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Abstract

Background: One of the biggest health issues in the world, postpartum depression (PPD), can
negatively impact mothers, their babies, and their families. Unfortunately, psychological issues
have received little attention in developing nations like Ethiopia when it comes to screening,
diagnosis, and treatment.

Objective: To assess the prevalence and associated factors of postpartum depression among post
cesarean women visiting postnatal clinic at three teaching hospitals, Addis Ababa, Ethiopia.
Methods: A cross-sectional study was carried out in a hospital. A structured questionnaire
administered by an interviewer was used to gather data between January 1st, 2025, and March
31st, 2025. Depression symptoms were measured using the Edinburgh Postnatal Depression
Scale, which was locally pre-validated. SPSS version 26 was used to enter and analyse the data.
Using descriptive analysis, the prevalence of postpartum depression was determined. Bivariate
and multivariable regression analyses were employed to determine the variables associated with
postpartum depression. P-values below 0.05 will be considered significant. The 95% confidence
interval (CI) and odds ratio (OR) were computed.

Results: Postpartum depression was found to be 38% common in women who had caesarean
sections. PPD was significantly correlated with a number of factors. Compared to women aged
18-24, those aged 25-34 had a lower risk of developing PPD (AOR = 0.49, 95% CI: 0.25-0.95).
Women who were illiterate (AOR = 1.4, 95% CI. 1.29-4.59), had unintended but desired
pregnancies (AOR = 5.3, 95% CI: 1.08-26.64), were multiparous (AOR = 5.5, 95% CI: 2.82—
10.64) or grand multiparous (AOR = 5.9, 95% CI: 2.41-14.61), had mothers who gave birth to
female babies (AOR = 2.8, 95% CI: 1.74-4.65), and had low social support (AOR = 3.4, 95%
Cl: 1.15-10.28) were all associated with increased odds of PPD.

Conclusion: The high prevalence of PPD among women delivered by CS indicates the need for
routine mental health screening during the postnatal period. Special attention should be given to
women with limited education, unplanned pregnancies, high parity, gender-related stress, and
inadequate social support. Targeted interventions and integrated maternal mental health services
are essential to address this critical public health issue.

Keyword: - postpartum period, post caesarean section, women, Addis Ababa university



1.Introduction

1.1 Background

After giving birth, there could be conflicting feelings and changes in one's mental state. A
number of psychological problems, including postpartum depression (PPD), have been shown to
arise during the postpartum period. Between six and twelve weeks after giving birth, depression
episodes may begin and persist for a long time (1-2). After giving delivery, it is the most
common mental illness (3). Depression, anxiety, nausea, altered eating and sleeping patterns,
decreased libido, crying fits, anxiety, irritability, loneliness, mental instability, suicidal thoughts,
and thoughts of harming oneself or the child are just a few of the many physical and emotional
symptoms that are frequently linked to it.(1,4)

PPD has been shown to have detrimental effects on a mother's health as well as her child's
development. Anthropometry, physical health, sleep, and motor, cognitive, language, emotional,
social, and behavioural development are all part of the infant's PPD, while the mother's PPD
encompasses relationships, risky behaviours, and physical and psychological health. PPD can
also affect nursing, bonding, and the role of the mother in mother-child relationships. (7,15).
The negative consequences of PPD are particularly acute in low-income countries like Ethiopia,
where the healthcare system fails to provide for mothers with mental illness. The lack of
knowledge about postpartum depression among the general public and primary healthcare
providers is one factor contributing to this.Furthermore, women may be less inclined to seek out
the available mental health care due to the stigma associated with the illness. Reducing maternal
and under-five mortality rates—two SDGs that must be met—can be hampered by ignoring
maternal mental health concerns. (10-12). These statistics not only demonstrate the actual
prevalence of PPD in mothers, but they also emphasise how important it is to understand the
environmental factors that influence the disease. In countries with limited resources, such as
Ethiopia, where mental health professionals are in short supply, identifying the risk factors for
postpartum depression (PPD) is essential. This is because it makes it possible to closely monitor
and specifically screen for moms who are After adjusting for premorbid mental health, maternal
age, education, primiparity, and newborn medical complications, analysis of variance showed
that women who had a caesarean section or vaginal instrumental delivery had higher levels of
somatization, obsessive compulsive, anxiety, and depression symptoms, as well as overall
general distress.

With the exception of those who gave birth vaginally, women who had an unplanned caesarean
section also displayed higher levels of PTSD symptoms associated with childbirth. (Dekel, Ein-
Dor, and others, 2019). After a normal vaginal delivery (VD), women who had a caesarean
section (CS) scored significantly higher on the Edinburgh Postpartum Depression Scale (EPDS),
particularly in terms of anxiety and depression symptoms, according to the most recent study by
Zanardo et al. (2018). (Wang, Sun, and others, 2021).
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1.2 Statement of the problem

PPD is acknowledged as one of the most prevalent and incapacitating side effects of childbirth
on a global scale. with an African standpoint, the Democratic Republic of the Congo had a
disproportionately concerning burden, with half (50.4%) of mothers

About 17.2% of people worldwide suffer from postpartum depression, making it a major public
health concern (1). Due to a variety of factors, including the use of various screening tools,
reporting styles, cross-cultural variables, differences in socioeconomic environments,
perceptions of mental health and its stigma, and biological susceptibility factors, its prevalence
was actually reported to range from 0.5 to 60.8% (5-6). afflicted with PPD (13). A comparable
burden is thought to exist in Ethiopia, where PPD was detected in more than one-third (37%) of
mothers giving birth in the northeast region of the country (14).

However, it is still often underdiagnosed and undertreated in most clinical practice
(4).Additionally, postpartum depression prevalence varies by Sub-Saharan African subregion,
with Western Africa having the highest prevalence (20.2%), followed by Eastern and Southern
Africa (18.6% and 18.3%, respectively) (7). Research on the extent of PPD in Ethiopia revealed
striking heterogeneity, reflecting the inter-geographic variation observed elsewhere. With an
overall estimate of 22.9%, the prevalence of postpartum depression in the Southern countries
ranged from 12.2% to 33.8%. Researchers have suggested screening for PPD during the well-
child visit or early postnatal obstetrical visit, which are among the most frequent points of
interaction with the health care system for mothers after childbirth, in order to lessen the
potential negative effects of these fairly common psychological disturbances.
(8-9). Since maternal mental health issues are now recognised as essential components of the
bundle to achieve the Sustainable Development Goals (SDGs) of lowering the under-five
mortality rate and the maternal mortality ratio, they have recently drawn the attention of both
domestic and international researchers. (10-11).

