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ABSTRACT

The purpose of this study was to investigate the determinants of postpartum depression in
selected health facility in Addis Ababa in February 2026. A mixed methods design was
used; combining quantitative screening of postpartum depressive symptoms cross
sectional study with qualitative exploration of women’s lived experiences thematic
analysis. Data was collected from 268 postpartum new mothers within Twelve months
following delivery, using validated tools and 6 in-depth interviews. The results were
analyzed using inferential statistics and descriptive statistics. Qualitative data were
analyzed using thematic analysis. Transcripts were coded, categories were developed,
and themes were generated through an iterative process. Emerging themes were
triangulated with quantitative findings to enhance validity. The result shows that 29.7% new
mothers have postpartum depression; education, marital status, planned Pregnancy, visits from
neighbors and family members, not experiencing domestic violence and not experience stigma
from family members were significant predictors of postpartum depression among new mothers.
Consistently qualitative result explores Participants described a range of emotional challenges
including sadness, stress, sleep disturbance, and, in severe cases, self-harm ideation. These
experiences were often linked to first-time motherhood, financial hardship, limited maternity
leave, and lack of partner involvement. Postpartum depression should be integrated into maternal
and child health services at public health centers, Incorporating digital platforms and social

media-based support systems may also offer innovative ways to reach and support postpartum
women.

Key Terms: Postpartum depression, Culture, coping mechanism, public health centers,
Addis Ababa, Ethiopia
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1. INTRODUCTION

1.1 Background

A significant global public health issue that affects women after childbirth is postpartum
depression (PPD). It is a mood disorder that manifests in the first 12 months following
childbirth and is typified by persistent depression, loss of interest or pleasure, exhaustion,
feelings of worthlessness or guilt, changes in appetite or sleep patterns, and feelings of

inadequacy that interfere with mother functioning and infant care (Association, 2022).

Postpartum depression is part of the spectrum of perinatal mental health disorders that
can affect women during pregnancy and after childbirth. Mental health issues,
particularly depression, are common in the perinatal period, and globally about 1% of

pregnant women and 13% of women who have recently gave birt h experience a mental
disorder, with depression being the most prevalent condition. In low and middle-income
countries, these figures are even higher, with about 15.6% during pregnancy and 19.8 %
after childbirth. PPD can be severe enough to impair a mother’s ability to function and, in
extreme cases, may lead to suicide, which is an important cause of maternal mortality in

some regions(Layton et al., 2025).

worldwide one in five women may experience postpartum depression symptoms,
significantly the substantial world burden of PPD and the need for culturally sensitive
maternal mental health services in different diverse settings (Hahn-Holbrook et al., 2018).
In other hand biological and psychological risk causes have critical research attention,
there is significant increasing that postpartum depression is also deeply related by culture.
Cultural values affects the expectations on new mothers, the meaning given to emotional
distress, eager of help-seeking, and the strategies or coping mechanisms women use to
cope(Dennis & Chung-Lee, 2006).Culture shapes postpartum depression by defining how
symptoms are expressed, recognized, and managed, with social norms, traditional
practices, and stigma either protecting against or increasing risk(Bina, 2008).Postpartum
depression (PPD) is more identified as a significant mental health issue affecting new

mothers due to diverse cultural settings. Research consistently shows that cultural



contexts shape both the experience and risk factors of PPD, influencing prevalence,
symptom expression, coping, and help-seeking behavior(Hanlon et al., 2010).

In our country Ethiopia postpartum depression is a serious public health concern that
affects mothers, infants, and families with higher prevalence compared to other countries;
nearly 20.1% of women overall, with specific regional estimates such as 22.3% in Addis
Ababa (Duko et al., 2020); rapid urbanization, evolving family arrangements, economic
burden, and evolving gender roles are reshaping the experiences of new mothers.
Traditional support systems may be weakening, while stigma surrounding mental illness
remains strong(O'hara & McCabe, 2013).

In Ethiopia Postpartum depression (PPD) is heavily influenced by cultural factors such as
poor social support, traditional gender roles, stigma toward mental illness, preference for
male children, intimate partner violence, and cultural pressure related to childbirth and
maternal responsibilities. These factors increase women’s emotional stress, reduce help-
seeking behavior, and contribute to the high burden of maternal mental health problems
in the postpartum period. Studies in Ethiopia reported that cultural and social conditions,
including limited autonomy and weak family support, significantly increase the risk of
postpartum depression among mothers (Tolossa et al.,, 2020). Many women may

therefore experience depressive symptoms without recognition or treatment.

Although the prevalence and associated factors of postpartum depression (PPD) have
been widely studied, limited attention has been given to cultural determinants and coping
mechanisms among postpartum mothers. Most existing studies focus mainly on the
magnitude and clinical or socio-demographic risk factors of PPD, while evidence
regarding how cultural beliefs, traditions, stigma, family dynamics, and maternal coping
strategies influence postpartum depression remains scarce in Addis Ababa.
Understanding the cultural determinants of postpartum depression and the coping
strategies that women employ were necessary to design culturally appropriate maternal
mental health services. This study seeks to fill gaps in the existing literature by

examining these issues among new mothers in public health centers of Addis Ababa.



1.2 Statement of the Problem
Globally maternal mental health problems are considered as a major public health
challenge;1 in 5 mothers after childbirth experience postpartum depression or 17.22 % of
women worldwide(Wang et al., 2021). Postpartum depression varies significantly across
regions, with the highest pooled prevalence observed in Southern Africa 40 % to
Denmark 6.5 %(Wang et al., 2021).

Overall, low- and middle-income countries (LMICs) bear a greater burden of PPD, with
pooled prevalence estimates of around 20 %, compared with roughly 10-15 % in high-
income countries, a difference attributed to socioeconomic stressors, limited mental

health services, and under-screening(Organization, 2024).

Studies across Africa reports highly variable prevalence estimates between about 6.1% in
Uganda to 44% in Burkina Faso and 27% in Ethiopia reflecting difference in study
settings, cultural contexts, and diagnostic tools used to measure postpartum
depression(Atuhaire et al., 2020). In Ethiopia PPD affecting 20-30% of mothers within
the first year after childbirth; which are 22 % in Addis Ababa health centers (Tolossa et
al., 2020). The consequences extend beyond individual suffering to child development
and family functioning which is influenced by hormonal changes after childbirth, a
history of depression or anxiety, sleep deprivation, low social support, marital conflict,
intimate partner violence, financial hardship, and social isolation, as well as society
expectations of “perfect motherhood,” stigma around mental health, and not sufficient
access to maternal healthcare, all of which can reduce help-seeking and increase

vulnerability to depressive symptoms(Layton et al., 2025).

While postpartum depression is a worldwide concern, research rooted in Ethiopian
Cultural context remains scarce. Available studies tend to emphasize prevalence and
biomedical risk factors(Tolossa et al., 2020), while little attention has been paid to
cultural beliefs, social expectations, and traditional practices that shape women's

emotional experiences after childbirth.

Furthermore, many affected women do not seek professional help and instead rely on

informal coping strategies, the nature of which is poorly documented. Lack of adequate



understanding of these determinants and coping mechanisms may lead to the
development of interventions that are culturally inappropriate and ineffective. Therefore,
there were a need to explore how culture influences both the development of postpartum

depression and the responses of new mothers in Addis Ababa public health centers.

The purpose of this study was to explore the cultural determinants of postpartum
depression and the coping mechanisms employed by postpartum mothers attending public
health centers in Addis Ababa, Ethiopia. However, postpartum depression is recognized
as a major public health concern globally and in Ethiopia, existing studies have largely
focused on prevalence and biomedical or psychosocial risk factors, with limited attention
given to the influence of cultural beliefs, traditional practices, and social expectations

surrounding childbirth and motherhood.

Accordingly, This study seeks to develop an in-depth understanding of how cultural
norms, gender roles, family structure, stigma related to mental illness, and community
attitude shape women’s emotional experiences during the postpartum period.
Furthermore the study aims to investigate the informal coping strategies and help-seeking
behaviors used by affected mothers in response to depressive symptoms. Through an
analysis of this experience within the Ethiopian cultural context, the study aim to
generate culturally grounded evidence that contribute to the development of appropriate,
acceptable, and effective maternal mental health interventions and policies in Addis

Ababa public health centers and similar settings.



