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ABSTRACT
Background: Paternal postpartum depression is a serious public health problem which has a

significant effect on mortality and morbidity level and its effect is not limited to the father, but

it also affects the family, the marriage relationship and present and future child development.

Objective: To assess the prevalence and associated factors of paternal postpartum depression
among fathers who come with their partner in selected public health centers of Addis Ababa,
Ethiopia, 2019.

Methodology: Institution based cross sectional study design was conducted among 423
fathers. Lottery sampling method was used to select the health center; the samples were
proportionally allocated to each health center. Finally the study participants were selected by
systematic sampling method. The collected data was entered to Epidata version 4.2.2.0.0 and
exported to SPSS for further analysis. The Edinburgh Postnatal Depression Scale (EPDS) was
considered at a cutoff point >9 to detect depression. Descriptive statistics and Logistic

regression analyses was used to see the association of different variables.

Result: 423 fathers were interviewed in this study and 410 (97 %) were correctly completed
the questionnaire. 70(17%) of the participants had paternal postpartum depression. This study
showed that; family income [AOR= 3.0(95% C.I: 1.1- 8.2)], substance use [AOR=4.5 (95%
C.I: 1.5- 13.3)], family support [AOR= 3.9(95% C.I: 1.3-11.3)], marital relation [AOR=
4.1(95% C.I: 1.5- 11.0)], unplanned pregnancy [AOR= 3.5(95 %( C.I: 1.4- 8.7)], infant sleep
problem [AOR =10.0(95% C.I: 4.1- 24.0)], were significantly associated with paternal

postnatal depression.

Conclusion and recommendations:

This study results revealed paternal postpartum depression is a public mental health problem.
This suggests the need to provide paternal mental health assessment and screening, further
efforts to decrease substance use and on family planning utilization, and pre marriage
counseling during this period.

Key; Paternal postpartum depression, Edinburgh Postnatal Depression Scale, fatherhood



1. INTRODUCTION

1.1. Background
Paternal postpartum depression (PPPD) also known as “paternal postnatal depression (PPND)”

is one of non-well recognized mental illness in fathers that occurs with major depressive
symptom which has the onset occurring within four weeks of child birth and may extend to
one year (1-4).

These depressive symptoms are; experiencing the symptoms of fatigue and changes in sleep or
appetite, they often but not present always show less sadness, crying, and outward emotional
symptoms. And there are other most common symptoms of paternal postpartum depression
among these; irritability, unhealthy sexual relationships or infidelity, working more or less,
low energy, exhaustion, lack of motivation or poor concentration, weight or appetite change,
risk-taking behaviors including using of substance, physical signs (headaches, muscle pain,
stomach digestion problems), anger and outbursts, escapist behavior, such as spending
excessive time on watching television, on the internet or at work violent behavior, suicidal
thoughts (5-7).

Sideways from the occurrence of enjoyments, the postnatal period is noticeable by substantial
change and the absence of routine activities. Fathers experience several changes and stresses
after child birth, such as sleep problems, fatigue, relationship change and financial difficulties.
Even though some fathers expect that they may find it difficult to adapt to parenthood, many
fathers are not fully aware of the impact a baby will have on their lives(8-10).

The postpartum period is the transformation to paternity and it is a challenging and vulnerable
period for most fathers. Studies showed that fathers suffer in depression after the birth of a
child(3, 11).

Usually, postpartum depression was assumed as a mental illness of only for women. But,
about one fourth of new fathers could also experience overwhelming depression after the birth
of their newborn (3, 12, 13). The concept of paternal postnatal depression recognized in the
fore in 1990 (14) .

The transition to paternity may be complex and devastating, and may have negatively

influence the men’s health. The change and practice to paternity is considered one of the most



acute change that experienced throughout a man’s life(8). The experience is influenced by
father itself, relationship, and infant factors(15).

By different researcher the scale mostly used to identify the PPPD was Edinburgh Postnatal
Depression Scale (EPDS). There are also other screening measurements in identifying PPPD;
Center for Epidemiologic Studies, and Beck Depression Inventory were used by different
researchers. Similar to other forms of depression PPPD is a treatable mental illness and it has

non pharmacological and pharmacological treatment options.



1.2.  Statement of problem

Paternal postnatal depression (PPPD) is a clinically significant problem for fathers, families
and community which is currently under screened, underdiagnosed, and under-treated. There
was an estimates of the prevalence of paternal PPD in review of different literature vary
widely, ranging from 4% to 25% of fathers within the postpartum period (3, 12).

Despite postpartum depression among women has been studied by different researchers in
different countries, the prevalence of depression among the fathers of newborn is a

phenomenon not well recognized, is under screened and underdiagnosed (14, 16).

Different scholars on prevalence of paternal PPPD extending from1.2% to 25.5% in
community study and become higher among fathers whose partner were had paternal postnatal
depression ranges from one fourth to half of father were affected with PPPD(3, 11). And this
indicates the existence of maternal postpartum depression increases the incidence of PPPD. In
Ethiopia the prevalence of PPND was not conducted, but the prevalence of maternal
postpartum depression was ranged from 23.3 to 34 percent of postpartum mothers were have

postpartum depression (17-19).

Paternal postpartum depression can increase suicide risk or loss of one self(20). In addition
PPPD contributes to negative impacts on the family, poor parenting behaviors, the marriage
relationship, reduced parent infant interaction, has implications for healthy child growth and
development (21-23). According to different studies the effect of paternal PPD was not limited
to negative effect on early development of child, but also on the child's whole future physical
growth and healthy socio emotional and psychological development. These impaired parenting
practices may lead to difficult child character, including excessive infant crying. And these
problems may cause the child impaired behavioral and language development and as well as to

psychiatric disorders like emotional and behavioral problems (24, 25).

Several factors have been identified that may precipitate paternal postpartum depression
including paternal factors; employment status, relationship factors; poor marital relationships,

and infant related problems (26-29).



Although the prevalence of PPPD is not enough studied, according to the recent investigations
the problem has advanced considerably over the three decades. The estimates of the
prevalence of PPPD within the first year vary widely ranging from 4% to 27% (30-32). This
rate of depression among male were higher than those observed in the general male adult
population which are estimated at 4.7%(1).

The prevalence of maternal postpartum depression among Ethiopian postpartum women high
as compared to global reported figure ranges from 4.5%-20% (17-19, 33). However, PPPD
among fathers of a newborn is a new concept in Ethiopia.

Despite there are literatures on paternal postnatal depression has been studied by different
researchers in different countries, to our knowledge, there is no study conducted in Ethiopia on
the prevalence and associated factors of PPPD, therefore the aim of this study was to assess
the prevalence and associated factors of PPPD among father who come to postnatal follow
clinic Addis Ababa health centers.



1.3.  Significant of the study

This study is useful in adding the knowledge on the regarding level of depression among
fathers after they have newborn. This study will be important for different stakeholders (policy
makers, the health institution, health care providers, and community) in addressing the issues
related to paternal morbidity and mortality during postpartum period, the result will show
prevention measures that are important for decreasing the occurrence of depression among
father of the new born. The result will provide information for strategic planning of
comprehensive postnatal care and follow up, support and care of fathers with new born. It is
also expected that, the findings will be important for further psychiatric evaluation and hence,
advanced mental health care and support will be integrated with the routine postnatal care and
follow up management guidelines, it may also important to design curriculum, training, and to
provide evidence based practice. The study results may also show solutions for the paternal
postpartum related depression at the community level. And prevention of paternal depression
Is important for house hold or family development. And it also will be a baseline source for
additional further research regarding paternal postpartum depression.



