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Background: There is a scarcity of evidence regarding the effects of early childhood sexual
abuse on mental health among women in Sub-Saharan Africa. The purpose of this study was
to assess the proportion of postpartum depression and associated factors among postnatal
women in care in public health facilities of Bahir Dar city, northwest Ethiopia. This study
also aimed at evaluating the effect of early childhood sexual abuse on postpartum depression.
Methods: A multicenter cross-sectional study was conducted among 988 postpartum
women in care at Bahir Dar city’s public health facilities. A two-stage sampling technique
and interviewer administered structured questionnaire were utilized. Edinburgh Postnatal
Depression Scale (EPDS) with a cutoff point of > 12 was employed to report postpartum
depression. Binary logistic regression model was fitted and the level of significance was
reported based on AOR with 95% CI at p-value of < 0.05.

Results: The prevalence of postpartum depression was 33.8% (95% CI: 31, 37) and 55.3%
(95% CI: 46, 64) among all study participants and mothers having a history of childhood
sexual abuse, respectively. Participants’ age of < 25 years (AOR = 3.1; 95% CI: 1.9, 5.3) and
25-34 years (AOR= 2.0; 95% CI: 1.3, 3.2), family size of >5 (AOR =2.5; 95% CI: 1.1, 5.7),
alcohol use (AOR = 2.2; 95% CI: 1.6, 2.9), history of childhood sexual abuse (AOR = 2.8;
95% CI: 1.9, 4.3), joblessness (AOR = 1.4; 95% CI: 1.1, 1.9) and growing up with biological
mothers (AOR = 0.5; 95% CI: 0.4, 0.8) have stastical significant association with postpartum
depression as compared to the respective reference group.

Conclusion: A significantly higher burden of postpartum depression was observed among
mothers with a history of childhood sexual abuse. Thus, controlling childhood sexual abuse
and other psychosocial determinants would improve maternal mental wellness.
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Background
Maternal mental wellness is a very essential component of women’s health for
better multi dimensional values within the family and the community at large.
Unfortunately, it could be affected by many psychosocial stressors including
Childhood Sexual Abuse (CSA).'

CSA in women is a major public health and social-welfare problem in low
income countries. It has long lasting effects on mental health, drug and alcohol
misuse, and risky sexual and criminal behavior in children.>* Even though CSA is
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associated with adult-onset depression in both genders, its
incidence is more common in women than in men.* CSA
is a significant early stressor that predisposes women to
adult-onset depression through deregulation of brain
chemistry. From this perspective, psycho- trauma mothers
who had early CSA have a chance of developing late
postpartum depression (PPD).> From earlier findings, the
link between CSA and higher rate of PPD had been
described.®”’ who had
a history of early CSA had risk of fear, sexual problems,

Accordingly, adult mothers
and depression in their lifespan.>'®'" A few regional
researches have reported the mental health effects of gen-
der-based violence among women in Sub-Saharan
Africa.'* ™4

The prevalence of PPD varies across different coun-
— 60.8%,15*17 and its rate is

15%."" 2% A review report on perinatal

tries. It ranges from 0.5%
between 10% —
mental disorders showcases that the magnitude of mental
disorder reached up to 19.8% among postnatal mothers in
low- and lower-middle-income countries.”' In Ethiopia,
the pooled prevalence of PPD is 22.89%.%? On the other
hand, it is reported in different settings and regions of
Ethiopia to be 22.1% in Bahir Dar,”® 15.6. % in Debre
Berhan,”* 20.9% in Nekemite,” and 12.2% in Sodo.*® The
prevalence of PPD in some other developing countries also
has been reported at 23% in India,”’ 28% in Pakistan,?®
and 34.7% in South Africa.”” In addition, the magnitude of
postnatal mental illness in Zimbabwe was reported to be
16%,%° whereas, that of the major depressive disorder at
six weeks postpartum in Uganda was 6.1%.>°

In previous studies, certain risk factors of PPD were

identified and reported. Accordingly, stressful life
events,”>?**? unplanned pre:gnancy,22’23’25 domestic/part-
23,25,33

. 22,2425 1 -
poor social support,”***% history of
22,26

ner violence,
previous depression,”**> dissatisfaction in marriage,
younger age of the mother,**** having hospitalized
child,*~* experiencing a death of an infant or family
member,?>>* low self-esteem and feeling of loneliness,>?

birth of a female child,32 rural residence,26

grand
multiparty,®® perinatal complications,”® a past history of
abortion,”® experiencing hunger in the preceding 1
month,?® lower perceived wealth,?® history of substance
use,” being first time mother, and® domestic decision
making,23 were associated with PPD. However, these fac-
tors could be varied across settings and over time trends.