Many studies have been carried out to identify the risk factors that contribute to PPD in various
social contexts and conditions. As a result, several risk factors for postpartum depression have
been identified, such as sociodemographic characteristics, obstetric-related factors, and social
and behavioural factors (2,12). The current study aimed to ascertain the prevalence of
postpartum depression and its contributing factors among postpartum mothers who visited the
postnatal clinic at three teaching hospitals in Addis Ababa, Ethiopia, in light of the previously
mentioned data.
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1.3 Significance of the study

In general, the current study is thought to be helpful in bringing together the body of information
about the degree of depression experienced by postpartum moms. It is hoped that the results of
this study may assist in identifying women who are susceptible to the illness. Furthermore, by
lowering the chance of long-term problems, the results may help with the early diagnosis and
treatment of PPD, which may enhance outcomes for both mothers and children. It can produce
data that ought to be incorporated into the thorough postpartum care recommendations. In
addition, the results can assist policymakers in creating context-appropriate treatments that are
helpful in managing and preventing the illness. In addition to this, it will serve as a valuable
resource for studies on postpartum depression in mothers. Furthermore, in the current study
environment, the extent of PPD is unknown, just as that of other mental disorders. Investigating
the prevalence and contributing variables of postpartum depression in postpartum women who
visit postnatal clinics at three teaching hospitals in Addis Ababa, Ethiopia, is the aim of this
study.
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2. Literature Review

2.1 Prevalence of postpartum depression

An Indian study used the EPDS scale to analyse data from 240 moms in order to determine the
prevalence of PPD in women. Out of all the mothers, 63 (26.3%) were classified as depressive
since their EPDS score was >13 (16). A second cross-sectional survey was conducted in 2019 to
estimate the prevalence of postpartum depression in Vientiane Capital, Lao People's Democratic
Republic, and identify the factors associated with the condition. With a cut-off score of 10, the
EPDS was used to measure PPD in 428 women who were 6-8 weeks postpartum. Of the women,
31.8% had probable postpartum depression, and their average age was 28.1 years (17).

At 8 weeks postpartum, 1037 women in Greece were enrolled using the EPDS. This study found
that at 8 weeks postpartum, 13.6% of women had probable depression (EPDS score > 13) (18).
On the other hand, 242 women who gave birth at Rezaie Maternal Hospital in the Afghan
province of Herat between July 11 and September 15, 2021, participated in a cross-sectional
study.

Nearly half of the participants in this biphasic study (45.5%) experienced depression in the first
phase, but less than one in three people (30.7%) had depression in the second phase (19).

From June to September 2017, 270 postpartum mothers who visited Nigerian public health
institutions participated in a facility-based cross-sectional survey. 92 women (34.6%) were
recognised as potentially depressed (using a cut-off >13) by the authors, who used the EPDS to
measure postnatal depression (20). A nested cross-sectional study was carried out in Malawi
with 636 women who were released from the maternity department due to early PPD, using a
locally validated EPDS. 3.3% of these women had severe early PPD, and 9.6% had moderate to
severe early PPD using an EPDS cut-off of > 6 (6).

228 South African mothers who had given birth to a live child within 12 weeks of the data
collection period took part in the cross-sectional study. Women with an EDPS score of 13 or
higher were 22% more likely to have PPD (21). In 2021, Daliri et al. looked into the prevalence
of PPD in women in Ghana's Bawku township (22). A study was carried out by the Yaoundé
Gyneco-Obstetric and Paediatric Hospital in Cameroon to determine the prevalence of perinatal
mental disorders in 194 expectant mothers. This study found that 45.8% of all mental illnesses
were perinatal depression (23). In another Cameroonian study, Dingana et al. found that 31.8%
of 207 postpartum women had depression (24).

Data from 238 women who visited two maternity teaching hospitals in the state of Khartoum
three months after giving birth were gathered using the EPDS. The prevalence rate was 9.2%,
according to the Sudanese authors, who used a cut-off score of >12 (12). According to the same
criteria, 129 women in a related Sudanese study had a 10.9% prevalence of PPD (25).
Between November 2019 and June 2020, 292 mothers six to eight weeks postpartum at three
health facilities in southwestern Uganda participated in a cross-sectional study. The Diagnostic
and Statistical Manual of Mental Disorders V (DSM-V) was used to make a clinical diagnosis of
postpartum depression. PPD was present in 27.1% of people overall (26).

To determine the prevalence and risk factors for postpartum depression in 380 mothers enrolled
in four basic healthcare facilities in Zoba Maekel, a similar cross-sectional study was carried out
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in Central Region Eritrea. PPD prevalence was 7.4%, according to the study's authors, who
assessed PPD using the DSM-V (27).

Between March 1 and April 30, 2018, a community-based cross-sectional survey was conducted
in rural northern Ethiopia with 232 women with newborns selected at random. 53 (22.8%) of the
women, or almost a quarter of them, had depressive symptoms (28). The study included a survey
of 308 mothers who received postpartum care at Debre Berhan Referral Hospital and health
centres for postnatal care and vaccination services. Postpartum depression was found to affect
15.6% of women (29).

In 2018, 526 postpartum mothers who had given birth within the last six weeks had a 25%
prevalence of postpartum depression, according to a community-based cross-sectional study
carried out in Gondar town, Northwest Ethiopia (30). An institution-based cross-sectional study
by Mulugeta and associates from June to July 2021 found that 37.4% of people had PPD overall
(14). Similarly, 461 postpartum women who visited public health facilities in Addis Ababa
between May 15, 2021, and July 15, 2021, participated in an institution-based cross-sectional
study. Of the women enrolled in the study, ninety-one (19.7%) experienced postpartum
depression (31).

2.2 Factors associated with postpartum depression

An Indian study that sought to identify the variables linked to PPD adoption among Indian
women showed a substantial statistical correlation between partner support and social support
(16). According to Inthaphatha et al., among the Lao population, Pregnancy depression, low
birth satisfaction, and unintended pregnancies were all associated with a higher likelihood of
postpartum depression (17).

In Greece, increased PPD symptoms were substantially correlated with preeclampsia, prenatal
hypertension, and/or lactation difficulties. Pregnancy-related sleep patterns, including snoring
and sleep deprivation, as well as breastfeeding for less than two months, were substantially
linked to an increased risk of PPD. Additionally, the EPDS score was linked to a few other
difficulties, including unintended pregnancies and hospitalisations during pregnancy; however,
these correlations were explained by the mother's sociodemographic traits (18).

Furthermore, the aforementioned Nigerian study found that the onset of depression symptoms in
postpartum women was correlated with the mother's economic level and having a younger
mother (20). In Malawi, it was shown that while live birth result, being single as opposed to
divorced or widowed, and having less schooling were linked to lower risk, maternal anaemia at
birth was linked to an elevated risk for moderate and/or severe early PPD. Additionally, only
having HIV was linked to severe PPD in this study (6).

According to the South African authors, women who had babies older than six weeks and those
who lived in lower-income households had a higher chance of having PPD. Once more, they
noted that experiencing partner or spouse violence, along with a stressful life event, increased the
likelihood of getting PPD. On the other hand, it was shown that social support and support from
a spouse or partner decreased the likelihood of developing PPD (21).

Furthermore, the Sudanese authors demonstrated that while characteristics like older moms,
exclusive breastfeeding, and regular prenatal vitamins throughout pregnancy reduce the
likelihood of PPD, a history of violence exacerbated the development of PPD (12). However,
Cameroonian scientists discovered a strong correlation between the lack of social support and
depression and extreme anxiety prior to delivery (23). Similarly, Dingana et al. found that
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gender-based violence, male babies, and financial stress were all distinct psychosocial factors
associated with PPD. Additionally, they found a link between PPD and psycho-clinical factors
like a history of depression in the past and a family history of mental illness (24).
In Uganda, PPD was linked to obstetrical difficulties, excessive newborn crying, HIV positive
status, rural living, and low perceived social support (26). Maternal occupation, economic status,
lack of partner support, unplanned pregnancy, postpartum maternal illness, and residence were
found to be statistically significantly associated with postpartum depression in the
aforementioned Eritrean study (27).