2. LITERATURE REVIEW
2.1. The prevalence of paternal postpartum depression

The cross sectional study conducted in Brazil using Beck Depression Inventory (BDI) showed
that the prevalence of depression among father was 11.9%, this figure also extend more than
40% among fathers who had depressed partner(13). The cross sectional study in Saudi Arabia
on the prevalence of paternal postnatal depression among fathers of newborn conducted in

Saudi Arabia using EPDS measurement scale prevalence was 16.6%(34).

The study done in Japan revealed that the prevalence of paternal depression among fathers
were 7.5% using the Center for Epidemiologic Studies Depression Scale (CESD) scores, and
11.6% of them were depressed using the Edinburgh Postnatal Depression Scale EPDS score
(35). The longitudinal study conducted in 2017 Japan on Prenatal and early postnatal
depression and child maltreatment using the EPDS showed that the prevalence of paternal
postnatal depression were 8.8(36). The longitudinal study conducted in Japan on 2016 using
EPDS scale 16.7% of fathers were have symptoms of depression(37). Another study
conducted on the prevalence and risk factors for postpartum depression among 1023 fathers in
Japan showed that 11.2 % of participants were symptoms of depression by using the EDPS

measurement scale(38).

The study conducted northwest china in 2016 on postpartum depression and the psychosocial
predictors in first-time fathers showed the prevalence of 13.6% by using the EPDS(39).

The meta-analysis conducted on Prevalence of paternal depression in pregnancy and the

postpartum by using different studies reported as the prevalence of 8.4% (2).

The prevalence of depression in fathers during postpartum period was conducted in different
measurement scale in different countries. For example the prevalence of Paternal postpartum
depression by using the Center for Epidemiologic Studies Depression Scale (CESD) was
10.3%, which was more than doubled that of the general adult male population in the US(12).
Another study conducted in Australian fathers showed that 9.7% of fathers were had
depression by using Kessler-6 scale in the first year after birth of a child (40).



The meta analysis conducted in 2010, showed that, estimated rate of paternal postpartum
depression was 10 %, with Cl of 8.5%, 12.7% with a mix of studies reporting depression rates

at single versus two or more time points during the antenatal/postpartum period(41).

Another cross-sectional study design conducted in Ireland showed that the prevalence of
paternal postnatal depression using the EPDS scale cut of point greater or equal to nine was
28%(4).



2.2. Factors associated with paternal postpartum depression

Even though the exact interconnection between identified factors is not clearly known; there
were factors contributing to paternal postpartum depression by different studies. Different risk
factors have been identified in the associated with PPND, such as unemployment, unplanned
pregnancy, poor marital relationship, poor social support, lack of family support, previous
history of depression, joint family versus nuclear family (34, 35, 41, 42). These predictors are

categorized in to three categories as follows depending on reviewing different literatures.
Father related factors

The paternal postpartum depression was significantly associated with those fathers who were
struggling to survive financially than that of financially comfortable fathers, and being
unemployment were greater prevalence of PPPD, which was not statistically significant.
Paternal postnatal depression was higher in prevalence among those who not receive paternal
leave than that of received. Being a lower educational level was higher in prevalence of PPND
but it was not statistically significant, and having history of previous depression were
statistically significant factor for PPND(4, 43).

The study in Saud Arabia showed that the demographic (age, experience of being a father
before, educational status, economic status) and employment- related characteristics were not
significantly different between fathers with and without depression. but the employment
status; permanent versus temporary, was significantly different between fathers with and

without depression(34).

On the other hand the study in Japan on 2010 showed that those fathers with temporary
employment or unemployment were significantly more likely to be depressed than permanent
employees(35). The study in Brazil showed that paternal postpartum depression was not
associated with socio demographic characteristics of the father.

Different studies revealed that paternal postnatal depression were significantly associated with
personal or paternal predictors such as history of history of psychiatric illness and treatment

such as depression, substance use such as alcohol use and smoking(13).



The study in Japan on 2016 also showed that fathers with a history of depression. were
significantly more likely to experience postnatal depression(37). But the fathers' socio
demographic characteristics, obstetric characteristics were not associated with paternal

depression(37).
Relationship factors

According to the study conducted in Saudi Arabia there were no statically significant
association with PPND among those who were marital status, marital relationship, number of
wife or partner, wife went to her mother’s house for delivery, family setup, relationship with
parents, friend support difference (34). But another study in US paternal depression was

associated with poor marital relationships(40).

On the other side the study in Japan revealed that relationship with partners were not

associated with paternal postpartum depressive symptoms(37).

Another study in Ireland showed that unplanned pregnancy, and friend support were not
statistically associated with PPND, but in that study being single, partner support, private
healthcare for partner and family support were statically significant association with PPND(4).



Infant related and environmental predictors

Environmental and infant related risk factor for PPPD by the study conducted in Ireland was
the infant itself sleeping problem were statistically significant risk factor, but having full term
infant and having an infant that did not have sleeping problem were not risk factor for PPPD.
Other infant factor that did not have statistical significance was type of delivery. Living in
rented accommodation and certain types of housing such as an apartment were found to be

statistically significant risk factors for PPPD(4).

According to the study conducted in Saudi Arabia there were no statistically significant
change between depressed fathers and non-depressed father among those who were planned
versus unplanned pregnancy, attending the ANC check up with their partner or not, attending
the new born delivery or not, mode of the delivery, history of loss of child before, presence of
congenital problem with new born(34). In other hand study in Japan showed that unintended
pregnancy were associated with an increased risk of depression in fathers than that of had

planned pregnancy(35).
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2.3. Conceptual framework

Relationship factors

Paternal factors

v Age v" Family set up
v" Religion v" Relationship with
v Educational status parents

v' Employment status v" Friend support
v Number of newborn | DEPRESSION v' Marital status
v Family income v Marital relation
v' Substance use v" Family support
v’ History of depression v Number of wife
v Experience of being a v’ Relative mental

father

Infant and environmental related factors

v Place of wife after delivery
Accommodation

Pregnancy planned/unplanned
Attend antenatal check up
Mode of delivery

Attend delivery of your baby
GA of the pregnancy
Congenital birth problems
Place of health care

Infant sleeping problem

D N N N N Y N N NN

History of loss of child

Figure 1 Conceptual frame work.

Source, Adapted from different literatures (4, 13, 34, 37, 44).
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3. OBJECTIVE

3.1. General objectives

To assess the Prevalence and associated factors of paternal postpartum depression among
fathers who come to postnatal follow up clinic with their partner in selected Addis Ababa
health facility, Ethiopia, 2019

3.2. Specific objectives

1. To determine the prevalence of PPPD among fathers who come to postnatal follow up
clinic with their partner in selected Addis Ababa health facility, Ethiopia, 2019.

2. To identify the associated factors with PPPD among fathers who come to postnatal
follow up clinic with their partner in selected Addis Ababa health facility, Ethiopia,
2019.

12



4. METHODOLOGY

4.1. Study area and study period
The study was conducted in public health centers of Addis Ababa city administration; which is

capital of Ethiopia. The city has an estimated total population size of 7 Million as estimated in
2018 (source: populationof2018.com/addis-ababa-population-2018.html), and the city is
divided in to 10 sub cities. There are 6 hospitals and 98 health centers under Addis Ababa
health bureau, and 8 hospitals under federal government: five hospitals under a Federal
Ministry of Health, and three hospitals under defense force and police. There are also over 34
private hospitals and over 700 private clinics in Addis Ababa city.(source Addis Ababa health
bureau informally).

This study was conducted in selected public health centers of Addis Ababa, which have
postnatal follow up unit from April 1 to May 2, 2019.