1.3 Objectives of the Study

1.3.1 General Objective

To explore determinants of postpartum depression and coping mechanisms among new

mothers visiting public health centers in Addis Ababa in February 2026.

1.3.2 Specific Objectives

To determine the prevalence of postpartum depression among new mothers visiting
public health centers in Addis Ababa in February 2026.

To identify cultural beliefs and practices associated with postpartum depression among

new mothers.

To examine coping mechanisms used by new mothers experiencing postpartum

depressive symptoms.

To assess the role of family, social networks, religion, and health services in influencing

coping strategies.
To explore perceived barriers to help seeking among depressed mothers.

1.3.3 Operational Definitions

Postpartum partum depression; The Edinburgh Postnatal Depression Scale (EPDS)
assigns a score of 0, 1, 2, and 3 to Questions 1, 2, and 4, with a score of 0 for the first
choice and 3 for the last. Questions 3, 5, and 10 are scored in reverse, with the final
option receiving a score of 0 and the first choice receiving a score of 3. After totaling all
of the results, it was determined that women with scores greater than 13 had postpartum
depression. (Levis et al., 2020).

New mothers: a primiparous woman who has delivered her first baby.



1.4 Research Questions

» What cultural factors contribute to the onset and experience of postpartum depression
among new mothers in Addis Ababa?

* How do cultural beliefs and expectations shape the perception and expression of
postpartum depressive symptoms?

» What coping strategies do new mothers use to overcome postpartum depression and
how are these strategies culturally influenced?

» What are the roles of family, community, and health institutions in supporting mothers
with postpartum depression?

1.5 Scope of the Study

The study was focusing on new mothers within Twelve months after delivery who reside
in Addis Ababa public health centers. It was examine cultural beliefs, practices, social
expectations, and coping strategies related to postpartum depression. The studies were
not clinically diagnosing depression but were relying on validated screening tools and
subjective accounts of depressive symptoms. Geographically, it will be limited to
selected health centers within Addis Ababa.

1.6 Significance of the Study

This study was contributed to an improved understanding of postpartum depression
within the Ethiopian cultural context. The findings would help to health professionals,
policy makers and program planners by support for evidence to guide culturally critical
maternal mental health interventions. Health professionals may use evidence for to
provide efficient clinical care and early detection of maternal mental health problems;
program planners may use research data in designing targeted interventions and support
programs; and policy makers may use as a standard or starting point in emerging
evidence-based policies and resource allocation strategies for maternal mental health
services. The study also conquering and represents the lived experiences of mothers,
helping to minimize stigma and improve awareness. In the academic domain, the study
would enrich literature on the cultural dimensions of mental health in low-income urban

African settings and provide a basis for further research.



2. LITRATURE REVIEW

2.1 Theoretical Review
2.1.1 Social support theory

The Social Support Theory emphasizes the importance of interpersonal relationships in
protecting individuals from psychological distress. The theory argues that emotional,
informational, instrumental, and appraisal support from family, friends, and community
members can improve mental health outcomes and reduce the impact of stressful life
events.

The postpartum period often requires substantial emotional and practical support.
Emotional support includes empathy, love, and encouragement. Instrumental support
includes assistance with childcare, household responsibilities, and financial needs. The
theory is highly relevant to the present study because variables the availability of support
from husbands, family members, neighbors, religious institutions, and healthcare
providers can reduce stress and facilitate adjustment to motherhood. Informational
support involves guidance and advice regarding infant care and maternal health.

The theory suggests that mothers who receive strong social support are less likely to
develop postpartum depression and are more likely to adopt positive coping mechanisms.

Within Ethiopian culture, support from husbands, mothers, mothers-in-law, neighbors,
religious leaders, and extended family members plays an important role in maternal well-
being. Women who receive adequate social support are more likely to cope effectively
with postpartum challenges, while those lacking support may be at greater risk of
depression. This theory is particularly relevant because one of the major findings of the
current study was the protective role of visits from family members and neighbors against
postpartum depression.

2.1.2 social Role theory

Social Role Theory was developed by Alice Eagly (1987) and explains how society
assigns specific roles and expectations to individuals based on social and cultural norms.
The theory argues that gender differences in behavior arise largely from societal
expectations rather than biological factors alone.

In many cultures, motherhood is associated with expectations that women should be
nurturing, emotionally strong, self-sacrificing, and primarily responsible for childcare. In
Ethiopia, cultural norms often place substantial responsibility for infant care and
household duties on mothers. These expectations may create psychological pressure,



especially when women face financial difficulties, inadequate support, or challenges
adjusting to motherhood.

Social Role Theory helps explain how cultural expectations regarding motherhood,
gender roles, and family responsibilities contribute to postpartum depression. The theory
is particularly relevant in understanding how cultural beliefs about women’s roles
influence emotional experiences and coping strategies among postpartum mothers.

2.1.3 Stigma Theory

Stigma Theory, proposed by Erving Goffman (1963), explains how individuals
possessing characteristics viewed negatively by society may experience discrimination,
social exclusion, and psychological distress. Stigma can affect how people perceive
themselves and influence their willingness to seek help.

Mental illness remains highly stigmatized in many societies, including Ethiopia. Women
experiencing postpartum depression may fear being labeled as weak, irresponsible, or
incapable mothers. Consequently, they may conceal their symptoms and avoid seeking
professional support.

Within the context of this study, stigma from family members, communities, and society
may contribute to postpartum depression by increasing emotional distress and limiting
access to support and treatment. The theory therefore provides a useful framework for
understanding barriers to help-seeking behavior among postpartum mothers.

2.1.4 Stress and Coping Theory

The Stress and Coping Theory developed by Richard Lazarus and Susan Folkman (1984)
explains how individuals respond to stressful situations through cognitive appraisal and
coping strategies. According to the theory, stress occurs when individuals perceive that
environmental demands exceed their available resources.

The postpartum period presents numerous stressors, including childcare responsibilities,
sleep deprivation, financial strain, relationship difficulties, and changing social roles.
Mothers use various coping strategies to manage these stressors. These coping
mechanisms may include seeking social support, religious practices, problem-solving
behaviors, healthcare utilization, and emotional regulation strategies.

The theory proposes that individuals first assess whether an event is threatening (primary
appraisal) and then evaluate their ability to manage it (secondary appraisal). Based on
these evaluations, they adopt coping strategies. Problem-focused coping aims to address
the source of stress, whereas emotion-focused coping seeks to regulate emotional
reactions.



In the context of postpartum depression, mothers may experience stress related to
childcare responsibilities, family expectations, social isolation, economic challenges, and
cultural pressures. Coping mechanisms such as seeking family support, religious
practices, community involvement, healthcare utilization, and emotional expression may
help reduce psychological distress. Therefore, this theory provides an important
framework for understanding how postpartum mothers respond to cultural and social
stressors.

This theory is particularly relevant because one of the objectives of the study is to
examine coping mechanisms employed by postpartum mothers. It helps explain why
some mothers successfully adapt to postpartum challenges while others experience
depressive symptoms

2.1.5 Ecological Systems Theory

Developed by Urie Bronfenbrenner (1979), this theory explains that human behavior is
influenced by different environmental system.

Postpartum depression can be understood as the result of interactions between mothers
and these multiple social environments. This theory is particularly suitable because your
study investigates family support, cultural beliefs, community influence, religion, and
healthcare services.

The theory identifies five levels:

Microsystem (family, husband, child)

Mesosystem (interaction between family and healthcare services)
Exosystem (community support and workplace policies)
Macrosystem (culture, religion, social norms)

Chronosystem (life transitions such as childbirth)



2.2 Empirical Review

2.2.1 Risk Factors of Post-Partum Depression

According to recent research, hormonal fluctuations, unplanned pregnancy, a personal or
family history of mental disorders, a lack of social and partner support, cultural stigma,
and stressful life events are consistently found to be significant contributors to the onset

and severity of postpartum depression (Khamidullina et al., 2025).

Due to financial stress, diminished autonomy, and a lack of social support,
sociodemographic characteristics such as poor socioeconomic position, low educational
attainment, young maternal age, unemployment, or being a housewife are linked to an
increased risk of postpartum depression (Cooke et al., 2025). Postpartum depression was
consistently associated with a history of depression or other mental illness, antenatal
depressive symptoms, exposure to stressful life events or chronic stress, poor postpartum
sleep quality, and traumatic or bad birth experiences (Engidaw et al., 2020; Zhao &
Zhang, 2020).