According to an investigation conducted from an Ethiopian viewpoint, maternal PPD was found
to be substantially linked with baby underweight, infant acute respiratory infection, and family
food insecurity (28). Mulugeta et al. found that PPD was more common in women who
experienced intimate partner abuse, had trouble nursing their babies, or had a family history of
mental illness (14). Asaye showed that a history of abortion, birth weight less than 2.5 kg,
gestational age less than 36 weeks, unplanned pregnancy, a family history of mental illness, and
the lack of prenatal and postnatal visits were all significantly associated with postpartum
depression (30).

Another Ethiopian study found that PPD was influenced by the child's sex, history of child loss,
unexpected pregnancy, negative life events, substance use during pregnancy, history of
depression, marital satisfaction, income management, occupational status, and marital status
(31). Wubetu et al. discovered in their study that postpartum depression was significantly
associated with being widowed or widowed, having a child in the hospital at the moment, having
little social support, and losing a close relative or cousin (29).

15



2.3 Conceptual framework

After reviewing relevant literature (6,20,24,32—-34), the principal investigator created this
conceptual framework especially for the study for which it was intended. The framework is
thought to support the study's goal of identifying factors that may influence postpartum women's

development of depression.

Obstetric related factors:
pregnancy goal, miscarriage
history, parity, delivery method,
birth weight, GA at delivery, N
overall health, and baby's sex

Presence of
postpartum
depression

Behavioral factors: history of
substance abuse, past depressive
episodes

Socio-demographic data:
monthly income, age, work
status, religion, ethnicity,
marital satisfaction, and the
baby's preferred sex

y i

Psychosocial factors: history of
social support and violence against
intimate partners

Figure 1. Factors potentially associated with postpartum depression among women
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3. Objectives

3.1General objective

> Assessment of the prevalence of postpartum depression among post cesarean delivery
women visiting postnatal clinic at the three teaching hospitals of Addis Ababa University

3.2Specific objectives

v' To determine how common postpartum depression is among women who have had
caesarean deliveries and are visiting the postnatal clinic at the three teaching hospitals
connected to Addis Ababa University

v" To determine the factors linked to postpartum depression in women who have had
caesarean deliveries and are visiting the postnatal clinic at Addis Ababa University's
three teaching

17



4. Methods

4.1 Study area and period

The hospital receives patients from all over the country. It has more than 700 beds. The
obstetrics and gynaecology department has one ANC, one labour ward, two inpatient wards, and
a standard gynaecologic clinic. ZMH and GMH are renowned public hospitals in Addis Ababa
that serve as teaching hospitals affiliated with Addis Ababa University College of Health
Sciences.

The Tikur Anbesa Specialised Hospital (TASH), Zewditu Memorial Hospital (ZMH), and
Ghandi Memorial Hospital (GMH), three teaching hospitals affiliated with the obstetrics and
gynaecology department of Addis Ababa University College of Health Sciences, located in
Addis Ababa, Ethiopia's capital, served as the study's sites from November 1, 2024, to February
28, 2025. TASH, Ethiopia's largest teaching and referral hospital, is situated in the nation's
capital.

4.2 Study design
A cross-sectional study design based in a hospital was used.

4.3 Population

4.3.1 Source population
All mothers who came for postnatal follow at three teaching hospitals, in Addis Ababa, Ethiopia

4.3.2 Study population

After giving birth by caesarean section, mothers who fulfilled the inclusion requirements and
were selected using the recommended sampling technique for postnatal follow-up at three
teaching hospitals in Addis Ababa, Ethiopia

4.4 Eligibility criteria

4.4.1 Inclusion criteria

- Women who visit the postpartum clinic at one week after giving birth
- Women who are not critically ill by other comorbid disease.

-women who gave birth by cesarean section

4.4.2 Exclusion criteria
- Women who had major life crises after giving birth

-Women with severe communication disorders brought on by illnesses
- Women who were diagnosed with major depressive disorder
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4.5 Sample size determination

The sample size for the study was determined using a single population proportion formula.
Based on a prior study carried out in Northeast Ethiopia, the sample size is determined by
assuming that the prevalence of PPD in postpartum women is 37.4%, accounting for a 10%
nonresponse rate, a 5% margin of error, and a 95% confidence level (14).

_z’p(1-p)
n-=——mem-—
82
n = the required sample size
p = the proportion of PPD in postpartum women — 37.4 %
Z,» = the critical value at 95% confidence level = 1.96
e = precision (margin of error) = 5%

Accordingly,
_ (1.96)% % 0.374(1 — 0.374)
" 0.052
_ (1.96)% % 0.374(0.626)
ne 0.052
n = 360

Therefore, when the calculated sample size is increased by 10% to account for the non-response
rate, the final sample size required for this study is 396.

4.6 Sampling procedure

During the study period, an estimated 1350 mothers will visit the postnatal clinic at the study
hospitals. Therefore, a systematic random sampling technique was used to recruit individual
participants, with k being 3.5 (=1350/396) after the first patient was chosen at random using a
lottery method, because the total required sample size is 396.

4.7 Data collection tools and techniques

Data was collected through in-person interviews using a structured, pre-tested data collection
questionnaire. A validated questionnaire in Amharic was used to collect data. The tool was
adapted from previous, related research and includes closed-ended questions specifically
designed for the study.

The questionnaire, which aims to evaluate sociodemographic characteristics, obstetric items, and
individual factors among study participants, was created by reviewing pertinent related studies
(6,20,24,32-34). Importantly, it incorporates the Edinburgh Postnatal Depression Scale (EPDS),
the  most  popular  depression  screening tool in  perinatal care  (15).
Raw scores on the EPDS, a ten-item self-report questionnaire, range from 0 to 30. Every
question receives a score ranging from 0 to 3. Items 1, 2, and 4 receive scores of 0, 1, 2, or 3,
with the top answer proposal receiving a score of 0 and the bottom answer proposal receiving a
score of 3. On the other hand, items 3, 5, and 10 are scored in reverse order, so the best answer
proposal scores 3 and the worst answer proposal scores 0 (35, 36).

In the Ethiopian context, a cut-off of "8" is recommended in the literature for "possible
depression” (37) and is used in this study.

Three certified medical personnel were recruited and trained in the data collection procedure. To
familiarize supervisors and data collectors with the data collection tool, interview technique,
eligible study subjects, sampling techniques, and ethical considerations, the investigator
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conducted a two-day training session. Prior to gathering any data, interviewers obtained the
written informed consent of study participants.

4.8 Variables in the study

4.8.1 Dependent variable
e Postpartum depression

4.8.2 Independent variables

Sociodemographic traits, such as age, marital satisfaction, work status, and monthly income

e Obstetric-related factors, including the baby's sex, general health, parity, history of
miscarriages, and intention of pregnancy

e Behavioural elements like past substance abuse and depressive episodes

e Psychosocial factors: these comprise social support (both practical and emotional) and

intimate partner violence (IPV).

4.8 Operational definition

e Postpartum period — is set to represent the first six weeks after the baby was delivered

e Postpartum depression - According to the EPDS, postpartum depression is defined as a
psychological disturbance in the mother (total score > 8 out of the total score) (37).

e Social support: The 14-point Oslo Social Support Scale defines social support as a
psychosocial resource that is accessible within the framework of one's social network and
interpersonal relationships. Patients will be categorised as having strong social support if
their score is between 12 and 14, as having moderate social support if their score is
between 9 and 11, and as having poor social support if their score is between 3 and 8
(38).

4.10 Data quality management
To ensure the quality of the data, the data collectors were given a quick training on the principles
of the data collection tool and ethical considerations prior to the actual data collection process.