4.2. Study design
Institutional based cross-sectional quantitative study was employed.

4.3. Population
4.3.1. Source population

All fathers who come to postnatal clinics with their partner in public health centers of Addis
Ababa.

4.3.2. Study population
All fathers who come to postnatal clinics with their partner in selected public health centers of

Addis Ababa.

4.3.3. Study subjects

The study subjects were father who present at time of data collection in selected public health

centers of AA.

13



4.3.4. Eligible criteria

4.3.4.1. Inclusion criteria

Father who come to postnatal follow up unit during 3rd visit with his partner and had infant

greater or equal to 4 week.

4.3.4.2. Exclusion criteria

Fathers who were not able to respond to questions were excluded.
4.4. Sample size and sampling techniques

The required sample size of eligible participants for the study was determined by using a

single population proportion formula.
Therefore:-

n = (Z a/2)>P (1-P)

d2
Where,
n= the desired sample size
Z o/2= is standardized normal distribution value for the 95% CI =1.96
d= was the margin of error to be tolerated (5%)
P= by considering 50%, since prevalence of PPPD in Ethiopia is not known.

n= (1.96)? 0.5(1-0.5)

(0.05)°
n= 384

None response rate 10%, there for the total sample size was 423

14



4.5. Sampling procedure

The total numbers of public health centers (HC) in Addis Ababa was 98. From these three of
them had no postnatal follow up figure in the previous month report. From the reset 25 HCs
were selected by lottery method. The selected health centers were Addis ketema health center
(AKHC), Kality HC(KHC), Gelan HC (GelHC), Nifas Silk Lafto Number 02 HC(N/S/L/no
02), Nifas Silk Lafto Woreda 02 HC (N/S/L/ W 02 HC), Nifas Silk Lafto Woreda 10 HC
(N/S/L/ W 10), Nifas Silk Lafto Woreda 12HC (N/S/L W 12), Kotebe HC(Kot HC), Yeka
Woreda 12 HC(YWo012 HC), Yeka Woreda 13 (YWo013 HC), Yeka HC (YekHC), Addisu
Gebiya HC(AdGHC), Alem Bank HC(AIBHC), Cherchil HC(CrHC), Kolfe HC (KolHC),
Kolfe WO01HC(KolWO01HC), Kolfe woreda 09 HC (kolW09HC), Bole 17/20 HC(B17/18), Jan
meda HC(JMHC), Bolebulbula HC(BuUIHC), Entoto no 02 HC(En01HC), Ferese meda
HC(FMHC), Meri HC (MrHC), Lideta HC (LHC), and Semen HC(SmHC) were selected. The
study subjects were allocated proportionally to each health center according to the previous
month (March) clients follow up record in postnatal care unit and the study subject from
selected health center was selected by systematic random sampling method. The first father

was selected by lottery method and the others were selected every two.

» To know the proportional sample=>

The average population to each HC *Total sample size (423) divided by total clients attending
the selected (25) HC (828)
Addis ketema HC= 33*423 ==>» 17 fathers
828

Kality HC= 15*423 =8 fathers

828
Gelan HC = 30*423===>» 15 fathers

828

Nifas Silk Lafto no 02= 50*423= 26 fathers

828

15



Nifas Silk Lafto W 02= 90*423=====>46 fathers
828

Nifas Silk Lafto W 10= 35*423 ===>» 18 fathers
828

Nifas Silk Lafto W 12= 40*423==» 20 fathers

828

Kotebe HC= 30*423 =====> 15 fathers
828

Yeka w12 HC= 35*423======> 18 fathers
828

Yeka wl3= 35*423======» 18 fathers
828

Yeka HC= 30*423 =====> 15 fathers

828

Addisu Gebiya HC= 25*423 ===»13 fathers
828
Alem Bank HC = 60*423 ===» 31 fathers
828
Cherchil HC = 8*423 ===>»4 fathers
828
Kolfe HC= 90*423=====»46 fathers
828
Kolfe Wor01= 30*423 =====> 15 fathers

828

16



Kolfe Wor 09= 32*423= 16 fathers
828
Bole 17/20 HC= 20*423 ==» 10 fathers
828
Jan meda HC= 15*423 =8 fathers
828
Bolebulbula HC = 15*423 =8 fathers
828
Entotono 02=  15*423 =8 fathers
828
Ferese meda HC= 18*423 ====» 9 fathers
828
Meri HC = 31*423 =====»16 fathers
828
Lideta HC = 20*423 ==» 10 fathers
828
Semen HC= 26*423 ======»13 fathers

828

17



AKHC=17

KHC=8§

GEECE T

Nm(2HC=26

NW2HC=46

NWIHC=18

NWIZHC=20

KafHC=13

YWIHC=18

Y/WISHC=13

Yektie= 15

AJGHC=13

AlemBHC=31

CherEL =13

Systematic

samplng

Ko[HC=46

Kol WO1HC=13

Kol WO9HC= 16

BIT1SHC=10

JanlMHC= §

BolBHC=S

EnfN0I=8

FerMeda HC=9

Mer HC=16

LdHC=10

SgmbC=13

Key; PHC = Public health centers of Addis Ababa

Figure 2 Schematic presentation of sampling procedures
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4.6. Variables

4.6.1. Dependent variable

» Paternal postpartum depression

4.6.2. Independent variables

» Paternal factors
v Age, religion, educational status, employment status, number of newborn, family
income, substance use, history of depression, experience of being a father.
» Relationship factors
v Family set up, relationship with parents, friend support, marital status, marital

relation, family support, number of wife, and relative mental illness.

» Infant and environmental factors

v Place of wife after delivery, accommodation, pregnancy planned/unplanned, attend
antenatal checkup, mode of delivery, attend delivery of your baby, GA of the
pregnancy, congenital birth problems, place of health care, infant sleeping problem,
and history of loss of child.
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4.7. Operational definitions

«+ Depression was considered if the cumulative score of Edinburg Postnatal Depression
Scale (EPDS) was 9 or more. EPDS has 10 items and each item of the EPDS was
scored from O to 3, yielding a total range of 0—30. The score of questions number 1, 2
and 4 were; the first choice scored as 0, the second choice scored as 1, the third choice
scored as 2 and the last choice scored as 3 and the score of question number 3, 5, 6, 7,
8, 9, and 10 were scored the first as 3, second as 2, third as 1 and the last 0.

¢ Substance use was considered when the fathers were used any one or more of the

substance (alcohol, chat, and or cigarette).

4.8. Data collection instruments

A structured interviewer administered questionnaire was adapted from previously published
literatures (4, 13, 34). The Edinburg Postnatal Depression Scale (EPDS) was used to assess the
depressive symptoms. The EPDS has 10 questions and each question has four possible
responses, which are scored from 0 to 3; the total score ranges from 0 to 30, and it is useful in
identifying depression during postnatal period and has acceptable internal consistency for men
by different studies(45-47). It measures the feeling of fathers during the previous seven days
of postnatal period.

The questionnaire has four parts; the father related, relationship, infant and environmental
factors with the EPDS and it was prepared in English and translated into the local language
Ambharic by experts, then retranslated back into English by a different expert to insure the
consistency. The Amharic version of the EPDS questionnaire was adopted and rechecked from
previous study and was used for date collection(17).
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4.9. Data collection procedure

A total sample of 423 fathers was interviewed. The designed questionnaire contains close
ended and some open ended questions. The questionnaire was pre-tested in Nifas Silk Lafto
sub city Woreda 05 Health center among 22 (5%) fathers determine the reliability of the
questions, clarity of terminology and the securing and orderliness of the questions. Data
collectors and supervisors were recruited; they are expected to have experience of data
collection. A total of twenty five midwifes were selected for data collection and four MSc in
maternity and reproductive health was selected for supervisor and training was given for
supervisor and data collectors by principal investigator. The training was comprised
interpretation and detailed explanation of every question with clear understanding by the
interviewers. The training includes interpretation of the questions which is prepared and
translated into Amharic. The data collection was conducted from April 1 to May 2, 2019. The
principal investigator was supervised throughout the data collection period.

