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Abstract 

Background: Postpartum depression (PPD) is a serious mental illness that affects behavior, physical health, and overall 

well-being, posing serious risks to the health of both mother and child. The World Health Organization reports that around 10% 

of women during pregnancy and 13% after childbirth globally suffer from mental health conditions, with depression being the 

most common. Objective: This study aimed to determine the prevalence and associated factors of postpartum depression among 

postpartum mothers in Addis Ababa, Ethiopia. Methods: An analytic cross-sectional study was conducted among 530 postpartum 

mothers from February to August 2022. Three sub-cities (Lideta, Cherkos, and Nifas Silk) were selected using a simple random 

sampling technique from the 10 sub-cities in Addis Ababa. Seven health centers were chosen by lottery method, and participants 

were selected through systematic random sampling. Binary logistic regression was employed for data analysis, and variables 

showing a p-value less than 0.05 were deemed statistically significant. Results: A total of 530 individuals took part in this study. 

Among them, postpartum depression was identified in 22.3% (118 participants). Several factors showed significant associations 

with postpartum depression, including maternal age between 19–24 years (II = 0.51; 95% CI: 0.004, 0.73), lack of formal 

education (AOR = 10.65; 95% CI: 1.91, 59.51), secondary education level (AOR = 1.123; 95% CI: 0.020, 2.76), unemployment 

(AOR = 0.322; 95% CI: 0.121, 0.855), monthly income of 2001–6000 ETB (AOR = 1.002; 95% CI: 0.000, 2.015), and 

unplanned pregnancy (AOR = 9.96; 95% CI: 4.49, 17.29). Conclusion: The occurrence of depression among postpartum mothers 

is high, with significant associations found with age, education level, employment status, income, and pregnancy planning. Early 

screening and targeted interventions, particularly for high-risk groups such as older mothers, those with low education, and those 

with unplanned pregnancies, are essential to address this public health issue. 
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1. Background 

Postpartum depression (PPD) is a debilitating mental health 

condition affecting mothers after childbirth, marked by pro-

longed sadness, loss of interest in daily activities, and emo-

tional instability. Left untreated, PPD can disrupt mater-

nal-infant bonding and impair child developmental milestones 

[1]. According to the Diagnostic and Statistical Manual of 

Mental Disorders, Fifth Edition (DSM-5), PPD is a form of 

major depression that begins within four weeks after delivery. 

The diagnosis is based not only on the timing of onset but also 

on the severity of depressive symptoms. PPD is linked to 

chemical, social, and psychological changes associated with 

childbirth and can be effectively treated with medication and 

counseling [1, 2]. The ICD-10 classifies postpartum depres-

sion as a pregnancy-related psychiatric disorder requiring 

both persistent mood disturbance for at least 14 days after 

delivery and the co-occurrence of multiple symptoms across 

cognitive (difficulty concentrating, indecisiveness), emotion-

al (guilt, suicidal ideation), physical (sleep or appetite changes, 

low energy), and behavioral domains (psychomotor agitation 

or slowing) [3]. 

Mental Health disorders impact 450 million people glob-

ally, with depression ranking fourth for disability burden, with 

projections suggesting it would become second by 2020 [4]. 

Perinatal women face disproportionate risk (10% antenatal, 

13% postnatal), doubling in resource-limited settings 

(15.5%/19.8%) [5, 6]. African data shows 15-25% PPD 

prevalence [7, 8], though countries like Ethiopia lack robust 

studies despite likely elevated rates [9]. 

In Ethiopia, mental health conditions make up a significant 

portion of the non-communicable disease burden, contrib-

uting approximately 11% overall. Conditions such as depres-

sion and schizophrenia are among the most impactful on 

individuals’ daily functioning and well-being. National data 

suggests that about one in ten pregnant individuals and 

roughly 5% of those in the postnatal period experience un-

diagnosed depressive symptoms [10]. Research done in var-

ious regions of Ethiopia, like Gondar, Mizan Aman, and Ad-

dis Ababa, have reported PPD prevalence rates ranging from 

22.4% to 33.8% [11-14]. Risk factors for PPD include young 

maternal age (18–23 years), unplanned pregnancy, partner 

abuse, unsatisfactory marital relationships, limited social 

support, a background of depressive episodes, and engage-

ment in substance use [12, 15]. Additional predictors include 

infant death and current marital problems [12]. Women who 

are unmarried, have unplanned pregnancies, deliver without 

the presence of relatives, have a history of child health issues, 

or have low income are also at higher risk [13]. 