The principal investigator and the data collectors maintained strict supervision throughout the
data collection process, and they double-checked the questionnaire every day for accuracy and
consistency. The questionnaire was pretested using 5% of the estimated sample size. Pretesting
was done for word ambiguity, average interview length, sensitivity of questions, appropriateness
of language, and comprehensibility. Based on the feedback received after this process, the tool
was finalized and modified.

4.11 Data analysis and interpretation

With the Statistical Package for Social Science (SPSS) version 26, data entry, coding, cleaning,
and statistical analysis were completed. Frequency and cross tabulation were used to search for
missing variables and values. The baseline characteristics and PPD level of the participants were
determined using descriptive statistics such as mean, percentage, frequencies, and standard
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deviation. Factors influencing the outcome variable (PPD) were extracted using binary and
multiple logistic regressions.

To examine each variable's relationship to the dependent variable separately, bivariable logistic
regression analysis was employed. Variables that yielded a p-value of less than 0.25 in the binary
regression analysis were exported into a multiple logistic regression model in order to compute
the odds ratio with corresponding 95% confidence interval. Finally, the results of the study were
presented using text, figures, tables, and diagrams.
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4.12 Ethical considerations

The department of obstetrics and gynaecology at Addis Ababa University was consulted for
ethical approval prior to the actual data collection. To move forward with data collection at the
study health facility, a letter of support was sent to the head of the obstetrics and gynaecology
departments. Written informed consent was obtained and the study's purpose was fully explained
in plain language before client interviews began. Throughout the data collection process, study
participants were informed that their information would be kept confidential, anonymous, and
used only for this study. Finally, it was stated that participants who displayed depressive
symptoms during evaluation would be sent to the psychiatry unit for a possible thorough
evaluation and appropriate care.

If a participant is found to have an organized suicidal plan during the interview, it was urgently
be communicated with the treating physician and other caregivers for immediate intervention.

4.13 Dissemination of the study

When the research was finished, the findings were presented during the defence.
The TASH department of obstetrics and gynaecology will receive the study's findings.
Additionally, an attempt will be made to inform the Federal Ministry of Health about the
findings' overall picture, since the results are anticipated to be inputs to health policymakers.
Lastly, a respectable peer-reviewed journal will receive the manuscript for potential publication.
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5. Result

5.1 Sociodemographic characteristics of the study participants

There were 389 participants in this study, yielding a 98.2% response rate. With a mean age of
27.7 £ 458 years, 71% of the participants were between the ages of 25 and 34. 42.9% of the
participants were housewives, 55.5% were Orthodox, 45.5% had finished primary school, and
56.3% of households made between 5,000 and 10,000 Ethiopian Birr a month.

Table 1. The study participants' sociodemographic attributes who visiting postnatal clinic at
the three teaching hospitals of AAU, 2025.

Variable | frequency | Percent
Age in years

18-24 84 21.4
25-34 276 71
>35 29 7.5
Religion

Muslim 91 23.4
Orthodox 214 55
Catholic 24 6.2
Protestant 60 15.4
Marital status

Married 346 88.9
Unmarried 43 11.1
Education status

Unable to read and write 19 4.9
Primary 177 45.5
high school 66 17
collage and above 127 32.6
Occupation

Housewife 167 42.9
Civil servant 49 12.6
Private employed 104 26.7
Merchant 5 1.3
Daily laborer 43 11.1
Unemployed 17 4.4
Merchant 4 1.0
Household monthly income

<5000 34 8.7
5000-10000 219 56.3
10000-15000 42 10.8
>15000 94 24.2
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5.2 Behavioral characteristic of the study participants

Nine percent of study participants expressed dissatisfaction with their marital relationship, and
eight percent reported work-family conflict in the previous year. One percent of participants had
experienced the death of a family member or close relative within the previous three months, and
six participants reported having an intimate partner. 96.4% of the participants breastfed their
child, and nearly 10% of them preferred the sex of their child. Excessive baby crying was
reported by 3% of participants.

Table 2. The behavioral characteristic of the study participants

Variable | Frequency | Percent
Work-family conflict within the last 1 year

Yes 31 8
No 358 92
Do you think you are satisfied with your current marital relationship

Yes 354 91
No 35 9
History of intimate partner violence

Yes 6 1.5
No 383 98.5
Death of family member or close relative in the past 3 months

Yes 4 1
No 385 99
Desired sex of the baby

Yes 352 90.5
No 37 9.5
Breast feeding

Yes 375 96.4
No 14 3.6
Excessive baby crying

Yes 13 3.3
No 376 96.7

5.3 Health related characteristics of the study participants
0.8% (n = 3) of the study participants had a history of substance use, and only 1% had a medical

condition. Pregnancy-related illnesses affected sixteen percent of the participants, with
preeclampsia and gestational diabetes mellitus (GDM) coming next.
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Table 3. Health related characteristics of the study participants

Variable | frequency | Percent
Presence of chronic medical illness

Yes 4 1
No 385 99
History of substance use

Yes 3 0.8
No 386 99.2
Current pregnancy illness

Yes 63 16.2
No 326 83.8
Existence of pregnancy-related conditions

Yes 63 16.3
No 326 83.8
Current illness related to pregnancy (n=63)

Anemia 3 4.8
APH 13 20.6
ECLAMPSIA 2 3.2
GDM 6 9.5
Gestational Hypertensions 13 20.6
HBsAg (+) 1 1.6
Pre-eclampsia and GDM 11 17.5
Preeclampsia 12 19
RVI 2 3.2

5.4 Social support related characteristics of the study participants

The table below showed that 39.6% of the study participants had a score of moderate level

assessing social support score.

Table 4. Social support related characteristics of the study participants

Variable | Frequency

| Percent

How many individuals are you so close to that you can rely on them in the event of a serious

personal issue?

None 8 2.1
1-2 130 33.4
3-5 233 59.9
>=5 18 4.6
How much interest and concern do people show in what you do?

None 6 15
Uncertain 191 49.1
Little 18 4.6
Some 137 35.2
A lot 37 9.5
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How easy is it to get practical help from others if you should need it?

very difficult 5 1.3
Difficult 14 3.6
Possible 272 69.9
Easy 82 21.1
Very easy 16 4.1
Social support assessing score

Poor 201 51.7
Moderate 154 39.6
Strong 34 8.7

5.5 Obstetric related characteristics of the study participants

39.6% of the participants had their first pregnancy, 29.6% had a history of abortion, and 3% of
the pregnancies were unintended and unsupported. Every participant had a caesarean section, and
44.2% of the babies were born between 39 and 40+6 weeks gestation, and 88.4% of the babies

had normal birth weights.
Table 5. Obstetric related characteristics of the study participants

Variable | frequency | Percent
Intention of the pregnancy

wanted and planned 366 94.1
unwanted and unplanned 12 3.1
wanted but unplanned 11 2.8
History of abortion or miscarriage

Yes 115 29.6
No 274 70.4
Parity

Primigravida 154 39.6
Primiparous 200 51.4
Multiparous 35 9
Mode of delivery

CS | 389 | 100
General health of the baby

Poor 6 1.5
Good 383 98.5
Sex of the infant

Male 218 56
Female 171 44
Baby birth weight

<2500 27 6.9
2500-3999 344 88.4
>4000 18 4.6
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Gestational age at delivery

<37 31 8.0
37-38" 99 25.4
39-40*° 172 44.2
41-41%° 61 15.7
>42 26 6.7

5.5 The postpartum depression related characteristics of the study participants
According to the study's findings, 38% of women experienced postpartum depression, whereas

62% did not, as the figure below illustrates.