4.10. Data quality assurance

Data collectors were selected among trained health care provider who were working on the
other facility and, who have previous experience of data collection and participation in
research. Training was also given for data collectors. Then, the research tool was pre-tested in
Nifas Silk Lafto subcity woreda 05 health center among 22 fathers & the necessary
arrangements & corrections were made to standardize & ensure its validity. The quality of

data collection process was supervised by the principal investigator.

4.11. Data analysis

Data was entered and coded into a computer using Epidata version 4.2.0.0 and was analyzed
after it is exported in to SPSS version 20. Exploration of relationships between variables was
made with descriptive statistics. Tables and cross-tabulations and percentages were used, and a
logistic regression statistical model was employed for analysis. The outcome variable is based
on EPDS score that a cutoff point >9 was taken as presence of depression and less than this
cutoff point was taken as absence depression. Therefore, the association of covariates with
depression was estimated using logistic regression models and Odds ratios with 95%

confidence intervals was calculated to identify associated factors PPPD.
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4.12. Ethical clearance

Permission was obtained from the Research and Ethics Committee of school of Nursing and
Midwifery, Addis Ababa University. An official letter from the school of nursing and
midwifery at Addis Ababa University was written to Addis Ababa health Bureau and the
objective of the study was communicated to the ethical committee members of the Addis
Ababa health Bureau and the corresponding health centers. Protection of the rights of
individuals was ensured by giving due freedom to participate in the study or not to participate
oral consent was asked to start the interview. Privacy and confidentiality was maintained
during interview. The subjects were informed that any information they provide kept
confidential. Any personal identification of the study participants was not being recorded

during data collection.

4.13. Dissemination of the result

The study result will be submitted to Addis Ababa University College of Health Sciences,
school of Nursing and Midwifery as a partial fulfillment of the requirements for Master
Degree in maternity and reproductive health in Nursing. It will also be disseminated to Addis
Ababa health Bureau and the health facilities. All attempts will be made to present on different

professional conferences and publishing on local or international journals.
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5. RESULT
5.1. paternal factors of the participant

A total of 423 fathers were interviewed in this study and out of them 410 were correctly
completed making the response rate of 97%. The mean age of the participants was 32.02 +5.36
year and two third of respondents were in between 25 to 34 years, the mean time of the fathers
interviewed was 44.49 + 3.037 days ranges from 36 to 59 days of delivery. Out of 410
reported, 153 (37.3%) were first-time fathers, while 257 (62.7%) were experienced fathers,
the majority of them 385 (93.9%) fathers had one newborn, and the rest were had twin and
triple new born, and 210 (51.2%) of father were orthodox by religion, 180 (43.9%) of fathers
were completed higher education, 370 (90.2%) of fathers were employed. among employed
331 (89.5%) were permanent employees and 39 (9.5%) of them were temporary. Of these 312
(76%) were received paternal leave. The average family income of the respondents were 5064
+ 2669.41 Ethiopian Birr, ranges from 1000 to 26,000 and 257 (62.7%) of the respondents
were not comfortable by their family income, 42 (10.2) of the participant were using at least

one of the substance (alcohol, chat, cigarette) (Table 1).
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Table 1 paternal factors of fathers who come to postnatal follow up clinic with their
partner in Addis Ababa public health centers, Ethiopia.

Variable Frequency (n=410) Percent
Paternal age
20-24 14 3.4
25-29 150 36.6
30-34 130 317
35-39 61 14.9
40-44 42 10.2
45-49 13 3.2
Number of children in household
One 153 37.3
>two 257 62.7
Religion
Orthodox 210 51.2
Muslim 114 27.8
Protestant 71 17.3
Other 15 3.7
Educational status
No formal education 13 3.2
Read and write 17 4.1
Completed primary education 60 14.6
Completed secondary education 140 34.1
Completed higher education 180 44.0
Number of new born
One new born 385 93.9
Twin new born 25 6.1
Employment status
Employed 370 90.2
Unemployed 40 9.8
Family income
<1650 11 2.6
1,651-3,200 77 18.8
3,201-5,250 186 45.4
5,251-7,800 96 23.4
7,801-10,900 24 5.9
>10,900 16 3.9
Comfortable to your family income
Yes 153 37.3
No 257 62.7
Substance use
Yes 42 10.2
No 368 89.8
History of depression
Yes 17 4.1
No 393 95.9
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5.2. Relationship characteristics of the participants

All of the respondents were married and almost all of them 408 (99.5 %) were living together
with their partner and almost all of the respondents 407 (99.3%) were one wife and, Almost all
of fathers, 409 (99.8%) reported as nuclear family setup. 407 (99.3) of them were one wife and
355(86.6%) of the respondents were respond good marital relation. About three fourth of the
respondents were good relationship with their parents, support of friend and family support;
70.2%, 72.9%, 73.4 % respectively (Table 2).

Table 2 Relationship characteristics of fathers who come to postnatal follow up clinic
with their partner in Addis Ababa public health centers, Ethiopia.

Variables Frequency Percent
(n=410)
Family setup
Nuclear family 409 99.8
Joint family 1 0.2
Good relationship with parents
Yes 288 70.2
No 122 29.8
Support of friends
Yes 299 72.9
No 111 27.1
Marital status
Married living together 408 99.5
Married living separately 2 0.5
Good marital relation
Yes 355 86.6
No 55 134
Support of family
Yes 301 73.4
No 109 26.6
Relatives diagnosed with mental illness
Yes 8 2.0
No 402 98.0
Number of wife
One 407 99.3
More than one 3 0.7
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5.3. Infant and environmental related characteristics of the participants

270 (65.9) of the respondents were living on rented houses, and Only 25 (6.1%) respondents
wife were went to her mother or family house for delivery, more than three third of pregnancy
were planned 316(77.1%), and 340 (82.9 %) and 342 (93.4%) of fathers were present at the
time of antenatal checkup and delivery of infant respectively. Of all respondents 336 (82%)
reported that the delivery of their child were vaginal delivery and the major time (301) 73.4%
of delivery were term, most 334(81.5%) of infants were delivered at governmental health
institution and only 7(1.7%) of respondents had congenital problems. 82(20%) of infants had
sleeping problem (Table 3).
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Table 3 Infant and environmental related characteristics of fathers who come to
postnatal follow up clinic with their partner in Addis Ababa public health centers,
Ethiopia.

Variables Frequency (n=410) Percent (%)

Wife went to her mother’s
house after delivery

Yes 25 6.1

No 385 93.9
Housing

Own house 140 34.1

Rental 270 65.9
Was the pregnancy planned

Yes 316 77.1

No 94 22.9
Attend antenatal check up

Yes 340 82.9

No 70 17.1
Mode of delivery

Vaginal delivery 336 82.0

Cesarean section 74 18.0
Attend delivery of your child

Yes 342 83.4

No 68 16.6
GA of the pregnancy

Preterm 59 14.4

Term 301 73.4

Post term 50 12.2
Congenital birth problems

Yes 7 1.7

No 403 98.3

Place of health care

Governmental 334 81.5

Private 76 18.5
Infant sleeping problem

Yes 82 20

No 328 80
Loss of child before this
pregnancy

Yes 28 6.8

No 382 93.2
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5.3.Prevalence of paternal postpartum depression

prevalnce of paternal depression

H depressed

H not depressed

Figure 3 prevalence of paternal postpartum depression among fathers who come to
postnatal follow up clinic with their partner in Addis Ababa public health centers,
Ethiopia, (N=410).