While postpartum depression responds well to treatment, 

including interventions that community health workers can 

deliver, research gaps persist regarding how common PPD is 

and what causes it in developing nations like Ethiopia. A 

systematic review from 2016 [16] revealed how little we 

know about mental health during and after pregnancy across 

Africa, making it harder to create effective policies. The study 

emphasized how urgently we need better data to understand 

the true scope of this problem. Recognizing the growing 

burden of mental illness, the Ethiopian National Mental 

Health Strategy (2012/13-2015/16) emphasized it as a critical 

public health issue and a priority area for intervention [10]. 

Untreated PPD has significant negative consequences for 

both mothers and infants, including impaired maternal psy-

chological health, reduced quality of life, and adverse effects 

on infant development, such as poor cognitive functioning, 

emotional maladjustment, and behavioral disorders [14, 

17-20]. Maternal risks include weight problems, substance 

use, social relationship difficulties, breastfeeding challenges, 

and persistent depression [21-24]. Addressing the full range 

of mothers’ needs requires more than just medical care [25]; 

This is particularly important as maternity leave periods be-

come shorter, increasing the risk that mothers may not receive 

adequate education and health promotion guidance [26, 27]. 

Therefore, it is critical for healthcare providers to ensure 

structured follow-up after hospital discharge to continue 

supporting parents during this important life stage [26]. 

This study seeks to determine how common postpartum 

depression is and explore the factors linked to it among 

women visiting public health facilities in Addis Ababa, 

Ethiopia. The results are expected to offer important insights 

that can enhance awareness, guide policymakers, and 

strengthen interventions aimed at supporting pregnant wom-

en at increased risk of developing PPD. 

2. Methods and Materials 

2.1. Study Area 

This study was conducted in Addis Ababa, a rapidly ur-

banizing city with a population of 5,006,000 as of 2021. This 

capital city holds 527 square kilometers of area in Ethiopia. 

The population density is estimated to be near 5,165 indi-

viduals per square kilometer. At the time of the 2007 Census, 
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the regions and the city administrations were further subdi-

vided into 73 zones; 731 Woredas; 10 Sub-cities in Addis 

Ababa; and 14,850 rural and 1,478 urban kebeles [28]. In 

Addis Ababa alone, there are 96 health centers, 13 public 

hospitals, 28 private hospitals, and 882 clinics [29]. Health 

centers in Addis Ababa operate 24/7, accommodating up to 

10 beds, and with a multidisciplinary staffing that includes 

midwives, clinical nurses, health officers, and a doctor. Ma-

ternal services include routine prenatal and postnatal care, 

skilled birth assistance, essential newborn care, and emer-

gency obstetric services [30]. 

2.2. Study Period 

The study took place between February and August 2022. 

2.3. Study Design 

An analytical cross-sectional design was employed in this 

study. 

2.4. Population 

2.4.1. Source Population 

The source population was postpartum mothers in Addis 

Ababa, Ethiopia who delivered within the last 4 weeks. 

2.4.2. Study Population 

The study population were mothers who came to the vac-

cination clinic which is given on the forty-fifth day after de-

livery. 

2.5. Inclusion and Exclusion Criteria 

2.5.1. Inclusion Criteria 

All women attending postnatal care and vaccination ser-

vices on the forty-fifth day after delivery at the selected 

health centers who provided consent were included in the 

study. 

2.5.2. Exclusion Criteria 

No exclusion criteria were applied in this study. 

2.6. Sampling Procedure and Sample Size 

2.6.1. Sampling Procedure 

A multistage sampling technique was employed. First, 

three sub-cities (Lideta, Kirkos, Nifas Silk) were randomly 

selected from Addis Ababa’s ten sub-cities. Next, seven 

health centers (3 from Nifas Silk, 2 each from Kirkos and 

Lideta) were chosen based on feasibility. 

The sample size per health center was determined using 

probability proportional to size allocation. The first partici-

pant was selected via lottery method, followed by systematic 

sampling (every third woman). 

2.6.2. Sample Size Determination 

To estimate the sample size for the first objective of 

measuring the prevalence of postpartum depression, we ap-

plied the single population proportion formula: 

𝑛 =
𝑍∝/2

2𝑝(1−𝑝)

𝑑2
                 (1) 

Where: 

n is the required sample size, 

𝑍∝/2  is the confidence level at 95% (standard value of 

1.96), 

d is the margin of error (5%), 

p is the estimated prevalence of postpartum depression 

(23.3%) from a previous study [14]. 

