	Table S5. Quality assessment for case control studies

	
	
	Section A: Are the results of the study valid?
	Section B: What are the results?
	Section C: Will the results help locally?
	Total (out of 24)

	Paper Title
	Author 
	1. Did the study address a clearly focussed issue? 
CONSIDER: An issue can be 'focused' in terms of the population studied, whether the study tried to detect a beneficial or harmful effect, the risk factors studied 
	2. Did the authors use an appropriate method to answer their question? 
CONSIDER: Is a case control study an appropriate way of answering the question under the circumstances, did it address the study question
	3. Were the cases recruited in an acceptable way?
CONSIDER: We are looking for selection bias which might compromise validity of the findings, are the cases defined precisely, were the cases representative of a defined population (geographically and/or temporally), was there an established reliable system for selecting all the cases, are they incident or prevalent, is there something special about the cases, is the time frame of the study relevant to disease/exposure, was there a sufficient number of cases selected, was there a power calculation
	4. Were the controls selected in an acceptable way? 
CONSIDER: We are looking for selection bias which might compromise the generalisability of the findings, were the controls representative of the defined population (geographically and/or temporally), was there something special about the controls, was the non-response high, could non-respondents be different in any way, are they matched, population based or randomly selected, was there a sufficient number of controls selected
	5. Was the exposure accurately measured to minimise bias? 
CONSIDER: We are looking for measurement, recall or classification bias, was the exposure clearly defined and accurately measured, did the authors use subjective or objective measurements, do the measures truly reflect what they are supposed to measure (have they been validated), were the measurement methods similar in the cases and controls, did the study incorporate blinding where feasible, is the temporal relation correct (does the exposure of interest precede the outcome)
	6. (a) Aside from the experimental intervention, were the groups treated equally? 
CONSIDER: List the ones you think might be important, that the author may have missed, genetic, environmental, socio-economic
	6. (b) Have the authors take account of the potential confounding factors in the design and/or in their analysis?
CONSIDER: Restriction in design, and techniques e.g., modelling, stratified-, regression-, or sensitivity analysis to correct, control or adjust for confounding factors  
	7. How large was the treatment effect? 
CONSIDER: What are the bottom line results, is the analysis appropriate to the design, how strong is the association between exposure and outcome (look at the odds ratio), are the results adjusted for confounding, and might confounding still explain the association, has adjustment made a big difference to the OR
	8. How precise was the estimate of the treatment effect? 
CONSIDER: The size of the p-value, size of the confidence intervals, have the authors considered all important variables, how was the effect of subjects refusing to participate evaluated
	9. Do you believe the results? 
CONSIDER: Big effect is hard to ignore! Can it be due to chance, bias, or confounding, are the design and methods of this study sufficiently flawed to make the results unreliable, consider Bradford-Hills criteria (e.g., time sequence, dose-response gradient, strength, biological plausibility)
	10. Can the results be applied to the local population? 
CONSIDER: The subjects covered in the study could be significantly different from your population to cause concern, your local setting is likely to differ much from that of the study, can you quantify the local benefits and harms
	11. Do the results of this study fit in with other available evidence? 
CONSIDER: All the available evidence from RCT's, Systematic Reviews, Cohort Studies, and Case Control Studies as well, for consistency
	Remember: One observational study rarely provides sufficiently robust evidence to recommend changes to clinical practice or within health policy decision making. However, for certain questions observational studies provide the only evidence. Recommendations from observational studies are always stronger when supported by other evidence.
	

	Stress, postpartum depression, and anxiety in mothers of neonates admitted in the NICU: A cross-sectional hospital-based study
	Garg et al., 2023
	Y
	Y
	CT- A sample size calculation was conducted based on estimated prevalence of 10%. It is not clear to me whether they estimated prevalence of stress, postpartum depression, or anxiety. 

Also, there is no reference to indicate estimated prevalence. The authors did mention that disorders are generally not diagnosed and treated due to the constraints of time and concerns about the social acceptability of screening.
	Y- For the control group, age and socioeconomic status matched mothers of full‑term neonates in the obstetric wards for at least three days.
	Y
	Y
	N- consecutive sampling was done in a single hospital with no stratification. They did not account for confounders as they used Mann-Whitney U test (non-parametric) 
	N- statistical tests used were non-parametric (Mann–Whitney U), which do not provide an odds ratio (OR) or adjust for potential confounding
	CT- The authors did not provide confidence intervals and did not indicate how many mothers refused to participate 
	CT- It is hard to tell as the author did not randomly select participants, it was based on a single hospital setting, and there was no adjustment to confounders
	CT- The study was conducted in a single tertiary care hospital, and the authors did not describe the catchment area. This makes it difficult to determine whether the sample truly represents the broader local population. The authors argued that the characteristics of the participants are similar to those in the surrounding area (including the young age range of participants which was between 19-30) . Still, without detailed demographic or geographic information, caution should be exercised when applying the findings to a wider population. 
	CT- The author did not refer to other SR or RCTs when comparing results. The author mentioned that some of the findings related to anxiety were consistent with some studies but not others. The studies which the author compared the findings to were observational case-control or cross-sectional studies 
	
	15

	Biopsychosocial risk factors for preterm birth and postpartum emotional well-being: a case–control study on Turkish women without chronic illnesses
	Gungor et al., 2011
	Y
	Y
	CT - Convenience sampling was used, and no formal power calculation was reported. Cases were representative geographically (urban Istanbul) but possibly not nationally.
	N - Controls were women delivering term infants on the same day at the same hospital, minimizing some temporal bias. They were not randomly selected. 
	Y - Validated tools were used for exposure. Measurement methods were consistent between cases and controls. Recall bias minimized by assessing participants within 24–72 hours postpartum. Instruments had good reliability in Turkish populations.
	Y
	N - yes in other anaylses, but not for the analyses assessed in this review
	CT - effect sizes not reported
	CT - Lack of a formal discussion about non-participants could be a limitation.
	CT - Convenience sampling may introduce some bias
	CT - Caution should be taken when generalizing to rural areas or other healthcare systems where risk factors and care access may differ.
	Y
	
	15

	Postpartum psychosocial distress and late preterm delivery
	Gambina et al., 2011
	Y
	Y
	N - relatively small volunteer sample
	Y - sampled by same method as other participants 
	Y
	Y
	Y
	CT
	CT
	CT
	CT
	CT - small niche subsample
	
	17