From the overall participants 70 (17%) of respondents were scored above cut off point for
paternal postpartum depression (=9), and 340 (83%) participants were scored below the cut off

point for paternal postpartum depression. (Figure 3)

28



5.4. Factors associated with paternal postpartum depression

In this study to know the factors associated with paternal postpartum depression first each
independent variable was compared with the dependent variable (paternal postpartum
depression) using binary logistic regression. The variables that showed the significant level (p

< 0.25) were exported to multivariate regression model.

There were total of thirteen (13) variables (employment status, comfortable to family income,
substance use, history of depression, relationship with parents, friend support, family support,
good marital relationship, planned pregnancy, attend antenatal check up with your partner,
attend delivery of child delivery, infant sleep problems, and lost child before the birth of this
child) were exported to multivariate regression model. From these variables seven (7) of them
(employment status, history of depression, relationship with parents, friend support, attending
antenatal check up with their partner, attending delivery of child, and lost child before the
birth of this child) were no significantly associated with paternal postpartum depression by
multivariate regression analysis model, and only six variables were significantly associated

with paternal postpartum depression.

The resulted of this study showed that fathers who were not comfortable in family income
were three times more likely to develop depression than that of fathers who were comfortable
with family income [AOR= 3.0(95% C.I: (1.1- 8.0)].

Those fathers who were currently using at least one of substance were five times more likely
to develop depression than that of not using substances [AOR= 5.0 (95% C.I: 1.7- 14.5)].

In addition fathers who had no family support were also nearly four times more depressed than
that of father who had family support [AOR= 3.8(95% C.I: 1.3-11.1)].

Furthermore marital relation was also the variable affecting paternal postpartum depression.
Those fathers who had no good marital relationship with their partner were 4.4 times more
depressed than that of fathers with good marital relation [AOR= 4.4(95% C.I: 1.6- 11.7)].

Those fathers who had unplanned pregnancy (delivery) 3.5 times more to be depressed than
that of fathers who were planned pregnancy or planned delivery [AOR= 3.5(95 %( C.1: 1.4 -
8.8)].
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Fathers who had infant with sleep problem were also affect the outcome variable. Those
fathers who had infant sleep problem were nearly eleven times more to develop paternal
postpartum depression as compared to fathers who had no infant with sleeping problems
[AOR =10.9(95% C.I : 4.6- 25.8)].

The other variables such as; employment status, history of depression, relationship with
parents, friend support, attending antenatal check up with their partner, attending delivery of
child and lost child before the birth of this child were not show statistically significant

association with the dependent variable (table 4).
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Table 4 Bivariate and multivariate logistic regression analysis of paternal postpartum
depression among fathers who come to postnatal follow up clinic with their partner in
Addis Ababa public health centers, Ethiopia, (N=410).

Variables Depresse Not COR(95% C.I) AOR(95%Cl)
d depressed
n (%) n (%)

Employment status

Employed 56 (15.1) 314(84.9) 1 1

Unemployed 14(35) 26(65) 3.01(1.48,6.13) 1.89(0.6,5.6)
Comfortable to family income

Yes 15(9.8) 138(90.2) 1 1

No 55(21.4) 202(78.6)  2.50(1.36,4.61) 3.0(1.1,8.0)*
Substance use

Yes 24(57.1) 18(42.9) 9.33(4.70, 18.51) 5.0(1.7,14.5)*

No 46(12.5) 322(875) 1 1
History of depression

Yes 7(41.1) 10 (58.9) 3.66(1.34,9.99) 3.0(0.5, 16.3)

No 63(16) 330(84) 1 1
Good r/ship with parents

Yes 42(14.6) 246(85.4) 1 1

No 28 (22.9) 94(77.1) 1.74 (1.02,2.97) 0.7(0.2, 1.8)
Friend support

Yes 27(8.8) 279(91.2) 1 1

No 43(41.3) 61(58.7) 7.28(4.18,12.69) 2.7(0.9,8.0)
Family support

Yes 25(8.3) 276(91.7) 1 1

No 45(41.3) 64(58.7) 7.76 (4.43, 3.8(1.3,11.1) *

13.58)

Good marital relation ship

Yes 41(11.6) 314(88.4) 1 1

No 29(52.7)  26(47.3) 8.54(4.58,15.90) 4.4(1.6,11.7) *
Planned pregnancy

Yes 31(9.8) 285(90.2) 1 1

No 39(41.5) 55(58.5) 6.51(3.75,11.33) 3.5(1.4,8.8) *
Attend antenatal check up with
your partner

Yes 42(12.4) 298(87.6) 1 1

No 28(40) 42(60) 4.73(2.65,8.42) 1.5(0.5,4.1)
Attend delivery of child
delivery

Yes 53(15.5) 289(84.5) 1 1

No 17(25) 51(75) 1.8 (0.9, 3.3) 1.6(0.6, 4.5)
Infant sleep problems

Yes 45(54.9) 37(45.1) 14.7(8.1, 26.7) 10.9(4.6, 25.8) *

No 25(7.7) 303(92.3) 1 1
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Lost child before the birth of

this child
Yes 15(53.6)  13(46.4) 6.86(3.0-15.2) 3.9(0.99-11.47)
No 55(14.4) 327(85.6) 1 1

Key 1= reference
Note: * statistically significant at 95% CI, P< 0.05 with paternal postpartum depression
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6. DISCUSSION

The result of current study showed that the prevalence and associated factors of paternal
postnatal depression among fathers who came to postnatal follow-up clinic with their partner
in different public health centers of Addis Ababa, Ethiopia. The finding of study showed the

current levels of paternal postpartum depression, and its associated factors.

In this study, 70(17%) of fathers had depression; this showed that significant proportion of
fathers were suffering from paternal postnatal depression. This figure was nearly similar with
which was conducted in Saudi Arabia, Japan, and Northwest china where the levels of paternal
postnatal depression were 16.6% (34), 16.7% (37) and 13.6% (39) respectively. The reason for

consistency might be due to similarity on the assessment tool.

On the other hand, this proportion was lower when compared with other similar study
conducted in Ireland where the level of paternal postnatal depression were 28% (4). This

might be due to the population difference, sample size and study period difference.

And this proportion of paternal depression was somewhat higher when compared to other
study in japan in 2017 which were 8.8(36), in Australia which were 9.7 (40), in Brazil were
(11.9) (13), and in US were (10.3) (12). This discrepancy in prevalence of paternal postnatal
depression might be due to the difference in study method, population, assessment tool, and
study period. For example, the study conducted in Japan was studied by longitudinal method,
and in Australia was used Kessler-6 scale (40), in Brazil was used BDI(13), and in US was
used the Center for Epidemiologic Studies Depression Scale (CESD) (12). The current result
was also higher when compared with another study conducted in Japan in 2018 which was
11.2% fathers were depressed (38). This difference might be due to cut off point difference,
sample size difference, socio-demographic difference.

In the current study paternal postnatal depression were also significantly associated with
fathers who were not comfortable to their family income [AOR=3.0(95% C.I: (1.1- 8.0)]. This
finding was consistent with the study done in Ireland(4), and in the University of Lublin(43).
It might be because of the fact that after becoming parenthood increases the need of fulfilling

the materials needed for the family including the new born basic needs or facilities, due to this
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behaving difficulty in economic condition might further affect the mood fathers during this

period.