Substituting the values into the formula, we get: 

𝑛 =
((1.96)2 ×0.233 ×(1−0.233))

(0.05)2              (2) 

𝑛 = 274 

Thus, the sample size for the first objective was 274. 

To calculate the sample size for the second objective, which 

focused on identifying associated factors, we applied the 

double population proportion formula: 

𝑛 =
(𝑍∝/2+𝑍𝛽)

2
 ×(𝑝1(1−𝑝1)+𝑝2(1−𝑝2))

(𝑝1−𝑝2)2
           (3) 

Where: 

𝑍∝/2 is the critical value for 95% confidence level (1.96), 

Zβ is the critical value for 80% study power (0.84), 

p1 and p2 represent the expected sample proportions of the 

two groups. 

The sample size was calculated using Epi-Info version 7.0 

with the following assumptions: 

Confidence Interval (CI) = 95% 

Study Power = 80% 

Ratio of cases to controls = 1:1 

Key factors considered in the calculation were marital 

status, occupation, and history of substance use, based on a 

previous study [14]. Based on that study, for occupation, the 

prevalence of postpartum depression was 19.9% among em-

ployed mothers with an adjusted odds ratio (AOR) of 0.99 

(0.58, 1.70) and 27.4% among unemployed mothers with an 

AOR of 1. For history of substance use, the prevalence was 

34.1% among those with a history of substance use (AOR = 

2.57 (1.38, 4.81) and 21.4% among those with no history of 

substance use (AOR = 1). A design effect of 2 and a 10% 

non-response rate were also incorporated. After considering 

all these factors, the final sample size was determined to be 

530. 
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2.7. Study Variables 

2.7.1. Dependent Variables 

Postpartum depression. 

2.7.2. Independent Variables 

Sociodemographic data 

1. Age 

2. Educational level 

3. Marital status 

4. Employment Status 

5. Monthly Income 

Obstetric factors 

1. Number of children 

2. Eventful Pregnancy and Delivery 

3. Planned vs Unplanned pregnancy 

4. History of stillbirth or Abortion 

5. Sex of the youngest child 

Psychiatric and behavioral factors 

1. History of previous psychiatric illness 

2. History of Substance Use 

Maternal social support factors 

2.8. Operational Definitions 

Postpartum Depression (PPD): A form of major depression 

that begins within four weeks after delivery, assessed using 

the Edinburgh Postnatal Depression Scale (EPDS). A score of 

10 or higher on the EPDS was used to indicate possible de-

pression. 

Maternal Social Support: Assessment was carried out using 

the Maternity Social Support Scale (MSSS), originally de-

veloped by Webster et al. The scale consists of six items 

assessing family support, friendship network, spousal help, 

conflict with spouse, feeling controlled by spouse, and feeling 

unloved by spouse. Each item is rated on a five-point Likert 

scale, with a total possible score of 30. Scores of 18–30 in-

dicate high social support, while scores below 18 indicate low 

social support. Cronbach’s alpha coefficient (0.74) was used 

to evaluate the internal consistency of the scale [31]. 

Unplanned Pregnancy: A pregnancy that is either unwanted 

(occurring when no children or no more children were desired) 

or mistimed (occurring earlier than desired) [32]. 

2.9. Data Collection, Analysis & Quality Control 

Data collection was conducted using a structured ques-

tionnaire administered by an interviewer. Initially prepared in 

English, the questionnaire was translated into the local lan-

guage, Amharic, and then back-translated into English to 

ensure accuracy and consistency. 

The data collection process was carried out by four pro-

fessional nurses under the guidance of a trained supervisor, 

with oversight from the principal investigator. To ensure 

familiarity with the data collection tool and adherence to 

study protocols, the principal investigator provided compre-

hensive training to the data collectors and the supervisor. The 

Edinburgh Postnatal Depression Scale (EPDS), a 

well-established tool for identifying symptoms of postnatal 

depression, was employed. This tool has been validated across 

diverse countries and settings, including both urban and rural 

areas in Ethiopia, demonstrating sensitivity and specificity of 

78.9% and 75.3%, respectively [33-36]. To further enhance 

data quality, a pretest involving 5% of the total sample size 

was conducted. Feedback from the pretest informed necessary 

adjustments to the questionnaire, ensuring clarity, complete-

ness, and appropriate length. 