The prevalence of postpartum depression

146, 38%
B Yes

H No

243, 62%

'Figure 2. The prevalence of postnatal depression among postnatal women in the three teaching
hospitals of AAU, Ethiopia.

In reference to the particular depression assessment instruments, 67.6% of the research
participants consistently find the humorous side of things. Sixty-nine percent of study
participants occasionally felt anxious or worried for no apparent reason, and seventy-one percent
never placed needless blame on themselves when things went wrong. Sixty-six percent of study
participants reported feeling uneasy or afraid for no apparent reason, and 1.8% reported having
suicidal thoughts on occasion.

Table 4. the study participants response characteristics on postnatal depression.

Variable Response Frequency | Percent
I have been able to Not at all 4 1
laugh and see the funny | Definitely not so much now 18 4.6
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side of things Not quite so much now 104 26.7
As much as | always could 263 67.6
I have looked forward | Hardly at all 5 1.3
with enjoyment to Definitely less than | used to 19 4.9
things Rather less than | used to 78 20.1
As much as | ever used 287 73.8
I have blamed myself No, never 276 71
unnecessarily when Not very often 86 22.1
things went wrong Some of the time 27 6.9
I have been anxious or | No, not at all 273 70.2
worried for no good Hardly ever 82 21.1
reason Sometimes 27 6.9
Very often 7 1.8
I have felt scared or Not at all 258 66.3
panicky for no very Not much 101 26
good reason Sometimes 23 5.9
Quite a lot 7 1.8
Things have been No, I have been coping as well as ever 250 64.3
getting on top of me No, most of the time | have coped quite well 105 27
Yes, sometimes [ haven’t been coping as well as usual | 23 5.9
Yes, most of the time I haven’t been able to cope atall | 11 2.8
I have been so unhappy | Not at all 248 63.8
that | have had Not very often 107 27.5
difficulty sleeping Sometimes 27 6.9
Most of the times 7 1.8
I have felt sad or Not at all 264 67.9
miserable Not very often 106 27.2
Quite often 12 3.1
Most of the time 7 1.8
I have been so unhappy | Never 316 81.2
that | have been crying | Occasionally 61 15.7
Quite often 5 1.3
Most of the time 7 1.8
The thought of harming | Never 366 94.1
myself has occurred to | Hardly ever 13 3.3
me Sometimes 7 1.8
Quite often 3 0.8

5.6 The determinant factor of postpartum depression

Based on bivariate logistic regression analysis, this study found that among women who gave
birth by caesarean section, postpartum depression was associated with education level, income,
desired sex of the baby, intention for pregnancy, parity, sex of the baby, and social support score.
According to the results of the multivariate logistic regression, mothers aged 25-34 years were
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51% less likely to experience postpartum depression than mothers aged 18-24 years (AOR=0.49,
95%CI=0.25, 0.95), and mothers who were illiterate were 1.4 times more likely to experience
postpartum depression than mothers with college degrees and higher (AOR=1.4, 95%CI=1.29,
4.59).

study participants whose intention of pregnancy of wanted but unplanned were 5.3 times increase
its postpartum depression compared to those of pregnancy intention of planned and supported
(AOR=5.3, 95%CI1=1.08, 26.64). Study participants of multiparous were 5.5times increase its
postpartum depression (AOR=5.5, 95%CI1=2.82, 10.64) and grand multiparous were 5.9 times
increase its postpartum depression (AOR=5.9, 95%CI1=2.41, 14.61). the odds of delivered female
baby were 2.8times increase postpartum depression (AOR=2.8, 95%CI=1.74, 4.65) and the odds
of having poor social support were 3.4times increase its postpartum depression compared to
those of having strong social support (AOR=3.4, 95%CI=1.15, 10.28).

Table 5. The bivariate and multivariate logistic regression of association between independent
variable and postpartum depression among postpartum women in the three teaching hospitals of
AAU, 2025.

Variable Postpartum p- COR with P- AOR with 95%ClI
depression value | 95%ClI value
Yes | No
Age in years
18-24 32 52 1 1
25-34 99 177 0.711 | 0.91(0.55, 1.50) | 0.036 | 0.49(0.25, 0.95)
>35 15 14 0.202 | 1.7(0.74,4.08) |0.116 | 0.42(0.15, 1.23)
Education
Iliterate 11 8 0.009 |3.8(1.39,10.14) | 0.046 | 1.4(1.29, 4.58)
Primary 69 108 0.027 | 1.7(1.06,2.87) |0.932 |0.97(0.50, 1.88)
high school 32 34 0.003 | 2.6(1.38,4.79) |0.351 | 1.4(0.66, 3.12)
collage and above 34 93 1 1
House hold monthly income
<5000 17 17 0.049 |2.2(1.01,4.99) |0.590 | 1.3(0.48, 3.65)
5000-10000 88 131 0.119 |1.5(0.90,2.52) |0.117 | 1.7(0.88, 3.19)
10000-15000 12 30 0.789 |0.89(0.40, 1.99) | 0.231 | 0.56(0.22, 1.44)
>15000 29 65 1 1
Satisfied with the current marital relation ship
Yes 128 | 226 1 1
no 18 17 0.079 |1.9(0.93,3.76) |0.694 | 1.2(0.47, 3.09)
Desired sex of the baby
Yes 126 | 226 1 1
no 20 17 0.032 | 2.1(1.07,4.18) |0.177 | 1.9(0.74, 4.99)
Intention of the pregnancy
wanted and planned 131 | 235 1 1
unwanted and unplanned | 7 5 0.122 | 2.5(0.78,8.07) | 0.156 | 2.8(0.68, 11.58)
wanted but unplanned 8 3 0.022 | 4.8(1.25,18.34) | 0.040 | 5.3(1.08, 26.64)
Parity
One 33 121 1 1
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Two-four 94 106 0.000 | 3.3(2.02,5.23) | 0.000 | 5.5(2.82, 10.64)
Five and above 19 16 0.000 |4.4(2.02,9.39) |0.000 |5.9(2.41,14.61)
Sex of the baby

Female 84 87 0.000 | 2.4(1.59,3.69) |0.000 | 2.8(1.74, 4.65)
male 62 156 1 1

Social support

Poor 75 126 0.031 |2.8(1.09,7.02) |0.027 | 3.4(1.15,10.28)
Moderate 65 89 0.010 | 3.4(1.33,8.71) |0.120 | 2.5(0.78, 8.04)
Strong 6 28 1 1

6 Discussion

In this study, 38% of women who gave birth by caesarean section (CS) had postnatal depression.
This conclusion is in close agreement with research conducted by Mulugeta and colleagues
(37.4%) and from Nigeria (34.6%) (20) (14). suggesting that the prevalence of postpartum
depression is similar in other contexts.

The prevalence found in this study, however, is significantly higher than that found in a number
of other nations and regions, such as India (26.3%) (16), Vientiane Capital, Lao People's
Democratic Republic (31.8%) (17), Greece (13.6%) (18), South Africa (21), Cameroon (31.8%)
(24), maternity teaching hospitals in Khartoum state (9.2%) (12), Uganda (27.1%) (26), Central
Region Eritrea (7.4%) (27), northern Ethiopia (28), Debre Berhan Referral Hospital and health
centres (15.6%) (29), Gondar town, Northwest Ethiopia (25%) (30), and Addis Ababa (19.7%)
(31). This discrepancy can be the result of variations in study methods, screening instruments,
healthcare systems, and social elements. In contrast to the results from Rezaie Maternal Hospital
in Herat province, Afghanistan (19), Cameroon (45.8%), the prevalence in this study was lower
(23). These discrepancies may result from inequalities in healthcare access, economic standing,
or maternal support networks.

