resultaron ser mas proclives a tener peso bajo (OR: 1,5; intervalo de
confianza del 95%, IC: 1,2—1,8) o un retraso del crecimiento infantil (OR:
1,4;1C del 95 %: 1,2—1,7). El subandlisis de tres estudios longitudinales
evidencio un efecto mas contundente: la OR del peso insuficiente fue de
2,2 (IC del 95%: 1,5-3,2) y para el retraso en el crecimiento infantil, 2,0
(IC del 95%: 1,0-3,9). EI RAP para los estudios seleccionados mostro
que si se mantuviera la poblacion infantil completamente al margen de
los sintomas de depresion de las madres, entre un 23% y un 29% menos
de nifos tendria bajo peso o retraso en el crecimiento infantil.
Conclusion La depresion materna se asocio al bajo peso y al retraso
en el crecimiento en la primera infancia. Es necesario realizar estudios
prospectivos rigurosos para identificar los diversos mecanismos y causas.
La deteccion temprana, el tratamiento y la prevencion de la depresion
materna podrian ayudar a reducir el retraso en el crecimiento infantil y el
peso insuficiente en los nifios de los paises en vias de desarrollo.
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