Data entry was performed using EpiData version 4 for ini-

tial checks, after which the data were transferred to SPSS 

version 21 for thorough cleaning and analysis. Descriptive 

statistics were further employed to determine proportions, 

means, and standard deviations. 

For inferential analysis, univariate binary logistic regres-

sion was performed at a 5% significance level to identify 

potential independent variables. From the Significant varia-

bles in the univariate analysis, those having a p-value < 0.25 

were included in the multivariable binary logistic regression 

model to assess associations with the dependent variable. 

Multi-collinearity was assessed using the Variance Infla-

tion Factor (VIF), applying a threshold of VIF > 5. The 

model's fit was evaluated using the Hosmer-Lemeshow 

goodness-of-fit test, with a p-value greater than 0.05 indicat-

ing an adequate fit. In the multivariable analysis, statistical 

significance was determined by Adjusted Odds Ratios (AOR) 

with 95% Confidence Intervals (CI) and p-values less than 

0.05. 

2.10. Ethical Consideration 

Ethical approval for the study was granted by the Ethics 

Review Committee of the Department of Public Health at 

Gamby Medical and Business College and the Addis Ababa 

Health Bureau. Formal communication was made through 

letters issued by the Addis Ababa Public Health Research 

and Emergency Management Directorate to all selected 

hospitals. Data collection commenced only after obtaining 

permission from the respective health center administra-

tions. 

Prior to participation, written and signed consent was ob-

tained from all participants. During the consent process, par-

ticipants were thoroughly informed about the study's objec-

tives, the reasons for their selection, their role in the research, 

and the measures taken to ensure confidentiality. Personal 

identifiers were omitted from the questionnaires, and all data 

were analyzed in aggregate to protect privacy. Additionally, 

participants were informed of their full right to decline to 

answer any questions. 
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3. Result 

3.1. Socio-demographic Characteristics 

A total of 540 questionnaires were distributed across seven 

health centers from selected sub-cities (three from Nifas Silk, 

two from Kirkos, and two from Lideta). Of these, 530 were 

properly completed and returned, yielding a response rate of 

98.1%. The large proportion of the study participants, 257 

(48.5%), were between the ages of 25–29, followed by 141 

(26.6%) in the 19–24 age group. 

Regarding marital status, most respondents were married, 

accounting for 517 (90.7%), followed by 8 (1.5%) who were 

divorced and 5 (0.9%) who were single. In terms of education 

level, 258 (48.7%) had attended primary education, while 133 

(25.1%) had completed secondary education. Additionally, 

171 (32.3%) were employed, whereas 359 (67.7%) were 

unemployed (Table 1). 

Table 1. Shows the socio-demographic characteristics of partici-

pants. 

Variables Frequency Percent (%) 

Age   

19-24 117 21.1 

25-29 257 48.5 

≥30 156 29.4 

Education   

No Formal education 73 13.8 

Primary education 258 48.7 

Secondary education 133 25.1 

Higher education 66 12.5 

Marital status   

Married 517 97.5 

Divorced 8 1.5 

Single 5 0.9 

Employment status   

Employed 171 32.3 

Unemployed 359 67.7 

Monthly income (ETB)   

> 20000 56 10.6 

10001-20000 96 18.1 

6001-10000 256 48.3 

2001-6000 122 23.0 

3.2. Obstetric Characteristics 

The majority, 504 (94.9%) have planned their pregnancy 

while 26 (4.9%) did not plan the pregnancy. 454 (85.7%) of 

the participants had uneventful pregnancy and delivery while 

22 (4.1%) had previous history of still birth or abortion (Table 

2). 

Table 2. Showing the obstetric characteristics of participants. 

Variables Frequency Percent (%) 

Number of children  

1 231 43.6 

2 202 38.1 

3 71 13.4 

4 26 4.9 

Pregnancy Status  

Planned 26 4.9 

Unplanned 504 94.9 

Eventful pregnancy and delivery  

Yes 454 85.7 

No 76 14.3 

History of stillbirth or abortion  

Yes 508 95.8 

No 22 4.1 

Sex of the youngest child  

Female 270 50.9 

Male 260 49.1 

3.3. Psychiatric, Behavioral, and Social Support 

Factors 

Table 3. Shows Psychiatric, behavioral, and social support factors. 