Despite biological psychological and economic factors it’s also influenced by social and
cultural factors including cultural beliefs, rituals, and social support that shape prevalence
and symptom expression across diverse societies, with region-specific stressors such as
family dynamics, gender expectations, and limited help-seeking behaviors documented in
studies from Asia, Africa, and the Middle East(Modukuru, 2024).

According to systematic reviews and met analyses of observational studies, postpartum
depression in Ethiopia is substantially linked to low socioeconomic status, intimate
partner violence, unintended pregnancy, prior history of depression, marital
dissatisfaction, and obstetric-related factors like low birth weight infants or a history of

miscarriage or stillbirth (Desta et al., 2021). Additional research conducted in Ethiopia
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reveals that the main causes of postpartum depression are low family income, substance
abuse, a lack of social support, unintended pregnancies, and sleep issues in infants (Kitil
et al., 2024). Despite this prevalence and contributing factors cultural influence of

postpartum depression not well studied in Addis Ababa.

2.2.2 Cultural Determinants of Postpartum Depression

Culture is defined as “The values, beliefs, customs, and lifestyle practices of a specific
group that are taught, shared, and passed down and that influence their thought processes,
choices, and behaviors in predictable ways (Leininger, 2001). Postpartum depression
(PPD) affects women across cultures, with prevalence estimated between 10% and 40%
worldwide, depending on socio cultural, economic, and health system factors (Bina,
2008). Culture shapes postpartum depression (PPD) globally through social norms around gender
roles and support, cultural practices influencing maternal care and rest, varying beliefs and stigma
that affect help-seeking behaviors, and differential expression and recognition of depressive
symptoms, all of which contribute to its prevalence, experience, and treatment access across
diverse settings (e.g., gender preference and family expectations elevate risk in some Asian
contexts)(Tang et al., 2016); discrepancies in social support and family dynamics rooted in
cultural roles can increase stress and the likelihood of PPD (e.g., in Chinese family
systems)(Subba et al., 2024). widespread stigma and limited mental health literacy in many
cultures discourage women from seeking professional help for PPD symptoms(Tolossa et al.,
2020); and cultural postpartum practices and beliefs about health and illness can both protect
against or exacerbate PPD depending on their nature and the level of social support they provide
(Mesfin et al., 2025).

Postpartum depression (PPD) in Ethiopia is influenced by a combination of cultural,
psychosocial, and structural determinants that shape women’s emotional experiences and
help-seeking behaviors following childbirth. Recent studies in Ethiopia show a
persistently high prevalence of PPD, with common determinants including poor social
support, unplanned pregnancy; intimate partner violence, household food insecurity, and
low educational status are factors that intersect with cultural expectations of motherhood
and family roles (Anato et al., 2022; Azale et al., 2018; Mekuria et al., 2023). A study

shows that women reporting low support from family or community networks are at
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significantly greater risk of PPD, reflecting the cultural benefit of extended social support
following childbirth ((Anato et al., 2022; Fantahun et al., 2018).

Similarly pregnancy and psychological related causes such as unintended pregnancies
and intimate partner violence, which are socially contextualized within gender norms and
relational dynamics, are also strongly related with PPD risk (Anato et al., 2022; Azale et
al., 2018). Moreover, socioeconomic stressors such as undernourishment and educational
deficit compound mothers’ psychological exposed by undermining their ability to meet
culturally establishing a moral idea maternal and household roles(Mekuria et al., 2023).
These factors indicate the benefit of culturally adapted screening strategies, social support
and mainstreaming of mental health services into maternal care to address PPD within the

Ethiopian context.

2.2.3 Copying Mechanism of Postpartum Depression

Postpartum depression (PPD) is worldwide maternal mental health issue that reveals and
coping strategies are more influenced by cultural setting. A study shows that cultural
norms shape how PPD is worked, experienced, and control, affecting both symptom
manifest and help-seeking behavior to cope up with the PPD (Kassam, 2019; Rai et al.,
2015).

Along with, support from family and community is consistently associated with
minimization of depressive symptoms, particularly in Ethiopia cultures where extended
family involvement is considered as norm, as it can redistribute childcare responsibilities

and provide emotional validation.

Consistently, traditional postpartum practice such as parturition practices, dietary
medication, and maternity rest periods may give efficient support and contribute to
recovery, although their protective effects differentiate depending on the cultural setting
and the mother’s coping mechanisms within the practice (Bathula et al., 2024; Xin et al.,
2024).
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Other study suggests that Religious and spiritual coping is also commonly used and
reported as, providing meaning, believe, and a sense of acceptance that aligns with
cultural beliefs(Azale et al., 2018). Nevertheless, cultural discrimination like stigma
surrounding mental illness and unbending of motherhood can conceal and access to

professional care, emphasize the need for culturally adapted interventions.

compared with generic models it is more preferable that Contemporarily culturally
tailored therapeutic programs, including group-based interventions for specific ethnic
communities, improve acceptability and effectiveness to specified(Arifin et al., 2018).
Thus, combining or integrating cultural values and practices of coping mechanisms into
screening and treatment support frameworks may enhance engagement and outcomes for
diverse populations of postpartum women. Nevertheless, cultural determinants of
postpartum depression and its coping mechanisms among new mothers in Addis Ababa

were not studied.

2.3 Summary of Reviewed Literature

According to the literature examined for this study, women in the first year following
postpartum depression (PPD) is a prevalent and complex mental health issue that affects
childbirth and is linked to detrimental outcomes for mothers, babies, families, and
communities. worldwide, PPD prevalence varies greatly in every nation, with low- and
middle-income nations studies shows greater rates. Based on the research, postpartum
depression is still a major public health issue in Ethiopia, with prevalence ranging from

roughly 19% to 37% in various areas, including Addis Ababa.

This assessment of the research also revealed that a mix of psychological, socioeconomic,
biological, and cultural factors affect postpartum depression. Common factors that shape
and identified across studies included low educational status, unplanned pregnancy, poor
social support, domestic violence, financial hardship, previous history of mental illness,
stressful life events, and cultural stigma related to mental health. Cultural beliefs, family
expectations, gender norms, and traditional postpartum practices were also found to
shape women’s emotional experiences, symptom expression, coping behaviors, and help-

seeking practices during the postpartum period.
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Similarly, the literature highlighted that social support from partners, families, and
communities plays a major protective role against postpartum depression, in other hand
religious and cultural coping practices may help women manage emotional distress.
However, early detection and treatment of postpartum depression are still hampered by
stigma, low mental health knowledge, and restricted access to culturally competent
mental health care. Although a number of studies have looked at the prevalence and
contributing factors of postpartum depression in Ethiopia, little is known about the
cultural determinants of postpartum depression and coping strategies among new mothers

in Addis Ababa, suggesting that more research is needed in this area
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2.5 Conceptual Frameworks
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3. Research Methodology

3.1 Study Design

Mixed-methods study designs were used, combining qualitative techniques like thematic
analysis with quantitative cross-sectional research. The quantitative component would
assess the magnitude of depressive symptoms and associated cultural factors, while the
qualitative component would provide in-depth understanding of women’s experiences

and coping mechanisms.

3.2 Description of the Study Site

The study was conducted from February 2026 to March 2026 in selected public health
centers of Addis Ababa Ethiopia. Addis Ababa is the capital city of Ethiopia and the seat
of the African Union. There are 3,048,631 people living in the city, with 1,452,663 men
and 1,595,968 women (58). There are eleven sub cities, six government-owned hospitals,
and ninety-six health facilities in Addis Ababa. Every sub-city has one health center.
Health facilities are readily available to the community. They are expected to offer a
package that includes both preventative public health and necessary curative services.

3.3 Source of Data/Target Population/
The target populations were consist of new mothers aged 15 years and above, within

twelve months postpartum, attending maternal and child health services in selected public
health centers of Addis Ababa.