In the current study paternal postnatal depression were also significantly higher among fathers
who were using substance than that of nonusers [AOR= 5.0 (95% C.I: 1.7- 14.5)]. This result
was in line with the study conducted in Brazil and Japan (13), (48). This might be due taking
substance during this period might change the mood of fathers or it might cause them

economic crisis and this might result to depression.

Furthermore, fathers who had no family support were also significantly associated with
paternal postpartum depression than that of fathers who had family support [AOR= 3.8(95%
C.I: 1.3-11.1)]. This result was in line with the a conducted in Ireland(4). This might be due to
the fact that feeling of loneliness may change the mood of the fathers. On the other hand, it
was not associated in study conducted in Saudi Arabia(34). This might study setting, study
period, and population difference.

In addition fathers who had no good marital relationship with their partner were highly
associated with paternal postnatal depression [AOR= 4.4(95% C.I: 1.6- 11.7)]. This were not
associated in the study conducted in Saudi Arabia(34). This change might due to population,

sample size, methodology difference.

In the current study fathers who had unplanned pregnancy significantly associated with
paternal postpartum depression than those fathers who had planned pregnancy [AOR= 3.5(95
%( C.I: 1.4 - 8.8)]. This result was in line with the study conducted in 2010 in Japan(35). This
might be the similarity in the assessment tool. This result differ from the study conducted in
Ireland which no significant association with paternal postpartum depression(4). This might be

due to the population difference.
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Another association found in the current study was having infant with sleeping problem, father
who had an infant with sleeping problem were highly depressed than that of father who had no
infant sleeping problems [AOR =10.9(95% C.I : 4.6- 25.8)]. This result was consistent with
the study conducted in Ireland (4). These finding shows as might due to the fathers were
highly thinking about the healthiness of the child and this further might cause them to develop

depression.
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7. LIMITATION OF STUDY

Limitation

v' Because the fathers were interviewed in the health facility, there could be social
desirability bias.
v’ Difficult to establish causal relationship between the independent and the outcome

variable.
v" Difficult in making comparisons in prevalence of paternal postnatal depression and its

associated factors, due to the limited number of studies.

36



8. CONCLUSION AND RECOMMENDATION

8.1.  Conclusion

Based on this study there was a high proportion (17%) of paternal postnatal depression among
fathers. Paternal factors such as; economic problems and substance use, relationship factors
family support and marital relationship ; and infant factors planned pregnancy and infant
sleeping problems were a significant predictors of paternal postnatal depression in this study.
On the other hand paternal postpartum depression was no association with employment status,
history of depression, relationship with parents, friend support, attending antenatal check up
with your partner, attending during of child delivery, and lost child before the birth of this
child.
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8.2. Recommendation

Depending on the findings of this study, the issues are recommended for the Addis Ababa

health bureau, health professionals, different NGO*‘s and researchers working on health and

other sectors.

To Addis Ababa health bureau

>

In collaboration with ministry of health is recommended to develop guideline for postnatal
follow up which should integrated with mental and reproductive health screening for both
partners (father and mother).

In collaboration with Addis Ababa city administration is recommended to offer basic
facilities needed for child care with acceptable cost during postnatal period for fathers.
Recommended to provide further health education on the effects of substance use by using
different mass media and making it inaccessible easily by low cost.

In collaboration with other sectors is better to provide pre marriage counseling service.
And different NGOS working on sexual and reproductive health (SRH) are better to
provide further attention on utilization of family planning to minimize unplanned
pregnancy.

Better to provide training for health care providers regarding paternal postpartum

depression and related issues.

To health care professionals

>

Are recommended to provide mental health screening for fathers, especially fathers who
had economic problem, substance users, unplanned deliveries, and infant sleeping
problems.

To researchers

The researchers are recommended to conduct further research by using different design
(community based, mixed study), setting, location to identify further risk factors to

paternal postpartum depression.
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10. ANNEXES

Annex I- English version information sheet

Addis Ababa University College of Health Science School of Nursing Department of Nursing
and Midwifery: This sheet is to be ready for the participants of the study.

Good morning/afternoon, my name is and | am one of the data collector for the
study being conducted by Addis Ababa University, College of Health Sciences, school of
Nursing and Midwifery for partial fulfillment of MSc in Maternity and Reproductive Health
Nursing, on a topic entitled “Prevalence and associated factors of paternal postpartum
depression among fathers who come to postnatal follow up clinic with their partner in selected
public health centers of Addis Ababa, Ethiopia, 2019”. For this study, you are selected as a
participant and before getting your consent to participate in the study, all the necessary

information that you need to know related to the study is stated as follows;

Objective: to Prevalence and associated factors of paternal postpartum depression among
fathers who come to postnatal follow up clinic with their partner in selected public health
centers of Addis Ababa, Ethiopia, 2019.

Significance of the study: The study can be useful in adding the knowledge on the regarding
level of depression father with the new born. It also important to design training for health
care providers who are giving care and support for postnatal clinics. This study can be used as
a reference for other researchers to do further study on the topic area. This questionnaire might
take 10 -15 minutes. Your name will not be written anywhere in the study and all the
information you give us is confidential except for the purposes of this study and it will never
be disclosed for the third parity. In addition, | would like to inform you that by participating in
this study, you will get no short term or long term risk or benefit. I also would like to inform
you that you have a full right to withdraw from the study at any time. Your cooperation and

willingness to participate for the study is very helpful.

Name of  principal investigator: Getaye  Worku Date:

Signature

Address of PI: Mobile: +251920763582, E-Mail: getaye.mw2014@gmail.com
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Annex I1- Consent

ADDIS ABABA UNIVERSITY COLLEGE OF HEALTH SCIENCE SCHOOL OF
NURSING DEPARTMENT OF NURSING AND MIDWIFERY

QUESTIONNAIRE PREPARED TO ASSESS PREVALENCE AND ASSOCIATED
FACTORS OF DEPRESSION AMONG FATHER WHO COME TO POSTNATAL CLINIC
WITH THEIR PARTNER IN SELCTED ADDIS ABABA PUBLIC HEALTH CENTERS,
ETHIOPIA, 2019.

Consent

My name iS =------=-=-=cmceeememoecmceeneaes | am MSc student in Addis Ababa University,
College of Health Sciences, School of Nursing, Department of Nursing and Midwifery. | am
conducting a study to determine prevalence and associated factors with depression among
fathers who come to PP clinic with their partner. If you decide to participate in the study, you

will be asked some questions on the questionnaire below.

Any information you provide will be kept confidential. Your name will not appear on the
questionnaire. Any information you provide will not be used against you. Your responses will

not bring any harm to you and will not affect your job.
You are free to choose whether or not you to participate in the study.

Do you agree in this study?

Yes D No |:|

Thank you for Your Cooperation!

Name of the Interviewer Signature date

Name of the supervisor Signature date
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Questions related to Prevalence and associated factors of paternal postpartum

depression

Facility code Date:

Paternal socio demographic and related characteristics

S no. | Questions Response option Code
101 | Father’sageinyears = | ==mmemmmemmmeeoe-
102 | Newborn’s ageindays | -=-----mm-mmomo-
103 | Number of children in household | ------------------
104 | What is your Religion? Orthodox Christian
Protestant
Muslim
Other (specify...
105 | What is the father’s educational 1. No formal education
Status; 2. Read and write
3. Completed primary education
4. Completed secondary
education
5. Completed higher education
106 | Number of newborn babies 1. single
2. Twin
3. Other (specify...
107 | Father’s employment status (Are 1. Employed Skip to 110 If
you currently employed 2. Unemployed unemployed
3. Other (speci..
108 | Employment status if employed 1. Permanent
2. Temporary
109 | If employed are you received 1. Yes
paternal leave 2. No
110 | How much your average family | ------
income in Birr?
111 | Are you comfortable to your family | 1. Yes
income? 2. No
112 | Residence 1. urban
2. rural
113 | Your housing / accommodation 1. your own home
condition. 2. rental home
3. Other (specify...