Variables Frequency Percent (%) 

History of substance abuse   

Yes 5 0.9 

No 525 99.2 

Previous psychiatric history   

Yes 32 6 

No 498 94 

Maternal support system   
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Variables Frequency Percent (%) 

Strong 517 97.5 

Poor 13 2.5 

Among the study participants, 118 (22.3%) are depressed 

based on the standard EPDS score, 32 (6%) of the study par-

ticipants had previous history of psychiatric illness, tension, 

and anxiety being the most common. 5 (0.9%) had history of 

substance abuse before and during pregnancy, the substances 

mostly used were determined to be (areke, tela, beer, and 

wine). Based on the scale for maternal social support, 517 

(97.5%) have strong social support, whereas 13 (2.5%) have 

poor social support (Table 3). 

3.4. Outcome Variable 

Among the study participants, 118 (22.3%) are depressed 

based on the standard EPDS score (Figure 1). Out of 530 

scores, 115 (21.7%) scored 0, 81 (15.3%) scored 1, the 

maximum score was 26, with a mean score of 5 (Table 4). 

 
Figure 1. Showing the prevalence of postpartum depression based 

on the EPDS score of the study participant. 

Table 4. Edinburgh Postnatal Depression Scale (EPDS) score of study participants. 

EPDS Question Score 

 0 1 2 3 

1 I have been able to laugh and see the funny side of things 410 (77.2%) 47 (8.9%) 72 (13.6%) 1 (0.2%) 

2 I have looked forward with enjoyment 407 (76.6%) 57 (10.7%) 66 (12.4%) 0 

3 I have blamed myself unnecessarily when things went wrong 364 (68.5%) 50 (9.4%) 80 (15%) 36 (6.8%) 

4 I have been anxious or worried for no good reason 363 (68.5%) 48 (9%) 81 (15.3%) 38 (7.2%) 

5 I have felt scared or panicky for no very good reason 364 (68.5%) 50 (9.4%) 80 (15.1%) 36 (6.8%) 

6 Things have been getting on top of me 250 (47.1%) 127 (23.9%) 99 (18.5%) 54 (10.2%) 

7 I have been so unhappy that I have had difficulty sleeping 341 (64.2%) 45 (8.5%) 98 (18.5%) 46 (8.7%) 

8 I have felt sad or miserable 526 (99.1%) 1 (0.2%) 3 (0.6%) 0 

9 I have been so unhappy that I have been crying 198 (37.3%) 214 (40.3%) 81 (15.3%) 37 (7%) 

10 The thought of harming myself has occurred to me 530 (100%) 0 0 0 

 

3.5. Bivariable and Multivariable Logistic 

Regression Analysis for Postpartum 

Depression 

To explore factors linked to Postpartum Depression, a 

univariate binary logistic regression model was utilized, with 

Postpartum Depression (dichotomous) serving as the de-

pendent variable. Independent variables achieving a p-value 

of less than 0.25 in the univariate analysis were deemed sig-

nificant and included age, education, marital status, em-

ployment, monthly income, number of children, eventful 

delivery, history of stillbirth or abortion, planning of preg-

nancy, maternal support system, history of substance abuse, 

and previous psychiatric history. 

At a 5% level of significance, the following variables were 

found to have a statistically significant association with 

postpartum depression: age, education, employment status, 

monthly income, and planned vs. unplanned pregnancy. 

Accordingly, Postpartum mothers aged 19–24 years had 49% 
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lower odds of experiencing postpartum depression compared 

to those aged 30 years and older (AOR = 0.51, 95% CI: 

0.004–0.73, p < 0.05). 

Mothers without formal education had 10.65 times higher 

odds of experiencing postpartum depression compared to 

those with higher education (AOR = 10.65, 95% CI: 1.91–

59.51, p < 0.05). Similarly, mothers who attended only sec-

ondary education were 1.12 times more likely to develop 

postpartum depression (AOR = 1.12, 95% CI: 0.020–2.76, p < 

0.05). 

Regarding employment status, unemployed postpartum 

mothers were 67.8% less likely to experience postpartum 

depression compared to their employed counterparts (AOR = 

0.322, 95% CI: 0.121–0.855, p < 0.05). 

In terms of monthly income, postpartum mothers with an 

income of 2,001–6,000 ETB had a slightly higher chance 

(1.002 times) of developing postpartum depression compared 

to mothers earning a monthly income of >20,000 ETB (AOR 

= 1.002, 95% CI: 0.000–2.015, p < 0.05). 