3.4 Samples and Sampling Techniques

For quantitative data the sample size would be determined using single population proportion

formula with the following assumptions:
N = the number of participants to be interviewed;
(Z a/2)2 = standardized normal distribution value for the 95% CI, =1.96

P = Proportion of prevalence of postpartum depression P= 19.7% in Addis Ababa public health
institution(Wake et al., 2022).
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d = margin of error taken as 5%,

The sample size calculated using the above formula is N = (Z a/2)2 p (1-p) d2 N = (1.96)2 X
(0.197 (1-0.197)) (0.05)2N = 243 Participants By considering 10% of non-response, the final

sample size was 268.

Table 1. Sample size calculation for inferential objectives

S. No

Relevant Factors

Low economic status

Unplanned pregnancy

Poor socio cultural support

P1

0.70

0.69

0.92

P2

0.48

0.42

0.79

Cl
(%0)
95

95

95

Powe
r (%)
80

80

80

Thus the largest sample size was selected which was 268

Finally 268 participants were selected for quantitative data.

For qualitative data 6 participants were selected purposively from positive for depressive

Non-
responden
t rate (%)

10
10

10

symptoms and who are willing to narrate their experiences.

Total calculated
sample size

(n_ total)

191

132

240

Referenc

e

(18)

In Addis Ababa there were 11 sub cities, from them four sub cities were selected by

lottery method then two health centers were selected from each sub cities for the

quantitative component, systematic samplings were applied to select postpartum new

mothers from selected health centers. For the qualitative component, purposive sampling

were used to identify six participants who screen positive for depressive symptoms and

who are willing to narrate their experiences.
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Fig 2: Schematic Presentation of Sampling Procedure
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3.5 Instruments of Data Collection

Data were collected by using a structured interviewer-administered questionnaire for 268
participants and a semi-structured in-depth interview guide for 6 participants. The
instruments were developed after reviewing relevant literature related to postpartum
depression, cultural determinants, and coping mechanisms among postpartum mothers.

Training was given to 8 data collectors and 1 supervisor by a researcher.

The structured questionnaire was designed to obtain quantitative data from postpartum
mothers attending public health centers in Addis Ababa. The guestionnaire consisted of
five sections. The first section assessed socio-demographic characteristics of the
respondents, including age, marital status, educational status, occupation, religion, and
monthly income. The second section included obstetric and maternal health-related
factors such as parity, pregnancy intention, history of abortion, mode of delivery,
pregnancy and delivery complications, history of mental illness, and stigma from family.
The third section assessed social and cultural determinants associated with postpartum
depression and coping mechanisms. Questions focused on domestic violence, partners
support, family, community and social support, traditional postpartum practices, newborn
gender preference, and cultural beliefs regarding mental illness, influence of family and
community expectations, seeking social support, religious/spiritual, emotional coping,
problem-solving behaviors, Most items were measured using close-ended yes/no

questions.

The Edinburgh Postnatal Depression Scale was used in the fourth section to measure
postpartum depression (EPDS). A common screening tool for postpartum depression
symptoms in postpartum mothers is the EPDS, a standardized 10-item questionnaire. A
four-point Likert scale, ranging from 0 to 3, was used to rate each item, with the final
score falling between 0 and 30. mothers who scored 13 or above were considered to have

postpartum depression.
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In-Depth Interview Guide

Qualitative data was gathered. from six selected participants using a semi-structured in-
depth interview guide. The interview guide explored cultural beliefs and practices related
to childbirth and the postpartum period, mothers’ experiences of emotional distress
following delivery, perceived causes of postpartum depression, family and community
influences, coping strategies, health-seeking behaviors, and barriers to utilization of

mental health services.

The interviews were conducted in Amharic by trained data collectors. With participants’
consent, interviews were audio-recorded and supplemented by field notes to capture non-

verbal expressions and contextual information.

Translation of the Instruments

The majority of the data gathering tools were created in English and translated into
Ambharic, the participants' native tongue. The Amharic version was then back-translated
into English by independent language experts to ensure consistency and accuracy of the

translation.

Pretest of the Instruments

A pretest was conducted on 10% of the total sample size in a health facility outside the
selected study area before the actual data collection period. The purpose of the pretest
was to evaluate the clarity, consistency, and applicability of the instruments. Necessary

modifications were made based on the findings of the pretest.

Validity and Reliability

Cronbach's alpha coefficient was used to evaluate the Edinburgh Postnatal Depression
Scale's (EPDS) reliability. To ensure uniformity throughout data collection, supervisors

and data collectors received the proper training.
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A pretest was conducted on 26 participants at feres Meda Health Center to assess clarity
and consistency of the tool. Based on the pretest data, the internal consistency of the
questionnaire was evaluated using Cronbach’s alpha, which showed acceptable reliability
(o = 0.98, N=26). Necessary modifications were made before the actual data collection.
Data collection was carried out by trained data collectors under close supervision to

ensure data quality and completeness.

For the quantitative component, data were gathered from postpartum women using a
structured questionnaire that included the Edinburgh Postnatal Depression Scale to assess
postpartum depression and additional items on socio-demographic and cultural factors.
For the qualitative component, data were collected through in-depth interviews using a
semi-structured interview guide to explore cultural beliefs and coping mechanisms
related to postpartum depression. Interviews were conducted face-to-face, audio-recorded

with participants’ consent, and later transcribed verbatim.

3.6 Procedures of Data Analysis

Quantitative data were coded, entered, cleaned, and analyzed using the IBM SPSS
Statistics statistical software program. Descriptive statistical analyses, including
frequencies, percentages, means, and tables, were used to summarize the findings.
Bivariable logistic regression analysis was performed to assess the association between
independent variables and postpartum depression (PPD). To identify independent
predictors of PPD Variables that showed a statistically significant association in the
bivariable analysis were included in the multivariable logistic regression model.
Statistical significance was declared at a p-value of less than 0.05 and the strength of
association was determined using adjusted odds ratios (AORs) with 95% confidence

intervals (CIs).

Qualitative data were analyzed by using thematic analysis with the assistance of NVivo
software. Audio-recorded interviews were transcribed verbatim, coded systematically,
and organized into categories. Themes and subthemes were then developed through an
iterative analytical process. Finally, the qualitative findings were triangulated with the

quantitative results to improve the credibility and validity of the study findings.
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3.7 Ethical Consideration

The Addis Ababa University Department of Social Psychology Research and Ethics
Committee granted ethical clearance prior to the study's implementation (REC). The
Addis Ababa City Administration Health Bureau Research Center subcities and Public
Health centers granted permission to carry out the study. Each study participant gave
their verbal consent after being briefly informed about the study's goals, the advantages
of participating, the confidentiality of the information they provided, the fact that
participation would be entirely voluntary, and the fact that refusing to participate would

have no bearing on the subject or any family members.
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4. Result and Discussion

4.1 Result

4.1.1 Socio Demographic characteristics of the Respondents

A total of 268 with in twelve months of postpartum women attending different services in
Addis Ababa public health centers were participated on the study of which 266(99%)
responds all questions and 2 discarded due to incomplete data. The mean age of the study
participants were 23.81 with SD = 3.876. The median age of the respondents was 24 with
the range of 16 — 33. Majority of the respondents were married 166(62.4%), Orthodox
Christian 169(63.5%) and completing degree and above 119(44.7%). Among the
respondents 94(35.3%) were civil servant 69(25.9%) merchant 63(23.7%) house wife and
40(15%) were daily laborer. From the total respondents 67(25.2%) of their monthly
income covers their monthly expenditure while 91(34.2%) of them their monthly income

were not covering their monthly expenditure (see table 5.1).

Table 2. Socio Demographic characteristics of the Respondents of postpartum women

attending different services in Addis Ababa public health centers (N=266).