Being female is a risk factor for early CSA, and
having a history of CSA is a risk factor for depression
with reversed neuro-vegetative features.'* Women who

had history of sexual abuse reported a significantly
higher levels of depressive symptoms and negative life
events.*>*® Existing evidence points to mothers who had
a history of sexual abuse before the age of 17 years
having a risk of developing depression in their adult
life.’” The link of PPD and CSA has been well addressed
in the developed world. However, this issue is yet to be
addressed in low income countries like Ethiopia. In this
regard, there might be a disparity across high and low
income countries regarding the link between PPD and
CSA as the socio-economical, cultural, lifestyle and
responses to the unfavorable conditions and many other
conditions that could vary across the population living in
the two categories of countries. Although the ultimate
pathophysiology of depression poses neurological bases,
the underlying contributing factors could be multi-
dimensional which would be affected by the environmen-
tal conditions. Therefore, assessing the effect of CSA on
PPD in low income countries is compulsory to provide
further
researches on this regard. To the best of investigators

valuable evidence, and to inspire future
deep review, no research has been conducted in
Ethiopia to answer what is the effect of CSA on PPD
and other psychopaths during childbearing age.
Therefore, this study was primarily intended to highlight
in the area of CSA and late development of PPD among
postpartum mothers visiting public health facilities in
Bahir Dar city, northwest Ethiopia. In addition, the
study also aimed to assess the prevalence and associated
factors of PPD among the aforesaid study population in

the study settings.

Methods
Study Design, Period and Settings

A multicenter institution-based cross-sectional study was
conducted during March to May 2017. The study was
carried out at public health facilities found in Bahir Dar
city which is located in northwest Ethiopia, about 565 kilo
meters away from Addis Ababa. In the city, there are six
public health facilities. From which, we randomly selected
three facilities namely Felege Hiwot Referral Hospital,
Bahir Dar health center and Hann health center. Felege
Hiwot Referral Hospital serves for average of more than
1100 postpartum mothers per month and the two health
centers also each serves for an average of 500 mothers per

month for routine postnatal care.
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Participants

All postpartum mothers who have visited public health
facilities in Bahir Dar city for routine obstetrical care
services were the source population. Those > 18 year-
old women, who were at about 6-8 weeks postpartum
and have visited the selected health facilities for routine
obstetric cares, were included in the study. On the other
hand, those mothers who were unable to communicate due
to illness were excluded.

Sample Size Determination, Sampling

Technique and Procedures

Sample size has been calculated using Epi Info version 7
considering the following assumptions: the prevalence of
postpartum depression, 50% (as there was no previous
study in the settings); confidence limit, 4%, confidence
level, 95%; design effect, 1.5; and non-response rate,
10%. Thus, a total sample size of 990 was obtained.

A two-stage sampling technique was utilized. First, we
randomly selected three out of six health facilities as
mentioned in the first paragraph of the Methods section.
Then, we retrieved the data regarding the monthly cases
flow in each selected health facility, allocated proportion-
ally and calculated the K-interval. Accordingly, the inter-
val was found to be 2 and a systematic sampling technique
was applied to select eligible study participants every 2
interval till the required sample size was obtained.

Method of Selection for Mothers Who
Had CSA

Participants were asked in a separated and secured room
whether they experienced one or more events of CSA until
the age of 18. A pretested, interviewer administered, struc-
tured, anonymous and standardized sexual abuse screening
questionnaire was adapted and used.’®*° Any type of
experiences of sexual abuses including sexual assault,
sexual abuse by coercion or force, attempted rape, non-
vaginal sexual relations by force, threat, bribery and rape
were considered and the data collection was done by
female Diploma nurses.