Postpartum depression was 1.61 times more common 

among mothers whose pregnancies were unplanned compared 

to those who reported their pregnancies as planned. (AOR = 

9.96, 95% CI: 4.49–17.29, p < 0.05) (Table 5). 

Table 5. Bivariable and multivariable Logistic Regression Analysis for postpartum depression prevalence and associated factors. 

Variables Categories 

Postpartum 

Depression 
COR (95% CI) AOR (95% CI) P-Value 

Yes No 

Age 

19-24 27 90 0.73 (0.147, 1.378) 0.51 (0.004, 0.73) 0.029 

25-29 63 194 0.66 (0.167, 1.422) 0.368 (0.025, 5.41) 0.466 

≥30 28 128 1 1  

Education 

No Education 46 27 0.12 (0.82, 9.02) 0.655 (0.91, 9.51) 0.007 

Primary Education 54 204 0.76 (.648, 2.701) 1.145 (0.240, 5.461) 0.865 

Secondary Education 7 126 4.0 (0.102, 6.754) 1.123 (0.020, 2.76) 0.024 

Higher Education 11 55 1 1  

Employment 
Employed 62 297 1 1  

Unemployed 56 115 0.429 (.282,.653) 0.322 (0.121, 0.855) 0.023 

Monthly income (ETB) 

2001-6000 39 17 0.01 (0.001, 1.017) 1.002 (0.00, 2.015) 0.000 

10001-20000 56 40 0.021 (0.014, 0.487) 0.256 (0.076, 0.865) 0.280 

6001-10000 19 237 0.37 (0.002, 1.015) 1.002 (0.006, 1.008) 0.450 

>20000 4 118 1 1 0.000 

Number of Children 

1 34 197 1.41 (0.256, 2.053) 0.132 (0.012, 1.495) 0.102 

2 59 143 0.58 (0.624, 4.81) 1.328 (0.180, 9.786) 0.780 

3 20 51 0.61 (0.546, 4.97) 0.239 (0.027, 2.108) 0.197 

4 5 21 1 1  

Planned pregnancy 
Yes 100 404 1 1  

No 18 8 0.11 (0.04, 1.50) 1.61 (0.49, 7.29) 0.001 

History of stillbirth/abortion 
No 103 405 1 1  

Yes 15 7 0.119 (0.047, 0.299) 0.192 (0.032, 1.149) 0.071 

Maternal support 
Weak 10 3 0.079 (0.021, 0.293) 0.075 (0.000, 14.727) 0.337 

Strong 108 409 1 1  

History of substance abuse 

No 115 410 1 1  

Yes 3 2 0.187 (0.031, 1.132) 9.167 (0.226, 71.56) 0.241 
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4. Discussion 

Our reported PPD prevalence (22.3%) aligns with prior 

Ethiopian studies, specifically those conducted in Addis Ab-

aba (23.3%) [14], Mizan Aman Town (22.4%) [13], and the 

Southern region of Ethiopia (22.89%) [12]. 

However, the prevalence in this study was lower compared 

to findings from Gondar Town (25%) [11], Southwest Ethio-

pia (33.82%) [12], and Northwest Ethiopia (23%) [15]. 

Studies conducted outside Ethiopia have reported higher 

prevalence rates, including Goa (24%) [37], Pakistan (28.8%) 

[38], and Uganda (43%) [7]. The differences in prevalence 

may be attributed to socio-cultural and economic variations, 

differences in sample sizes, record-keeping systems, and 

variations in the tools used to assess postpartum depression. 

Conversely, the prevalence observed in this study was 

higher compared to studies conducted in Debre Birhan [39], 

Nekemte (20.9%) [40], and other international studies from 

China (13.5%), Japan (17%), India (23%), and New Dubai 

Hospital in Dubai (15.8%) [41]. The observed discrepancies 

may be due to differences in socio-cultural factors, sample 

size, sampling procedures, mental health awareness, and 

accessibility of maternal mental health services. 

Several factors were found to be significantly associated 

with postpartum depression, including age, education, em-

ployment status, monthly income, and planned vs. unplanned 

pregnancy. 