Characteristics Frequency Percent
Age in Years

16 -21 75 28.2%
22 -27 152 57.1%
28 - 33 39 14.7%
Marital Status

Unmarried 60 22.6%
Married 166 62.4%
Divorced/Widowed 40 15%
Religion

Orthodox Christian 169 63.5%
Muslim 37 13.9%
Protestant 60 22.9%
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Educational Status

Iliterate 56 21.1%
8 complete 37 13.9%
10 - Level 4 54 20.3%
Degree and Above 119 44.7%
Occupation

House wife 63 23.7%
Civil servant 94 35.3%
Merchant 69 25.9%
Daily laborer 40 15%
Monthly Income

Covers monthly Expenditure 67 25.2%
Sometimes covers monthly Expenditure 108 40.6%
Not cover monthly Expenditure 91 34.2%

4.1.2 Obstetric and Mental Health Characteristics

Most 186(69.9%) of the respondents reported that it was their first pregnancy 85(32%)
declared that it was unplanned and 77(28.9%) has previous abortion. Among the
respondents 83(31.2%) of them has illness during their recent pregnancy and 41(15.4%)
their child was ever admitted to ho hospital. 80(30.1%) of the respondents has bad feeling
during pregnancy, 25(9.4%) has previous mental illness history and 12(4.5%) of them has

a mental illness from family members (see Table 5.2).
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Table 3. Obstetric and mental health characteristics of the Respondents of postpartum

women attending different services in Addis Ababa public health centers (N=266).

Characteristics Frequency Percent
Gravidity

1 186 69.9%
2 74 27.8%
3 6 2.3%
Parity

1 1 100%
Planned Pregnancy

Yes 181 68%
No 85 32%
IlIness During Pregnancy

Yes 88 33.1%
No 178 66.9%
Previous Abortion

Yes 77 28.9%
No 189 71.1%
A child admitted due to illness

Yes 41 15.4%
No 225 84.6%
Bad feelings in recent pregnancy

Yes 92 34.6%
No 174 65.4%
Stigma from family member

Yes 59 22.2%
No 207 77.8%
Mode of Delivery

SVvD 157 59%
CS 109 41%

Age of Newborns in month
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<=6 months 207 77.8%

>=7 months 59 22.2%
Previous Mental IlIness

Yes 30 11.3%
No 236 88.7%
Mental IlIness from family member

Yes 18 6.8%
No 248 93.2%

4.1.3 Social and Cultural characteristics of respondents

Nearly one third of the respondents 80(31.2%) were facing domestic violence among this
25(31.3%) emotional violence 22(27.5%) physical violence and 18(18.8%) were sexual
violence. Majority 181(68%) of the respondents have visited by neighbors and families
during their postpartum period and 161(60.5%) were visited by their holyprist shah or
pastor. Majority 182(68.4%) of the respondents have good food and drinks during their
postpartum period and nearly half 122(45.9%) of them has optimal care from husband
(see table 5.3).

Table 4. Social and Cultural characteristics of respondents of postpartum women

attending different services in Addis Ababa public health centers (N=266).

Characteristics Frequency | Percent

Domestic Violence

Yes 80 31.2%
No 186 68.8%
Type of Violence

Physical 22 27.5%
Sexual 15 18.8%
Emotional 25 31.3%
Mixed 18 22.5%
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Care from husband

Yes 122 45.9%
No 144 54.1%
Visit from neighbor/family

Yes 181 68%
No 85 32%
Visit from Prist/Sheck/Pastour

Yes 161 60.5%
No 105 39.5%
Food and drinks during postpartum/genfo atmit

Yes 182 68.4%
No 84 31.6%
Requesting Help

Yes 184 69.2%
No 82 30.8%
Discussion with Health care provider

Yes 243 91.4%
No 23 8.6%

4.1.4 Prevalence of post-partum Depression

The overall prevalence of postpartum depression among new mothers attending in public
health centers of Addis Ababa was 79(29.7%) and 187(70.3%) have no depression based

on Edinburgh Postpartum depression Scale Assessment tool(see fig 1).
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Prevalence of Postpartum Depression
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Fig 3. Prevalence of postpartum depression among new mothers attending public health
centers of Addis Ababa N= 266

4.1.5 Bivariate and Multivariate logistic regression analysis of

postpartum depression and its associated variables

The relationship between each independent variable and postpartum depression among
postpartum women visiting public health institutions in Addis Ababa was examined using
binary logistic regression analysis. Variables with a p-value less than .05 in the bivariable
analysis at a 95% confidence interval (Cl) were entered into the multivariable logistic
regression model. The model included 17 independent variables: age, marital status,
occupation, educational status, religion, monthly income, history of abortion, child
admission to hospital, planned pregnancy, mode of delivery, bad feelings during
pregnancy, stigma from family members during pregnancy, history of mental illness in
self or family members, domestic violence, husband support, visits from neighbors or
family members, visits from religious leaders, and availability of food and drinks during

the postpartum period.

The multivariable logistic regression analysis showed that educational status, planned
pregnancy, bad feelings during pregnancy, visits from neighbors or family members,
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marital status, domestic violence, and stigma from family members were significantly

associated with postpartum depression.

Regarding socio-demographic characteristics, women with higher educational status were
significantly less likely to develop postpartum depression compared with women with
lower educational status (AOR = 0.18, 95% CI [0.05, 0.71], p = .014). Likewise, being
married was associated with significantly lower odds of postpartum depression compared
with unmarried women (single, divorced, or widowed) (AOR = 0.04, 95% CI [0.01,
0.12], p < .001).

With respect to pregnancy-related factors, women with planned pregnancies were less
likely to experience postpartum depression compared with women with unplanned
pregnancies (AOR = 0.19, 95% CI [0.05, 0.79], p = .022). In addition, women who did
not report bad feelings during pregnancy had significantly lower odds of postpartum
depression compared with those who reported bad feelings during pregnancy (AOR =
0.01, 95% CI [0.003, 0.10], p < .001).

Social support was identified as an important protective factor. Women who received
visits from neighbors or family members during the postpartum period were significantly
less likely to experience postpartum depression compared with those who did not receive
such support (AOR = 0.03, 95% CI [0.005, 0.15], p < .001).

Furthermore, participants who did not experience domestic violence had significantly
lower odds of postpartum depression compared with those who experienced domestic
violence (AOR = 0.03, 95% CI [0.009, 0.09], p < .001). Likewise, women who did not
experience stigma from family members were significantly less likely to develop
postpartum depression compared with those who experienced stigma (AOR = 0.07, 95%
Cl1[0.02,0.31], p < .001).

Overall, higher educational status, planned pregnancy, social support from neighbors and
family members, being married, absence of domestic violence, and absence of stigma

from family members were significant protective factors against postpartum depression
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4.1.6 Qualitative Results

The study were exploring postpartum emotional experiences, coping mechanisms, and
support systems among mothers in public health centers of Addis Ababa. Data were
analyzed using Nvivo software nodes, thematic analysis, and key themes were generated
from participants’ narratives. The findings are organized into major themes and

subthemes, supported by verbatim quotations from participants (P1-P6).

The study included six participants aged between 19 and 33 years. Participants varied in
marital status, religion (Orthodox, Protestant and Muslim), education level, and

employment status. All participants had infants aged between 2 and 6 months.

Seven ideas were determining following coding and thematic analysis, each containing

subthemes as outlined below.
Theme 1 - Emotional Experiences Following Childbirth

In this qualitative study of these themes there was a lot of emotional challenge indicates
by participant that include (sadness, stress, loneliness, and depressive symptoms). Many
participants described persistent sadness and crying. For example, P1 explained: “I felt
very sad after getting birth. I cried often and overwrought about my baby.” Similarly,
P5 shared: “I cried often and overwrought about my baby.” Sleep disorder and stress
were also common. P3 noted: “l was stressed and could not sleep for the first day.”
More severe emotional distress was reported by some participants. P4 described: “I feel
self-harm sometimes without any reason.” Correspondingly feelings of loneliness and
isolation were particularly evident among participants with limited social support. P6

stated: “I felt depressed and isolated.”
Theme 2 - Causes of Emotional Distress

In the themes of causes of emotional distress postpartum emotional distress contributed
by several factors such as sub themes (lack of child care experience or knowledge,

financial challenge, lack of life partner support, work and maternity leave pressure).
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First-time mothers expressed anxiety due to lack of experience. P1 explained: “As a first
mother | have no idea how to care and handle my baby.” financial stability challenges
was also a major stressor. P2 reported: “I have no anything to feed my child.” minimum
maternity leave resulted to anxiety about back to work. P6 stated: “My maternity leave
was almost ended and | fear to leave my baby.” Many participants indicated that lack of
emotional support from their husbands. P5 noted: “My husband was not emotionally
supportive.” Single motherhood further intensified distress, as seen in P2: “My baby’s