According to this study, women between the ages of 25 and 34 were 51% less likely than those
between the ages of 18 and 24 to experience postpartum depression (AOR = 0.49, 95% CI: 0.25-
0.95). A study among Sudanese women (12) supports this finding and found that younger moms
were more likely to have postpartum depression. This could be because younger mothers are
more likely to have less life experience, be less emotionally mature, and have less social or
financial support, all of which can make them more susceptible to postpartum depression.

According to the study, moms who were illiterate were 1.4 times more likely to experience
postpartum depression than mothers who had completed college or more (AOR = 1.4, 95% CI:
1.29-4.59). This result is in line with a Malawian study (6) that found a robust correlation
between a higher risk of postpartum depression and lower educational attainment. This can be
the result of low educational attainment, which can restrict access to health information, lower
mental health awareness, and make it more difficult to get appropriate care or assistance.
Furthermore, low self-esteem, poor health-seeking behaviour, and socioeconomic deprivation are
frequently associated with illiteracy. They could all have a role in postpartum depression
development.
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Participants in this study who had unplanned but desired pregnancies were 5.3 times more likely
to experience postpartum depression than those who had both planned and supported pregnancies
(AOR =5.3, 95% CI: 1.08-26.64). This result is consistent with other research done among the
Lao people (17), Greeks (18), Eritreans (27), and Mulugeta et al. (2014). This could be because
unintended pregnancies, even when they are desired, can bring about logistical, emotional, and
financial stressors that can be too much for a mother to handle during the postpartum phase.
According to this study, compared to primiparous women, multiparous women had a 5.5-fold
higher risk of postpartum depression (AOR = 5.5, 95% CI. 2.82-10.64), and grand multiparous
women were even more at risk, with a 5.9-fold higher chance of postpartum depression (AOR =
5.9, 95% CI. 2.41-14.61). This result is consistent with Wubetu et al.'s work (29). Multiple
caring obligations, financial pressure, a lack of social support, or problems from prior
pregnancies and deliveries could all contribute to multiparous and grand multiparous women's
increased risk. These women may also struggle to balance their responsibilities as mothers and
housewives, which can lead to psychological distress in the postpartum period. They may also
have less time for self-care.

According to the study, women who gave birth to a girl were 2.8 times more likely to experience
postpartum depression than women who gave birth to a boy (AOR = 2.8, 95% CI. 1.74-4.65).
This result is consistent with research done in Ethiopia (31). Due to customs around inheritance
and traditional beliefs, there may be a preference for male offspring in various cultural situations.
Because of this, giving birth to a girl may result in dissatisfaction, pressure from family, or less
support from partners or family, all of which might make the mother more susceptible to
postpartum depression.

According to this study, postpartum depression was 3.4 times more common in women with
little social support than in those with high social support (AOR = 3.4, 95% ClI: 1.15-10.28).
This result is consistent with earlier research from India (16), Cameroon (23), Uganda (26), and
the previously mentioned Eritrea (27). In the emotionally and physically taxing postpartum
phase, social support—whether from partners, family, or the community—acts as a buffer.
Without this kind of support, women may feel alone, overburdened, or incapable of handling the
responsibilities of caring for a newborn, all of which can greatly raise their risk of developing
depression.
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7. Conclusion

A significant public health concern was raised by this study's finding that 38% of women who
gave birth by caesarean section had postnatal depression (PPD). Significant correlations were
found between a number of parameters and higher probabilities of PPD. Compared to women
aged 18-24, those aged 25-34 had a lower risk of developing PPD. On the other hand, high
parity (both multiparous and grand multiparous), illiteracy, unwanted yet desired pregnancies,
giving birth to a girl, and having little social support were all linked to an increased risk of
postpartum depression.

8. Recommendation

In light of the study's findings, the following suggestions are put up to lessen the incidence and
consequences of postpartum depression (PPD), especially for women who give birth by
caesarean section:

» Strengthen antenatal and postnatal counseling services with a focus on mental health
awareness, emotional support, and early detection of depressive symptoms.

» Expand access to education for girls and women, as higher educational attainment is
associated with lower risk of PPD. Health education campaigns should also target illiterate
mothers to improve awareness and coping strategies.

» Encourage planned and supported pregnancies through effective family planning services,
preconception counseling, and male partner involvement.

» Mobilize community and family-based support systems to provide emotional, physical, and
financial assistance to postpartum women, particularly those with limited support.

» Conduct awareness programs to challenge and reduce gender-based stigma and societal

pressure surrounding the birth of female children, which can contribute to maternal stress and

depression.

9. Limitation

Hospital-based design limits generalizability to the community

Cross-sectional nature cannot establish cause—effect

Timing of assessment may miss some cases

YV V

32



References

1.

10.

11.

12.

Wang Z, Liu J, Shuai H, Cai Z, Fu X, Liu Y, et al. Mapping global prevalence of
depression among postpartum women. Transl Psychiatry. 2021;11(1):1-24.

Tolossa T, Fetensa G, Yilma MT, Abadiga M, Wakuma B, Besho M, et al. Postpartum
depression and associated factors among postpartum women in Ethiopia: A systematic
review and meta-analysis, 2020. VVol. 41, Public Health Reviews. Public Health Reviews;
2020. p. 1-20.

Xayyabouapha A, Sychareun V, Quyen BTT, Thikeo M, Durham J. Prevalence and Risk
Factors Associated With Postpartum Depressive Symptoms Among Women in Vientiane
Capital, Lao PDR. Front Public Heal. 2022;10(May):1-7.

Stewart DE, Vigod SN. Postpartum depression: Pathophysiology, treatment, and emerging
therapeutics. Annu Rev Med. 2019;70:183-96.

Halbreich U, Karkun S. Cross-cultural and social diversity of prevalence of postpartum
depression and depressive symptoms. J Affect Disord. 2006;91(2—-3):97-111.

Moya E, Mzembe G, Mwambinga M, Truwah Z, Harding R, Ataide R, et al. Prevalence of
early postpartum depression and associated risk factors among selected women in
southern Malawi: a nested observational study. BMC Pregnancy Childbirth.
2023;23(1):1-12.

Woldeyohannes D, Tekalegn Y, Sahiledengle B, Ermias D, Ejajo T, Mwanri L. Effect of
postpartum depression on exclusive breast-feeding practices in sub-Saharan Africa
countries: a systematic review and meta-analysis. BMC Pregnancy Childbirth.
2021;21(1):1-10.

Sit DKY, Wisner KL. Identification of postpartum depression [Internet]. Vol. 52, Clinical
Obstetrics and Gynecology. 2009. p. 456-68. Available from:
https://journals.lww.com/00003081-200909000-00018.

Fitelson E, Kim S, Baker AS, Leight K. Treatment of postpartum depression: Clinical,
psychological and pharmacological options. Int J Womens Health. 2011;3(1):1-14.

Nnamuchi O. Millennium Development Goal 5, Human Rights, and Maternal Health in
Africa: Possibilities, Constraints, and Future Prospects. Ann Heal Law [Internet].
2014;23(1):92. Available from: https://lawecommons.luc.edu/annals/vol23/iss1/6.

Ajayi K V., Wachira E, Bolarinwa OA, Suleman BD. Maternal mental health in Africa
during the COVID-19 pandemic: A neglected global health issue. Epidemiol Health.
2021;43:1-6.