Postpartum mothers with an unplanned pregnancy were 1.61 

times more likely to develop postpartum depression compared to 

those with planned pregnancies (AOR = 1.61, 95% CI: 4.49, 

17.29). This finding is consistent with studies conducted in 

Southwest Ethiopia [12], Benchi Maji [13], Northwest Ethiopia 

[15], Nekemte [39], and a systematic review and meta-analysis 

conducted in Ethiopia in 2020 [38]. Unplanned pregnancies may 

arise due to contraceptive failure or lack of contraceptive use, 

resulting in inadequate preparation for pregnancy and childbirth, 

which may negatively impact the mental and emotional well-being 

of postpartum mothers. Additionally, stress associated with the 

transition into unplanned motherhood could contribute to post-

partum depression, highlighting the importance of strengthening 

antenatal and postnatal counseling services to mitigate this risk. 

Age was also found to be a significant factor in postpartum 

depression. Mothers aged 19–24 had a 49% lower likelihood 

of experiencing postpartum depression compared to those 

aged 30 and above (AOR = 0.51, 95% CI: 0.004–0.73). This 

finding is consistent with studies conducted in Gondar [11] 

and Southwest Ethiopia [12] but contradicts studies from 

Benchi Maji [13], South Africa [42], and Uganda [7]. Preg-

nancy at older maternal ages (≥35 years) is often classified as 

high risk, which could contribute to increased psychological 

distress and anxiety, particularly when combined with higher 

parity and greater caregiving responsibilities. 

Employment status was another significant predictor of 

postpartum depression. Unemployed postpartum mothers 

were 67.8% less likely to develop postpartum depression 

compared to employed postpartum mothers (AOR = 0.322, 95% 

CI: 0.121–0.855). This result aligns with findings from 

Gondar [11] and a pooled prevalence analysis of postpartum 

depression in Ethiopia [39]. A possible explanation is that 

housewives may experience less work-related stress and avoid 

the physical and psychological demands of employment, 

which may contribute to decreased likelihood of postpartum 

depression. 

In terms of monthly income, postpartum mothers with an 

income of 2,001–6,000 ETB had a slightly higher chance 

(1.002 times) of developing postpartum depression compared 

to mothers earning a monthly income of >20,000 ETB (AOR 

= 1.002, 95% CI: 0.000–2.015, p < 0.05). This finding is 

similar to results from studies conducted in Addis Ababa 

(2016) [14] and the pooled prevalence study of postpartum 

depression in Ethiopia [39]. Financial constraints may in-

crease stress related to providing for the child’s needs, thereby 

increasing the risk of postpartum depression. Economic strain 

has been identified as a major psychosocial stressor during 

pregnancy and the postpartum period, further supporting the 

need for financial and psychological support interventions for 

low-income mothers. 

5. Strengths and Limitations of the Study 

5.1. Strengths 

This study utilized a relatively large sample size, deter-

mined using the double population proportion formula, en-

suring adequate statistical power. Additionally, the selection 

of study participants was conducted using proportion-to-size 

allocation and systematic random sampling, which helped 

minimize selection bias and enhance the representativeness of 

the findings. 

5.2. Limitations 

While this study provides important insights, we should 

acknowledge its limitations. Because we only collected data 

at one point in time, we can't say for certain whether the fac-

tors we identified actually cause postpartum depression or 

simply occur alongside it. We also recognize that relying 

mainly on questionnaire responses means we might have 

missed some objective depression indicators, such as physi-

ological measures (e.g., hormone levels). Adding in-depth 

interviews could have helped us better understand the expe-

riences of mothers and how to design more effective support 

programs. 

6. Conclusion and Recommendation 

This study revealed that postpartum depression is common 

http://www.sciencepg.com/journal/ajpn


American Journal of Psychiatry and Neuroscience http://www.sciencepg.com/journal/ajpn 

 

58 

among postpartum mothers, with a prevalence of 22.3% in the 

selected public health centers. Factors such as age, education 

level, employment status, monthly income, and whether the 

pregnancy was planned or unplanned were significantly as-

sociated with postpartum depression. 

To address this issue, healthcare institutions should priori-

tize delivering mental health assessments as a standard part of 

all postnatal check-ups, emphasizing early and routine 

screening for postpartum depression. Special attention should 

be given to high-risk groups, including employed mothers, 

those with unplanned pregnancies, low-income mothers, and 

older mothers. Healthcare providers should receive regular 

training on identifying and managing postpartum depression, 

as well as implementing early intervention strategies. Addi-

tionally, stronger follow-up systems, including communi-

ty-based care, should be put in place to ensure mothers receive 

ongoing support even after leaving the hospital. 
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