father was not with me and not supporting me.”
Theme 3 - Social Support Systems

In the themes of social support systems there was four Subthemes (Family support,
community and neighbor support, health professional support and Social media
discussion) significantly played a crucial role in emotional wellbeing of the participants.
In this study Mothers and mothers-in-law were major sources of support. P1 stated: “My
mother takes care of me and my child and | start to rest.” Traditional postpartum
support practices were also understood. P3 shared: “My neighbor and family visit me
holding genfo, atmit, doro wot... which relieves my stress.” assist from healthcare
providers during the postpartum period was also have major benefits. P4 reported:
“Those midwives in my postpartum period were supportive.” Modern support systems
emerged as well. P2 explained: “I discussed with social media like *Yenatoch Wog’
Facebook group... they counsel and strengthen me.” Those participants experienced
least or no support has emotional distress. P6 stated: “No one support me even my

husband was not supportive.”
Theme 4 - Cultural and Religious Beliefs

In this study religious and cultural beliefs profound emotional impacts on participants’
understanding of postpartum distress. Some participants align emotional difficulties to
supernatural causes. P1 explained: “Bad feelings during postpartum was devine due to
evil eye or exposed to Satan.” Similarly, P5 noted: “You are exposed to Satan due to

aloneness.” Cultural norms also shaped gender roles. P4 stated: “In our culture it
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believed that taking care of a child was mother’s obligation.” However Religious
practices were widely used for healing and comfort. P1 shared: “Our confessor prays

and gives holy water... 1 went to church to feel better.”
Theme 5 - Coping Mechanisms

One of the core objectives of this study was to explore the coping mechanisms a women
uses to prevent postpartum depression. The subthemes in this portion includes Health
service utilization, seeking social support, social media engagement and religious coping
was among participants used coping strategies to manage their emotional challenges.
Some participants sought professional help or health service utilization when symptoms
worsened. P1 stated: “If it is exacerbated, 1 visit to health center for treatment.” Prayer,
church attendance, and spiritual guidance were among religious coping. P3 explained: “I
call to my confessor and he prayed and visits me.” Talking to family members was also
an important coping strategy. P1 noted: “When | felt stressed and sad | told to my
mother.” Similarly, online virtual, digital and e-communities provided emotional
support. P4 reported: “Social media discussion... was very supportive and calm

emotional pain.”
Theme 6 - Barriers to Seeking Care

In this subject the major findings and includes describe the several key obstacles
preventing women from accessing maternal care services. From the study participants the
main challenges to seeking care and accessing mental health services were unawareness,
structural barriers, stigma and fear. Some participants did not acknowledge postpartum
distress as a health issue. P6 stated: “I did not go to hospital because | thought it is not
illness.” Limited maternity leave and absence of childcare services also restricted care
access. Fear of discussing emotional problems was evident. P6 explained: “I was afraid

to share for others.”

Theme 7 - Recommendations from Participants
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generally, this theme recording the data suggestions provided by participants to enhance
maternal health services and address identified challenges. In this study Participants
suggested different strategies to improve postpartum wellbeing significance that stronger
partner involvement is essential, particularly in providing both emotional and practical
support during the early months after giving birth. As one participant mentioned,
“Partner support is a vital coping mechanism” (P2), while another noted that her
husband’s the absence of emotional support contributed to her distress (P5).
Participants also show stressed the need for extended maternity leave, recommending that
mothers should have to get sufficient time to remain at home until their baby begin
additional feeding; for instance, one participant noted that mothers ““should not start
work until their child start additional feeding” (P3). In addition, the establishment of
accessible community-based childcare services was identified as critical point, with P6
emphasizing that “community day care in our compound is very important.” Finally,
participants underscored the importance of enhancing awareness and promoting a shift in
social norms toward shared parental responsibility, as reflected in the view that “caring a

child is a responsibility of both parents” (P4).
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4.2 Discussion

The aim of this study was to investigate the cultural determinants of postpartum
depression and the coping mechanisms employed by new mothers in Addis Ababa. The
findings of the present study demonstrated that the prevalence of postpartum depression
(PPD) among new mothers attending different services at public health centers in Addis
Ababa was 29.7% (95% CI [24.2%, 35.2%]). This mixed-methods study combined
quantitative data (n = 266) with 6 in-depth interviews, providing both contextual
understanding and statistical evidence. The use of the Edinburgh Postnatal Depression
Scale (EPDS) ensured solid analysis, at the same time qualitative data added depth and
cultural perspective moreover; triangulation strengthened the validity of findings.
However, the small qualitative sample (6 interviews) because of resource constraints
limits depth and heterogeneity of opinion, Potential selection and response biases may

affect representativeness the EPDS postnatal depression scale is also not diagnostic.

The quantitative analysis revealed that socio-demographic factors, such as educational
level and marital status, were notable describes a joint with postpartum depression.
Women with higher educational levels were less likely to experience postpartum
depression compared with women who had lower educational levels (AOR = 0.18, 95%
CI [0.05, 0.71], p =0.014). Similarly, married women had significantly lower odds of
postpartum depression compared with unmarried women, including single, divorced, and
widowed mothers (AOR = 0.04, 95% CI [0.01, 0.12], p <0.001). this findings aligned
with previous studies in Addis Ababa, which reported that low educational attainment,
younger maternal age, unemployment, and being a housewife were associated with
increased risk of postpartum depression due to financial stress, limited autonomy, and
inadequate social support (Cooke et al., 2025). The similarity of findings may be related

to similarities in study setting and target population.
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Pregnancy-related and psychosocial factors were also significantly associated with
postpartum depression. Women with planned pregnancies were significantly less likely to
develop postpartum depression compared with those with unplanned pregnancies (AOR =
0.19, 95% CI [0.05, 0.79], p =0.022). Social support emerged as a strong protective
factor, as mothers who received visits from neighbors and family members had
significantly lower odds of postpartum depression compared with those who did not
receive such support (AOR = 0.03, 95% CI [0.005, 0.15], p <0.001). Similarly, women
who did not experience domestic violence had substantially lower odds of postpartum
depression compared with those who experienced domestic violence (AOR = 0.03, 95%
ClI [0.009, 0.09], p <0.001). Participants who did not experience stigma from family
members were also significantly less likely to develop postpartum depression (AOR =
0.07, 95% CI [0.02, 0.31], p <0.001) These findings are consistent with recent Ethiopian
studies indicating that poor social support, unplanned pregnancy, intimate partner
violence, and household food insecurity are major determinants of postpartum depression
and are closely linked with cultural expectations surrounding motherhood and family role
(Anato et al., 2022; Azale et al., 2018; Mekuria et al., 2023). Previous study finding
refers that women lacking sufficient family and community support are more exposed to
postpartum depression, by clearly stated that the importance of extended social networks
after childbirth (Anato et al., 2022; Fantahun et al., 2018). In addition, social support
from family and community members has been consistently related with reduced
depressive symptoms in cultures where extended family involvement is common, as such
support helps redistribute childcare responsibilities and provides emotional reassurance
(Ekpenyong & Munshitha, 2023; Kassam, 2019). Common findings were reported in a
study conducted in China, which found that family dynamics rooted and inadequate
social support problematic in cultural expectations increased stress and the likelihood of

postpartum depression (Subba et al., 2024).

The qualitative findings more describe the quantitative results by explaining the lived
experiences of postpartum mothers. The current study disclose that participants described
experiencing sadness, stress, sleep disorder, and in severe cases, thoughts of self-harm.
These emotional challenges were frequently associated with first-time motherhood,
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financial difficulties, limited maternity leave, and inadequate partner involvement.
Consistent with the quantitative findings, insufficient social and emotional support,
particularly from partners, was identified as a major contributor to emotional distress.
Similar findings have been reported in studies conducted in Asia, Africa, and the Middle
East (Modukuru, 2024).

Cultural and religious beliefs also have a significant role how mothers thought and
managed postpartum emotional challenges. Some of participants imputed their symptoms
to supernatural or spiritual causes, while others align on religious and spiritual practices
as base of comfort and healing. In terms of coping strategies, participants reported
seeking emotional and practical support from family members, healthcare professionals,

and online communities, in addition to beliefs in religious practices.