114 | Did you currently use any kind of 1. Yes If no Skip to
substance? 2. No Ques No. 116
115 | If you are using substance specify | ............
(cigarette, alcohol ....)
116 | Did you have known history of 1.
Depression 2.

Part I1- Relationship and related characteristics

201 | What is your family setup? 1. Nuclear family
2. Joint family
202 | Did you have a good relationship with your 1. YES
parents? 2. No
203 | Did you have support of friends? 1. Yes
2. No
204 | Did you have the support of family? 1. Yes
2. No
205 | Have any of your close relatives been 1. yes
diagnosed with mental illness or depression 2. No
(mother, father, brother, or sister)?
206 | Marital status 1. Married: living together
2. Married: living separately
3. Unmarried
4. Other (specify...
207 | How money wife did you have 1. One
2. More than one
208 | Did you think your marital relationship good? 1. Yes
2. No
PART Il1- Infant and environmental related factors
301 | Did your wife go to her mother’s house post- 1. Yes
delivery? 2. No
302 | Was this pregnancy planned? 1. Yes
2. No
303 | Did you attend antenatal checkups with your wife 1. Yes
2. No
304 | What was the mode of delivery? 1. Vaginal delivery
2. Cesarean section
305 | Did you attend the delivery of your child? 1. Yes
(Present during delivery of your baby) 2. No
306 | Gestational age at delivery 1. Preterm
2. term
3. post term
307 | Has your newborn child been diagnosed with any of 1. yes If no
congenital birth problems 2. no skip
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to

ques.
309
308 | If there is congenital birth problem specify it | ----------
309 | Place of health care . governmental
private
310 | Did your infant has Infant sleep problem yes
No

311 | Had you ever lost a child before the birth of this yes
child? no

Part IV Part EPDS (Edinburgh postnatal depression scale) responses to assess

depression asked in the past 7 days

S Questions 0 1 2 3 Code

no

401 | In the past seven days | As much as | | Not quite so | Definitely Not at all
have you ever | always could much now | not so much
experienced laugh and now
see the funny side of
things?

402 | In the past seven days | As much as | | Rather less | Definitely Hardly at
have you ever looked | ever did than | used | less than 1| all
forward with enjoyment to used to
to things?

403 | In the past seven days | No, never Not very | Yes, some | Yes, most
have you blamed often of the time | of the time
yourself  unnecessarily
when things went wrong?

404 | In the past seven days | No, not at all Hardly ever | Yes, Yes, very
have you ever been sometimes | often
anxious or worried for no
good reason?

405 | In the past seven days | No, not at all No, not | Yes, Yes, quite
have you felt scared or much sometimes | a lot
panicky for no very good
reason?

406 | In the past seven days | No, | have | No, most of | Yes, Yes, most
things have been getting | been coping as | the time | | sometimes | | of the time
on top of you? well as ever have coped | haven’t I haven’t

quite well been coping | been able
as well as |to cope at
usual all

407 | In the past seven days | No, not at all Not  very | Yes, Yes, most
have you been so often sometimes | of the time

unhappy that you have
had difficulty sleeping?
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408 | In the past seven days No, not at all Not very Yes, quite Yes, most
have you felt sad or often often of the time
miserable?

409 | In the past seven days No, never Only Yes, quite Yes, most
have you been so occasionally | often of the time
unhappy that you have
been crying?

410 | Thought of harming your | Never Hardly ever | Sometimes | Yes, quite
self often
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Annex I11- Amharic version information sheet and consent
PGk +NFLPT POOLE B R

NA&N ANN RLACAT MT ALTN DAE PICH AT TEPLLL F/NF 1CH AT MEPLLL T/F
N&A:

At NHY NZFF A9 e+mend NA&N ANN BLACAL TMS ALTN hAE PICH AT
MePLLL F/NFE NICH AT TLEPLLL /T A&kd N “Maternity and Reproductive
Health Nursing ” £véd 9°4¢ 1914 a7 “Prevalence and associated factors of
paternal postpartum depression among fathers who come to postnatal follow up clinic
with their partner in selected public health centers of Addis Ababa, Ethiopia, 2019. ”
N CON NAGN ANN MST MNLPT mTF APhYEN AITAL = AHUT® MTF ACHP
AT8.A+T4 +ACMPA: NG+ AR AMA+E €PLFITPT NARIASP Nt he+ IC
N+797 P PNLAITT ABZE NAC ATRTNAD +7am A

PHTE AAM:- NASN ANN MST MNLPTF NNANFF@ JC NEUL DAL A&A NTIEM.
ANEF AL PNt NCenTT AT +POH 18PTF ATIMmGt ALY PgHh Mt £U M
ANFTF AF NDAS. NPA PAMY PAReNt Ui PAPAL AT8UFTR ANTF AZ hDAS NJA
NMS NAT™PPT AGH L/ 0§ NAMST AMRPZE £/8AI NteniLI® BU MG AdeT
AMILPT NHU CON HEP mTFFMT AT PNYS. ATL TIMPA AMPINT LFAK::

mmee N10 -15 P ALE £FAA: NG+ AL PACH NPT ALLA ARMPNTE:
PAAMTI® aO/E NHU MG AATY @rép AAA ANA TAAR ALAMIR TYAMLPI+HID
P+MNe LUPTA: NHU mGF AL NA+&P PR LCANT 18F MEIP P+AP MPI° RRFLIP:
NHU mFF A+E {PLET NAUF MLI® NAPUA TLLH hATF PAIRPLM a4 doqF
A18AT ATARAT ADSAL: NG+ AL AGRA+E PACH TNNC AT LPLATT AB] MP,

bY@

PRTT ARLIM N9:- 136 MCR +F - P ol J— 0.

+25120763582 A.-“1L4\:- getaye.mw2014@gmail.com
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&P oo lNw, PO

Na%h0 AN RLNCAEL mS 4270 bAE  PICh AS “1LLPLLL /0T ICh AS
L PLLL T NFA

NAL0 AND MS NLLT hALTO. IC N&VLE AL 1FA N7%.0om ANPT AL
Paol It ACHE 17 G T2 180T A%ITG T ¢FHHDIE aomPP

L B LOAA:  NALN AN RLACAAL TmS AN hAE Te9ChH
AS 1L PRLL TIHT MICHh AS 21.LPR4LL F/F AGA N ¢ Maternity and
Reproductive Heallth Nursing” £vé& 9°49 914 O “Prevalence and associated
factors of paternal postpartum depression among fathers who come to postnatal follow
up clinic with their partner in selected public health centers of Addis Ababa, Ethiopia,
2019”. NTA CON NASN ANN MG MNLPTF NNANFFO. IC NEUZ DAL NEA NTRLAM.
ANTT AL AT APNYLE T A1TAL : NHUTR mTF ATRA+E £ L5 NP AT8 IR NTLAMT

MMEP AL NG+ IC P+LPH AT18TE MPRPTFT ATRMAN BMP P

mMITMI® PO AMY ABZE NAMC LMNPA: PACH NI® NAPMLE AL ALIAOIC =
PO AMY ao/8 NACA AL AL aD/8 REMALIR :: JRAR NACH ALI® P1 NN&PT AL
goYgR R R1F F8FID RELMLID : NG+ AL ACDA+EIR [Py AATDA+E 19 1P+

NHY DG+ AA+E S LT 1PF?

e (1 reeAavreer [

NA FNNCP ASAITAT |
Lo T A Ta Wi U ——— P J—— —
B T - e — . —

03. #4 aomEP CTLLINT +7
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Annex V- Amharic version questionnaire
P20 aoomL P