Khalifa DS, Glavin K, Bjertness E, Lien L. Postnatal depression among Sudanese women:
Prevalence and validation of the Edinburgh Postnatal depression scale at 3 months
postpartum. Int J Womens Health. 2015;7:677-84.

33



13.

14.

15.

16.

17.

18.

19.

20.

21.

22.

23.

Imbula Essam B, Okitundu Luwa EA, Mampunza Ma-Miezi S. Prévalence et facteurs de
risque de la dépression maternelle postnatale a Kinshasa [Postpartum depression in
Kinshasa (DR Congo): prevalence and risk factors]. Med Sante Trop. 2012 Oct-
Dec;22(4):379-84. French. doi: 10.1684/mst.2012.0087. PMID: 23392628.

Mulugeta Y, Mohammed AA, Ibrahim IM, Getachew G, Ahmed KY. Postpartum
depression and associated factors in Afar Region, northeast Ethiopia. Heliyon.
2023;9(9):e19914.https://www.researchgate.net/publication/373721445 Postpartum_depr
ession_and_associated_factors_in_Afar_Region_northeast_Ethiopia

Slomian J, Honvo G, Emonts P, Reginster J-Y, Bruyere O. Consequences of maternal
postpartum depression: A systematic review of maternal and infant outcomes. Women’s
Heal [Internet]. 2019 Jan 29;15(1):174550651984404. Available from:
https://linkinghub.elsevier.com/retrieve/pii/S0165032713001730

Lanjewar S, Nimkar S, Jungari S. Depressed Motherhood: Prevalence and Covariates of
Maternal Postpartum Depression among Urban Mothers in India. Asian J Psychiatr
[Internet]. 2021;57(July 2020):102567. Available from:
https://doi.org/10.1016/j.ajp.2021.102567

Inthaphatha S, Yamamoto E, Louangpradith V, Takahashi Y, Phengsavanh A, Kariya T, et
al. Factors associated with postpartum depression among women in Vientiane Capital,

Lao People’s Democratic Republic: A cross-sectional study. PLoS One [Internet].
2020;15(12 December):1-15. Available from:
http://dx.doi.org/10.1371/journal.pone.0243463

Koutra K, Vassilaki M, Georgiou V, Koutis A, Bitsios P, Kogevinas M, et al. Pregnancy,
perinatal and postpartum complications as determinants of postpartum depression: The
Rhea mother-child cohort in Crete, Greece. Epidemiol Psychiatr Sci. 2018;27(3):244-55.

Sharifzade K, Padhi BK, Manna S, Ojha K, Farzan NA, Neyazi A. Prevalence and
associated factors of postpartum depression among Afghan women: A phase-wise cross-
sectional study in Rezaie maternal hospital in Herat province. Razi Int Med J.
2022;2(2):63-70.

Adeyemo EO, Oluwole EO, Kanma-Okafor OJ, Izuka OM, Odeyemi KA. Prevalence and
predictors of postpartum depression among postnatal women in lagos, Nigeria. Afr Health
Sci. 2020;20(4):1943-54.

Modjadji P, Mokwena K. Postnatal Depression Screening among Postpartum Women
Attending Postnatal Care at Selected Community Health Centres Situated in the Nkangala
District of South Africa. Open Public Health J. 2020;13(1):696-704.

Daliri DB, Afaya A, Afaya RA, Abagye N. Postpartum depression: The prevalence and
associated factors among women attending postnatal clinics in the Bawku municipality,
Upper East Region of Ghana. Psychiatry Clin Neurosci Reports. 2023;2(3):1-10.

Djatche Miafo J, Woks NIE, Nzebou D, Tchaptchet I, Delene ST, Kegha Tchidje O, et al.
Epidemiological profile of perinatal mental disorders at a tertiary hospital in Yaoundé-

34



24,

25.

26.

27.

28.

29.

30.

31.

32.

33.

34.

35.

Cameroon. Front Glob Women’s Heal. 2023;4(February): 1-10.

Dingana TN, Ngasa SN, Ngasa NC, Tchouda LAS, Abanda C, Sanji EW, et al. Prevalence
and factors associated with post-partum depression in a rural area of Cameroon: a cross-
sectional study. Pan Afr Med J. 2022;42.

Mabyoue MOE. Prevalence of Post-partum Depression among Sudanese Women Using
Edinburgh Postnatal Depression Scale (EPDS) in Two Major Delivery Hospitals in
Khartoum State. Sudan J Med Sci. 2020;15(4):355-70.

Atuhaire C, Rukundo GZ, Nambozi G, Ngonzi J, Atwine D, Cumber SN, et al. Prevalence
of postpartum depression and associated factors among women in Mbarara and Rwampara
districts of south-western Uganda. BMC Pregnancy Childbirth [Internet]. 2021;21(1):1-
12. Available from: https://doi.org/10.1186/512884-021-03967-3

Gebregziabher NK, Netsereab TB, Fessaha YG, Alaza FA, Ghebrehiwet NK, Sium AH.
Prevalence and associated factors of postpartum depression among postpartum mothers in
central region, Eritrea: a health facility based survey. BMC Public Health. 2020;20(1):1—
10.

Anato A, Baye K, Stoecker B. Determinants of depressive symptoms among postpartum
mothers: a cross-sectional study in Ethiopia. BMJ Open. 2022;12(9).

Wubetu AD, Engidaw NA, Gizachew KD. Prevalence of postpartum depression and
associated factors among postnatal care attendees in Debre Berhan, Ethiopia, 2018. BMC
Pregnancy Childbirth. 2020;20(1):1-9.

Asaye MM, Muche HA, Zelalem ED. Prevalence and Predictors of Postpartum
Depression: Northwest Ethiopia. Psychiatry J. 2020;2020:1-9.

Wake GE, Fitie GW, Ashenafi B, Tadese M, Tessema SD. Magnitude and Determinant
Factors of Postpartum Depression Among Mothers Attending Their Postnatal and
Vaccination Services at Public Health Institutions of Addis Ababa, Ethiopia. Front Public
Heal. 2022;10(May).

Bisetegn TA, Mihretie G, Muche T. Prevalence and predictors of depression among
pregnant women in debretabor town, northwest Ethiopia. PLoS One. 2016;11(9):1-10.

Adhikari N, Shrestha B, Chand B, Basel P. Prevalence and Factors Associated with
Postpartum Depression among Mothers Visiting Immunization Clinic at Birendranagar
Municipality, Surkhet, Nepal. Kathmandu Univ Med J. 2022;20(2):166-70.

Sefogah PE, Samba A, Mumuni K, Kudzi W. Prevalence and key predictors of perinatal
depression among postpartum women in Ghana. Int J Gynecol Obstet. 2020;149(2):203—
10.

Levis B, Negeri Z, Sun Y, Benedetti A, Thombs BD. Accuracy of the Edinburgh Postnatal
Depression Scale (EPDS) for screening to detect major depression among pregnant and
postpartum women: Systematic review and meta-analysis of individual participant data.
Vol. 371, The BMJ. 2020. 36. Tsai AC, Scott JA, Hung KJ, Zhu JQ, Matthews LT.

35



Reliability and Validity of Instruments for Assessing Perinatal Depression in African
Settings : Systematic Review and Meta-Analysis. 2013;8(12):1-12.