Despite the use of these coping mechanisms, several barriers to mental healthcare
utilization were identified. These barriers included lack of knowledge postpartum
depression as a medical condition, stigma related to mental illness, fear of reveal
emotional problems, limited maternity leave, and inadequate childcare services. Such
barriers may contribute to delayed help-seeking behaviors or failure to seek professional
care. Previous studies have similarly reported that stigma and low mental health literacy
in many cultural settings discourage women from seeking professional support for
postpartum depression symptoms (Tolossa et al., 2020); generally, the findings of the
present study highlight the multifactorial nature of postpartum depression among new
mothers in Addis Ababa. The condition is shaped by socio-demographic, cultural,
economic, psychological, and interpersonal factors. Therefore, interventions aimed at
strengthening partner involvement, enhancing community and healthcare support
systems, increasing awareness about postpartum depression, and addressing structural
barriers such as limited maternity leave and childcare services are essential to improve

maternal mental health outcomes.
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5. Summary, Conclusion and Recommendation

5.1 Summary

The purpose of this study was assessing the cultural determinants of postpartum
depression and the coping mechanisms employed by new mothers in Addis Ababa. The
study aimed to answer the following research questions: How do cultural beliefs and
expectations shape the perception and expression of postpartum depressive symptoms?
What coping strategies do new mothers use to overcome postpartum depression and how
are these strategies culturally influenced? What are the roles of family, community, and
health institutions in supporting mothers with postpartum depression?

Both quantitative and qualitative methodologies were used in a mixed-methods study
design. 266 postpartum moms who attended various services in Addis Ababa's public
health centers participated in the quantitative component, which employed a cross-
sectional study design. Data were collected using structured questionnaires and the
Edinburgh Postnatal Depression Scale (EPDS). To find variables linked to postpartum
depression, binary and multivariate logistic regression analyses were carried out. The
qualitative component involved in-depth interviews with six postpartum mothers. The
qualitative data were analyzed using thematic analysis with NVivo software to identify
key themes and subthemes related to postpartum emotional experiences and coping
strategies.

The Quantitative findings of the study revealed that the prevalence of postpartum
depression among postpartum mothers was 29.7%, indicating that postpartum depression
is a significant maternal mental health problem in the study area. The current study
revealed showed that higher educational status, being married, planned pregnancy, and

receiving social support from neighbors and family members were protective factors
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against postpartum depression. In other hand, domestic violence, stigma from family
members, and adverse emotional experiences during pregnancy significantly higher the

likelihood of postpartum depression.

The qualitative findings further explained the lived experiences of postpartum mothers.
Participants described emotional difficulties such as sadness, loneliness, stress, crying,
sleep disorder, and emotional exhaustion after childbirth. Financial hardship, lack of
childcare experience, limited partner support, work-related stress, and insufficient
maternity leave were identified as major contributors to emotional distress. The study
also found that family support, community support, healthcare providers, online social
networks, and religious practices played important roles in helping mothers cope with
postpartum emotional challenges. However, barriers such as lack of awareness about
postpartum depression, stigma, fear of revealing, and limited access to childcare and

mental health services negatively affected care-seeking behaviors.

The study results have crucial implications for healthcare practice, policy, and future
research. The high prevalence of postpartum depression draws heed to the need for
routine screening and early detection of maternal mental health problems during antenatal
and postnatal care services. Healthcare providers should strengthen psychosocial
counseling and support services for mothers at risk of postpartum depression. The study
also emphasizes the importance of improving partner support, enhancing community and
family support systems, preventing domestic violence, reducing stigma, and increasing
awareness about postpartum depression. Furthermore, policymakers should consider
expanding maternity leave, improving access to childcare services, and integrating
maternal mental health services into routine maternal and child healthcare programs to

improve maternal wellbeing and child health outcomes.

5.2 Conclusion
Based on the summary of the findings indicated above, the researcher draws the
following conclusions, and their corresponding implications: The results of the present
study showed that prevalence of postpartum depression was 29.7% nearly one in four
new mothers experience depressive symptoms during the postpartum period. It indicates

that postpartum depression is a major public health concern affecting maternal mental
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health and wellbeing which can adversely affect mothers, newborns and families by
impairing maternal mental and physical health, reducing mother—infant bonding and
quality childcare, and increasing the risk of poor infant growth and developmental
problems. It can also create emotional, social, and economic burdens on families through

reduced productivity, family conflict, and increased healthcare costs.

The result also revealed that Education, planned pregnancy, social support, marital status,
absence of domestic violence, and absence of stigma from family members were
significant predictors of depression among new mothers in Addis Ababa. This finding
implies that improving women’s education, strengthening social and family support,
promoting planned pregnancy, and preventing domestic violence and stigma may help

reduce postpartum depression.

The qualitative results also depicted that Participants faces a wide range of emotional
challenges, including persistent sadness, frequent crying, stress, sleep disturbances,
loneliness, and, in severe cases, thoughts of self-harm. These emotional challenges more
caused by lack of childcare awareness among first-time mothers, financial unstability,
lack of partner involvement, and pressure related to minimum maternity leave and work
responsibilities. This finding underlines the need for enhance psychosocial support,
maternal education, partner support, and supportive workplace policies to minimize

emotional distress and promote maternal mental wellbeing among new mothers.

The qualitative finding emphasizes social support systems as a vital protective factor.
Support from family members, particularly mothers and mothers-in-law, neighbors,
healthcare providers, and even online communities played an essential role in alleviating
emotional distress. Coping mechanisms included seeking healthcare services, relying on
family and community support, engaging in social media discussions, and practicing
religious activities. Generally strengthening family, community, healthcare, and
psychosocial support systems, as well as promoting positive coping strategies, may help
reduce emotional distress and improve maternal mental health among postpartum

mothers.
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5.3 Recommendation
Public health centers and the Addis Ababa city administration Health Bureau should
integrate routine screening for postpartum depression into antenatal and postnatal care
services using the Edinburgh Postnatal Depression Scale (EPDS) through regular
maternal health follow-up visits and referral systems for mothers with psychological

symptoms.

Health professionals and Family Health teams should provide continuous health
education for mothers, partners, and families on postpartum mental health, stigma
reduction, and the importance of early help-seeking through community awareness

sessions and counseling during maternal healthcare visits.

Families, community leaders, and healthcare providers should strengthen social and
emotional support for postpartum mothers by encouraging partner involvement, family

support, and community-based mother support groups.

The Ministry of Health Ethiopia and policymakers should strengthen maternal support
policies by improving maternity leave conditions and promoting workplace environments

that support maternal wellbeing, particularly for vulnerable and working mothers.

Healthcare providers and community stakeholders should implement culturally sensitive
maternal mental health interventions by collaborating with religious leaders and
integrating positive cultural and religious support practices into maternal healthcare

services.

Public health institutions should improve access to mental health services by
strengthening counseling services, reducing stigma within healthcare settings, and
utilizing accessible communication platforms such as social media and mobile health

education to support postpartum mothers.
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7. APPENDIX

Appendix 7.1 Structured questionnaire; English version

Name of the Facility Questionnaire identification no Address of the
client:
Introduction: How are you? My name is . I am a data collector

for the thesis conducted by a student at Addis Ababa University the Degree of Masters of
Arts in Social Psychology. This study aims to explore Cultural Determinants of
Postpartum Depression and Its Coping Mechanisms: The Case of New Mothers visiting
public health centers in Addis Ababa, Ethiopia. I would like to inform you that you are
chosen to be interviewed. Before we go to the interview, | will request you to listen
carefully to what | am going to read to you about the purpose and general condition of the

study and tell me whether you agree or disagree to participate in this study.
Consent Form

The purpose of this study is to explore Cultural Determinants of Postpartum Depression
and Its Coping Mechanisms: The Case of New Mothers visiting public health centers in
Addis Ababa, Ethiopia. The study will be conducted through interviews. The interview
will only take about 15-20 minutes of your time. At the end, it is hoped that the
information you give us could help to explore cultural determinants of postpartum
depression and its coping mechanisms among new mothers in Addis Ababa. The
interview involves private life questions. | would like to assure you that this privacy
should strictly be kept confidential. A code number will identify every participant and no
name will be used. The interview is voluntary and there will not be any incentives. You
have the right to respond or not respond to the all or some questions. You can also stop
the interview in between if you are not interested. Your participation or non-participation,
or refusal to respond to the questions will have no effect now or in the future on services

that you or any member of your family may receive from service providers.
If you have any question you may contact: Addisalem Belachew (BA)

Address: Addis Ababa, Ethiopia Email: addisbh7128@gmail.com Tel: +251957048383
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Are you willing to participate in this study?
1. Yes 2. No Thank you!!
If the study subject agrees to participate in the study, start the interview.