PaomP+ aopf &TC

PANLD h&

NVl AL ChANPT aofk IC PHLPH T Pe LT

avavl, € nhMmPed. ao\h IC P91.avANAD-7 av\ aoCm@. £aAl-::
NeA 1: U0L-PS LA, Féh Gé IC eI+ TPEPT

téid | PP anAn he
101 | ARTP ATF 1m? (NGADT) Q.
102 | AEP ht+mAL A1t €7 Pim? | --- 5+
(N$5+)
103 | N7 AE AAPH?
104 | UL+ P P17 1M.? U. ACFRAN oo ee 1
A TCHENF e 2
. OAA IO 3
a AANA 2meN......
105 | PFI°UCH £L5P? U. ReNg +9PUCTH LA+ - - 1
A. TN AT TOGE- oo 2
DT N DL P Sl o N S 3
LIV VP - e N N—— 4
P (T - 9 N S —— 5
106 PeRPA AITT R DC NI INC? U ATE--r- 1
A Y b 2
. AANALL
107 | PACAP Ne Uik (NALF NG | U AP--mmmmmeee- 1 N
AAPT)? NAAT O
A PAHGD e 2 NG
. AA NA me m. <+
110 A&
108 | Ne NAPF PNe-P st V2o T — 1
L — 2
109 | 2UZ @AL PANT 4L AT+ PA | U AP-——-mmmmmmme e 1
A RATTUIR - 2
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110 | ®CU® PRAAN ATINE 7N, 9o | ---
£ha 10 (NNC)
111 | PAPF 070, ®MT NPT ATRIRLA | U AP---mmmemme- 1
ANTAPFA? AT ,
112 | Para 4Nt N U. a9 1
uN [\ TACE—— 2
113 | PMF4NT AP UiFN U. NGy Mot -=--mm-mmm- 1
A. NNGL N---mmmmmme-- 2
. AA NA EmeN....
114 | h&HH 66 EMbmA? U, AP 1 RAMPID
(]
PN s S— 2 :\?; 112
115 | htmea™  ANAP  Emer(AJeT | ----
N&....)
116 | £ENCT 19IPT+ PMLPA? U, AP-mommmmmmccmmeeee 1
A. ARATMaPHgo 2

AGA 21 hovNe-2 27Hrt IC P19 aomP$F

+. P anAf

¢

201 | ACAP PMS4Nt NN U337 U. NNANFP AG ABP I -mmammmmmee 1
A. NACNP @LIP NNANFP HAPLF IC
(AP AIFT AN . IC) -
-------- 2

202 | NMAEP IC D& AT T AAPT? U. APmmmmemme 1
A PATGO - 2

203 | PARET £0& AAPT? U AP=cmmmemmeee 1
A PATGO - 2

204 | PN+AN/ PFHEC AICP &I& AAPT? | U AP-—---------- 1
A PABGD 2

205 | NtAN (ASF, ANT, @9 mLeID | U AP---------- 1

AUT) NUPATRC NAZF (ENCT) A, PAGD oo p)

Pomarm Am YNC?
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206 | PoNF UaA? U [ B Tl L T o — 1
A. P10/ ANF - PO 2
A 3
@ AA DA &MPN---mmmommom oo
207 | A% AT AAPF? U, AT oo 1
A DATE NAL--—mmemmmeee 2
208 | PINFP AT FIF Mg NAQ PANK U. AP--mmmmmmmmmm 1
1ar? A AR LATP - 2
ARA 2ot heh172 AS hahaee IC PHI9F 14T
t& | MO
301 | NARTP NMALT NJA ML ATt Nt U — 1
48AT PO U L —— 2
302 | ACTTHT@Y NNANAF® IC APLM- YD | U, AP---mmmmmmmmeeeo 1
PLMT? A RRLAGD o 2
303 | NNANAFP JIC @L d2a @A L Attd | U AP-----ooemmm- 1
2A+4 1NC? A PAGP-ccooo 2
304 | AEP PtmALTT Ua? U NGO oo 1
OGN [ ————— 2
305 |ABP N@OALNT AT ANZM TNG? | U AP---mmommmmmemem e 1
PO Y V1 [a{ U0 T — 2
306 | AEP AMAL PACSIHT TH. 9°7% PUA | U. THO. PALLA---------—-- 1
mnce A LH@O, PLAA---——o-omm 2
. LHO PAL - 3
307 | Pt@ARD- AEP NUNTRT P+L 1M VL —— 1 PAGD
PAEMMC ToIC AANT +NAPA? A, PAGR oo 2 nwy me
m. &
309
308 | P308 AP NPT EMeNh |
309 |AEP Pt@ARM NF U. PNt MG +RIP--oooo- 1
PO WO SO o 1T — 2
310 | ABP PATPAR FoIC AAML? T 1
PO X T — 2
311 | BUT A NAO@AS NLF AZ ADMA | U AP 1
POPA? (TPFNPT) PM.PA? A. ARAJManAigo_ . 2
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AFA hé: PhATICT TCTHP° h.T.A.h0.

tk | b 0 1 2 3 he

401 | NA&F ANT $55F UA PPPFA@T | ALY NMIP NACIH N&Bed-A
@-NP ASTPIICTT | PUA NH-go ALTINHID | AR LAR
ANLAT 17 MLt AL LATD AL LATD
FAPA?

402 | NA4F ANT $55F AP A9 N+ NACIH NAMPAL
@D 11CF+Y ATLMMLCIM- ATLMPeCIm- | Nt nne yo-
mL4LT Nehr PR PN N eC7m-

NC? PN

403 | NA4F ANT $5$F ALLEAP AREGR | NH 1H AP AP
@A 7CF ML Ue APm-$g AL LA AT87L, NHOY 1H
AANEAL UL -

A.PaP¢ PAPNTLTF
ACNPTYT OPAPA?

404 | NA&F ANT $5¢+F AL LAGR ADEFGD | AGDAHYD AP AP NMgP
@A PATRITR N U APMm-&P A7878, NH 1H
NPT +ANZom-

MLIP +Eh TP m-
PP A?

405 | NA4F ANT $5$F ALLEAP NELN | ARLAT NH | AP AP NMge
@-AH PATRIR Ng ALNMTEgR H AT87.8. | Nt 1H
NPT PECUTS ALNMTFID
P&YIM N+t
+AIP++ P PA?

406 | NAST ANT 58F | AREAT® AR REEAT® NH | AP AN AP N
@D 11CF AL NE* 10 NMé AL Nt |18

NePDCP O-6pe nmé Urd Uit 1AL 110+
UPNPT Pm-$A? | 10T 17CF 17CF NAMPL
AeemMAL ARLMAL anggn g bgn
AATID AAT 9D

407 | NAST ANT @58 F | NN ALEAPR | NMIR NH AP AP NmMge
@-Am NMI° LA+E 1 ALSAP | NHOY NH®Y 1H

NP TP AT$PAG 1H

AP NPT
Sor$A 7
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408 | NA&F ANT ¢5%+F NEed-N ALLATR | NMIP Nt AP AP NMge
@-N PUHYS 1H ALLAT NHO-Y NHOQ-Y 1H
Nheeet Nt H
TN+ P M- PA?

409 | NA&F ANT$T T+ aoEID KR LATC | KAR AL AP Nt AP
@AM NMIe nNF 1H ANHE @™
NMOHTIPT 0+7n1 H
ARAPND- PP ?

410 | NA&F ANT $5+F Nepes-A aoEge AgPHI A8 18 nm9e N
O-ND ANPTY H
A8 ANND-

PO-PA?
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