Instruments

PPD was considered when mothers scored a total of > 12
points for Edinburg Postnatal Depression Scale (EPND)
screening tool.*” The EPDS was developed in 1987 by
Cox, Holden and Sagovsky as a self-report questionnaire.
Nowdays, the tool is used in many countries to screen for

the risk of developing perinatal depression among child-
bearing mothers. The EPDS is validated in different
African countries and the internal consistency of the
EPDS (Chronbach’s alpha) is 0.84.*' Participants’ social
support was assessed by using Oslo-3 social support
scale which consists of three items.** Current substance
utilization was assessed by asking the individuals
whether or not they used any substance during the last
three months. Income was assessed by using relative
income by asking mothers to level their own income as
less than others, similar to others and better than other.
Family related factors and clinical variables like history
of depression, current child pregnancy (planned/
unplanned), mode of delivery, and history of abortion
were assessed. To minimize the recall bias of the retro-
spective data, we exerted our maximum efforts. First of
all, we tried to devise the questionnaire in such a way
that it was prepared and ordered from simple to complex
and recent to past in chronological order. The question-
naire was also translated to local language to enhance its
understandability to both the data collectors and respon-
dents. Moreover, we tested the tool by conducting
a pretest. Secondly, we delivered trainings for the data
collectors on the strategies of minimizing recall bias.
Accordingly, the data collectors had been informed to
assure that each question to be understandable clearly
for the respondents prior to the respective replies; to
probe for local events that could trigger the respondents’
recall capacity; to offer sufficient time for the partici-
pants to recall long term memories, to refer any records
or consult any other potential source of information such
as family members, intimate friends and any other per-
sons who were around at the time of event; and to use
multiple sources of information like crosschecking the
documented records and contacting the involved health
care providers for uncertainties in documentations. In the
mean time the respondents’ voluntariness, privacy and
confidentiality had been assured.

Analysis

Data were entered using Epi data version 3.1 and analyzed
by using Statistical Package for Social Science (SPSS)
version 20. Descriptive statistics were reported. Binary
Logistic regression model was fitted. Both crude odds
ratio (COR) and adjusted odds ratio (AOR) were com-
puted and reported. The level of significance was claimed
based on AOR, 95% confidence interval (CI) and p-value
at < 0.05.
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Results

Demographic Characteristics

A total of 988 postpartum women completed the interview,
making a response rate of 99.8%. Almost one-fifth (20.4% of
the overall, 18.7% of those with CSA and 20.7% of those
with no CSA) of the respondents were at less than 25 year-
old. About 158 (16%) of the overall respondents, 29 (23.5%)
of those with CSA and 129 (14.9%) of those with no CSA
were unable to read and write at the time of interview. More
than half (54.4% of the overall, 56.9% of those with CSA and
54.1% of those with no CSA) of the respondents reported that
they were first married before the age of 20 years (Table 1).

Psychological Related Factors

Overall, about 273 (27.6%) of the participants had
a history of abortion with higher proportion among
women with history of CSA than those with no CSA
(32.5% versus 26.9%). Poor social support was reported
among 207 (21%) of the overall respondents, 36 (29.2) of
the participants with history of CSA and 171 (19.8%) of
the respondents with no history of CSA. Nearly one- sixth
(15.4%) of the general study population, nearly one-third
(32.5%) of the women with history of CSA and about one-
eighth (12.9%) of the mothers with no history of CSA
reported that they fell pregnant unintentionally (Table 2).

Prevalence of Postpartum Depression

The overall prevalence of PPD was 33.8% (95% CI: 31, 37).
Whereas, the prevalence of PPD was 55.3% (95% CI: 46, 64)
among mothers who had history of CSA and 30.8% (95% CI:
28, 34) among mothers who had no history of CSA.