Interviewer signature certifying that informed consent has been given verbally by the

respondent.
Name of the interviewer Signature Date
Name of supervisor Signature Date

Instruction: Ask the following questions then circle their answer on the options column
if it is a choice question or write their answer on the blank space if it is an open ended

question.

Part one: Socio Demographic Characteristics

S.No | Questions Coding category

1 Age

2 Marital status Single 1
Married 2
Widowed/Divorced 3

4 Religion Orthodox
Muslim
Protestant
Catholic

Secondary
Degree and above
No

6 Occupation House wife

1
2

3

4

5

5 Education Primary 1
2

3

4

1
Civil servant 2
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Merchant 3
Daily laborer 4
7 Does your/husband income covered | Never 1
monthly basic needs? Rarely 2
Sometimes 3
Always 4
Part 2: obstetric and health related factors
1 Number of pregnancy
2 Number of alive children
3 History of abortion Yes 1
No 2
4 Number of abortion
5 Did any of vyour children are| Yes 1
hospitalized? No 2
6 Have you ever experienced death of | Yes 1
your baby? No 2
7 The mode of delivery for your last | Spontaneous Vaginal 1
pregnancy? Instrumental 2
CIS 3
8 Was your last pregnancy planned? Yes 1
No 2
9 Age of your newborn in month
10 Any illness/complication during your | Yes 1
last pregnancy? No 2
11 Was there any negative life event | Yes 1
during your last pregnancy? No 2
12 Stigma from family member
13 Previous history of depression? Yes 1
No 2
14 Any of your relative suffered from | Yes 1
mental illness?
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No 2

Part 3: Social and Cultural Factors
1 Have you ever experienced any abuse | Yes 1
in your home? No 2
2 What kind of abuse do you ever | Physical 1
experienced? Sexual 2
Emotional 3
Mixed 4
3 Does a Father of your child is| Never 1
supporting both of you enough? Rarely 2
Sometimes 3
Always 4
4 Did any of vyour relatives and | Yes 1
neighbors present during your last | No 2
child birth post-partum?
5 Are you satisfied by the relationship | Yes 1
you have with your mother-in-law? No 2
6 Does your religious leader visit you | Yes 1
during your postpartum period? No 2
7 Does your last baby born a sex you | Yes 1
desired? No 2
8 Does your last baby born a sex your | Yes 1
husband/family desired? No 2
9 Does special soups and porridge | Yes 1
prepared for your postpartum | No 2
period?
10 Does you seek help for your bad | Yes 1
feelings No 2
11 Have you discussed about your | Yes 1
feelings with health professionals | No 2

during your postnatal visit?
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Appendix 7.2 Edinburgh Postnatal Depression Scale (EPDS)

Please circle the answer which comes closest to how you have felt in the PAST 7 DAYS, not just how you feel today(Levis et al.,

2020).

In the past7days:

1.Ihavebeenabletolaughandseethefunny side of things:

6.Thingshavebeengettingontopofme:

Asmuchaslalwayscould Yes,mostofthetimelhaven’tbeenabletocopeatall 3
Not quite so much now 0 Yes, sometimes | haven’t been coping as well as usual 2
Definitelynotsomuchnow 1 No,mostofthetimelhavecopedquitewell 1
Not at all 2 No, | have been coping as well as ever 0
3
2.1havelookedforwardwithenjoymentto things: 7.1havebeensounhappythatlhavehaddifficulty sleeping:
As much as | ever did Yes,mostofthetime 3
Rather less than | used to 0 Yes, sometimes
Definitelylessthanlusedto 1 Notveryoften 2
Hardlyatall 2 No, not at all 1
3 0
3.Ihaveblamedmyselfunnecessarilywhen things went 8.Ihavefeltsador miserable:
wrong: Yes,mostoftime 3
Yes, most of the time 3 Yes, quite often 2
Yes,someofthetime 2 Not very often 1
Not very often 1 No, not at all 0
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No, never 0
4.1havebeenanxiousorworriedfornogood reason: 9.1havebeensounhappythatlhavebeencrying:
No, not at all Yes,mostofthetime 3
Hardly ever 0 Yes, quite often 2
Yes, sometimes 1 Onlyoccasionally 1
Yes, very often 2 No, never 0
3
5.1havefeltscaredorpanickyfornoverygood reason: 10.Thethoughtofharmingmyselfhasoccurredtome:
Yes, quite a lot Yes,quiteoften 3
Yes, sometimes 3 Sometimes 2
No, not much 2 Hardly ever 1
No, notatall 1 Never 0
0

TotalScore(addquestions1-10)
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Annex 7.3 Questions for Qualitative part

Key informant Interview Questioner

Section 1: Thank you for agreeing to participate in this study. We are interested in
understanding mothers’ experiences after childbirth, especially emotional wellbeing, cultural
beliefs, and coping strategies. There is no right or wrong answers. Your responses will remain

confidential. You may stop the interview at any time.

Section 2: Socio demographic: Age: Marital status: Education
level: Occupation: Number of children: Baby’s
age: Religion:

MAIN INTERVIEW QUESTIONS

1. Experience after Childbirth

Can you describe how you felt emotionally after giving birth?

What changes did you notice in your mood, sleep, or daily activities?
Probes: Feeling sad, overwhelmed, worried? Loss of interest? Irritability?
2. Cultural Beliefs about Postpartum Period

In your community, how is the period after childbirth viewed?

How does your culture explain emotional distress after childbirth?
Probes: Spiritual causes? Evil eye? Weak faith?*“Normal motherhood stress”?
3. Family and Social Expectations

What expectations are placed on new mothers in your community?

How important is having family support after delivery?

How did your husband/partner support you?

Probes: Extended family pressure ? Financial stress ?Gender roles?

4. Coping Mechanisms

When you feel stressed or sad, what do you usually do?

Do you seek support from someone? Who?
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What role does religion or prayer play?

Have you ever visited a health professional for emotional concerns?
Probes:Church/mosque attendance?Talking to mother/sister?Isolation?Traditional healers?
6. Help-Seeking Behavior

Where do women usually go for help if they feel emotionally unwell after childbirth?
What factors influence the decision to seek or not seek medical care?

What would make it easier for mothers to get help?

7. Recommendations

What support do you think new mothers need in Addis Ababa?

What changes should health facilities make?

How can community leaders help?

Closing: Thank you for sharing your experience. If you feel distressed or would like support,

we can provide referral information to appropriate services.

52



Appendix 7.4 Structured questionnaire; Amharic version

NALNH ANN RLACAE AEDhAE F9UCT NEA NMN+CH TCILI PMUNLP

ALhA-E panan/ 4 f MG
mmeP
PM.G teae Ao POOMEP AP &ML
Mh+PmE P
ms ehma% ANAAU=NARA ANN RIACAL ALDAE FTRUCT NEA NTIN+CH

TCI® PTUNEP ALNAE, a4 NPT NASN ANN N9 AN+SLC NC NTRLTF N+aDL M
MS MNLLPTF AZULOAL 1At ANTNTST AATHTT UesT UnIPT AT8UF9° ARETT
ATt ATLOOM. ATHF NEUZ DAL NBA PaRaem ENCHT +PPH FICT AR NTLLLY
Mnet a/5ANAN,
1AuACATPRPAM LS +HAFLA P FDLPATMLENTYEFINGTNHUP P ANADTRAATI A
TMPAALATLEPFIPMINATNAPINDIRTN S MNEANTEALATA+EL $ LTI PTAA
MmPIPILIAGAT A

LPETITIOMPLPPO

PHLUMTHAATINALN ANN N+T9 AN+SEC AC NTYTT PARY9INF: MG MNLPF heul
DAL N3A Paaaem ©NCHT +PPH FoCTY RAPTT PA MOERYPTY a4 +R
TDERTEPANANDNSATMLSPLPTA: SATMLRPT DN LM-1HN15 AdN 20
PbPLUTAACAPPTAM-FADLE SATMEEPIAUL DT PEPFY PN FFA: L UL AM-F
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