37. Tesfaye M, Hanlon C, Wondimagegn D, Alem A. Detecting postnatal common mental
disorders in Addis Ababa , Ethiopia: Validation of the Edinburgh Postnatal Depression
Scale and Kessler Scales. J Affect Disord [Internet]. 2009; Awvailable from:
http://dx.doi.org/10.1016/j.jad.2009.06.020

38. Kocalevent RD, Berg L, Beutel ME, Hinz A, Zenger M, Harter M, Nater U, Brahler E.
Social support in the general population: standardization of the Oslo social support scale (OSSS-
3). BMC Psychol. 2018 Jul 17;6(1):31. doi: 10.1186/s40359-018-0249-9. PMID: 30016997;
PMCID: PMC6050647

39. Dekel, S., et al. (2019). "Delivery mode is associated with maternal mental health following
childbirth.” Archives of women's mental health 22: 817-824.

40. Sun, L., et al. (2021). "Association between mode of delivery and postpartum depression: A
systematic review and network meta-analysis.” Australian & New Zealand Journal of Psychiatry
55(6): 588-601.

36



Annexes

Annex 1: Participants' information sheet

Is my name. Dr. Zebiba Ashenafi is conducting research for the
Department of Obstetrics and Gynaecology at Addis Ababa University in order to partially fulfil
the requirements for a Speciality Certificate in Obstetrics and Gynaecology, and | am working as
a data collector for this study.

This study aims to assess the prevalence and associated factors of postpartum depression among
women who will gave birth by cesarean section visiting postnatal clinic at the three teaching
hospitals of Addis Ababa university. Regarding the questions, we would appreciate your candid
opinion.

Procedure: We are inviting you to participate in this study in order to determine the prevalence
and contributing factors of postpartum depression among women who had caesarean sections.
You must comprehend our project and sign to indicate your willingness to participate. After that,
the data collectors will ask you to respond.

Risk and/or Discomfort: You might experience some discomfort from taking part in this
research project, especially if you feel like you're wasting your time (roughly fifty minutes).
There is very little risk involved in taking part in this study.

Benefits: Although you might not directly benefit from taking part in this study, your
involvement will probably aid in our evaluation of the prevalence and contributing factors of
postpartum depression in women.

Incentives: There won't be any compensation for your participation in this project.
Confidentiality and Anonymity: We will maintain the confidentiality of the data we gather for
this study. The study will store the information that was gathered about you in a file that will be
assigned a code number instead of your name. Only the principal investigator will be able to
determine which number corresponds to which name, and this information will be kept under
strict confidentiality.

Right to Refuse or Withdraw: You are completely free to decline to take part in this study (you
can choose not to answer some or all of the questions). If you choose not to, it will not have an
impact on the medical care you receive at any medical facilities. Additionally, you are free to
leave this study whenever you want, without compromising your rights as a facility client.
Persons to contact: You can get in touch and ask questions whenever you'd like.

Dr Zebiba Ashenafi: phone number: +251927720712
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Annex 2: Consent form

Annex 2.1: Consent form in English

I, the undersigned, have read and comprehended that determining the prevalence and
contributing factors of PPD is the aim of this specific research project. The information |
provided will be used exclusively for this study, and both my identity and the information 1
provide will be kept private. Additionally, I've been told that | can stop answering a question at
any point during the process, decline to take part in the study, or refuse to answer a question in
which | have no interest. As a result, | willingly consented to take part in the study.

Signature of the participant: -------------=----nsemmmmnnv--
Interviewer signature: ------- S
Date; ------==mmmmmmmeme e N
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Annex 3: Questionnaire

Annex 3.1: Questionnaire in English version

This is the survey that will be utilised for the research project called,
“Prevalence and associated factors of postpartum depression among post cesarean women

visiting postnatal clinic
001. code
002. date

Please encircle, fill or tick your responses in front of the questions presented below.

Part I: Socio-demographic information

Q Question item
NO

Coding categories/alternative

101 | Age in years

102 | Ethnicity

103 | Religion

104 | Marital status

Single
Married
Divorced
Widowed

105 | Educational status

Can’t read/write
Can read and write
Primary school
High school
College diploma +

106 | Job/employment status

Farmer

Merchant

Civil servant

Private employed

Unemployed

Housewife

Student

Day labourer

Other (specify----------------mm-m—-

107 | Average household monthly income
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108 | Work-family conflict withinthe last1 | e Yes (if yes specify )
year e No
109 | Do you think you are satisfied with e Yes
your current marital relationship: e No
o Yes
110 | History of intimate partner violence e No
111 | Death of family member or close e Yes
relative in the past 3 months e No
112 | Desired sex of the baby e Yes
e No
113 | Breast feeding e Yes
e No
114 | Baby crying excessively e Yes
e No
Part I1: Obstetric and related variables
Q. No Question item Response
201 Intention of the pregnancy e Wanted and planned
e Unwanted and
unplanned
e Wanted but
unplanned
202 History of miscarriage or stillbirth e Yes
e No
203 Parity
204 Mode of delivery of current pregnancy e Spontaneous vaginal
delivery
e Instrumental
e Caesarean delivery
205 General health status of the baby e Good
e Poor
206 Sex of the infant e Male
o Female
207 Birth weight
208 Gestational age at delivery
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209

History of treatment for mental illness including depression

e Yes
e No

210

History of chronic medical illness

e Yes
e No

211

History of substance use

e Yes
- Type

- Durati
- Amou

e No

on

nt per week

212

Current pregnancy illness

e Yes

No

(if yes specify)

Part I11: Social support assessing items

Q.no

Question item

Categories/alternative

301

How many people are you so close to that you can count on them if
you have great personal problem?

None
1-2
3-5
5+

302

How much interest and concern do people show in what you do?

None
Little
Uncertain

Some

A lot

303

How easy is it to get practical help from others if you should need it?

Very difficult
Difficult
Possible
Easy

Very easy

Part IV: THE EDINBURGH POSTNATAL DEPRESSION SCALE
As you have recently had a baby, we would like to know how you are feeling. Please tick the box
of the answer which comes closest to how you have felt IN THE PAST 7 DAY, not just how

you feel today.

Questions

Possible answers

401. | have been able to laugh and see the funny side of e Not atall
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things:

Definitely not so much now
Not quite so much now
As much as I always could

402. | have looked forward with enjoyment to things:

Hardly at all

Definitely less than | used to
Rather less than | used to
As much as | ever did

403. | have blamed myself unnecessarily when things

went wrong:

Yes, most of the time
Yes, some of the time
Not very often

No, never

404. | have been anxious or worried for no good reason:

Yes, very often
Yes, sometimes
Hardly ever
No, not at all

405. | have felt scared or panicky for no very good reason:

Yes, quite a lot
Yes, sometimes
No, not much
No, not at all

406. Things have been getting on top of me:

No, I have been coping as well as
ever

No, most of the time | have coped
quite well

Yes, sometimes I haven’t been
coping as well as usual
Yes, most of the time I haven’t
been able to cope at all

407. | have been so unhappy that | have had difficulty

sleeping:

Yes, most of the time
Yes, sometimes

Not very often

No, not at all

408. | have felt sad or miserable:

Yes, most of the time
Yes, quite often
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e Not very often
e No, not at all

409. | have been so unhappy that | have been crying: e Yes, most of the time
e Yes, quite often
e Only occasionally

e No, never
410. The thought of harming myself has occurred to me: e Yes, quite often
e Sometimes
e Hardly ever
e Never
Thank your respondent!
Name of data collector--------------- Name of supervisor-------------------
Sig-----====m=mrmemeee Sig----====mmmmmemmeeme e e
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