Risk and Protective Factors for

Postpartum Depression

Both bivariate and multivariable logistic regression ana-
lyses were performed. According to the bivariate logistic
regression analysis results; participants’ age of < 25 years
(COR =2.0; 95% CI: 1.3, 3.2), family size of 3-5 (COR =
0.5; 95% CI: 0.3, 0.9), living alone (COR=1.9; 95% CI:
1.3,2.7), alcohol use (COR = 2.3; 95% CI: 1.8, 3.1),
history of CSA (COR = 2.8; 95% CI: 1.9, 4.1), joblessness
(COR = 1.6; 95% CI: 1.2, 2.1), grown up with biological
mothers (COR = 0.5; 95% CI: 0.4, 0.8), having unplanned
pregnancy (COR = 1.6; 95% CI: 1.1, 2.2) and owing
delivery via C/S (COR = 1.4; 95% CI: 1.1, 1.8) were
associated with PPD. On the other hand, the multivariable
logistic regression analysis result show that younger age

(ie, < 25 years [AOR = 3.1; 95% CI: 1.9, 5.3] and 25-34
years [AOR= 2.0; 95% CI: 1.3, 3.2]), family size of >5
(AOR = 2.5; 95% CI: 1.1, 5.7), alcohol use (AOR = 2.2;
95% CI: 1.6, 2.9), history of CSA (AOR = 2.8; 95% CI:
1.9, 4.27) and joblessness (AOR = 1.4; 95% CI: 1.1, 1.9)
were risk factors for PPD. Whereas, growing up with
biological mothers (AOR = 0.5; 95% CI: 0.4, 0.8) was
a protective factor for PPD (Table 3).

Discussion

Maternal mental health is a very essential component of
health from multi-dimensional perspectives within the
family and the community at large. Unfortunately, it can
be affected by enormous psychosocial stressors including
CSA."*" Epigenetic changes in gene expression which
lead to PPD are initiated via environmental influences
and represent a cross-talk between environment and
genetics.43 Thus, environmental factors, such as CSA,
socio-cultural roles, psychological attributes, and coping
skills are known to contribute to PPD.** These environ-
mental factors in turn could vary across countries and
settings. In this perspective, the link between PPD and
CSA has been well address in the developed world.
However, the effect of CSA on PPD has not been ade-
quately investigated in low income countries, including
Ethiopia. Thus, the current study aimed at assessing PPD
and associated factors among postnatal women in care in
public health facilities of Bahir Dar city, northwest
Ethiopia. This study also paid emphasis to evaluate the
effect of early CSA on PPD. Accordingly, the prevalence
of PPD in the study settings was found to be high and its
risk factors include participants age of < 25 years and
25-34 years, family size of >5, alcohol use, history of
CSA and joblessness. On the other hand, growing up
with biological mothers was found to be a protective factor
of PPD.

The prevalence of PPD was found to be 33.8% (95%
CI: 31, 37). This implies that about one third (ie, one out
of three) of the respondents developed PPD. Moreover, the
prevalence of PPD was much higher among mothers hav-
ing a history of CSA than those with no history of CSA
(55.3% versus 30.8%). The magnitude of PPD (ie, 33.8%)
in the current study is similar to what was reported in
South Africa(34.7%).>° However, the prevalence of PPD
in our study is higher than the results of previous studies
conducted in low- and lower-middle-income countries
(19.8%),>' in India (23%),”” in Pakistan(28%),%® in
Zimbabwe(16%),>> and in Uganda(6.1%).*® The high
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Table | Socio-Demographic Characteristics of the Mothers Who Had No History of Childhood Sexual Abuse (n=865) and Who Had

History of Childhood Sexual Abuse (N= 123)

Characteristics Overall Abused Non-Abused p-value
Number Percent Number Percent Number Percent

Age (years)

<25 202 20.4 23 18.7 179 20.7 0.022

25-34 6l6 623 68 55.3 548 63.4

>34 170 17.2 32 26.0 138 16.0

Education level

Unable to read and write 158 16.0 29 235 129 14.9 0.040

Primary 125 12.7 12 9.8 113 13.1

High school and above 705 713 82 66.7 623 72.0

Job

Jobless 388 393 41 333 347 40.1 0.167

Has job 600 60.7 82 66.7 518 59.9

Living conditions

Alone 138 14.0 29 23.6 109 12.6 0.002

With family 850 86.0 94 76.4 756 87.4

Current marital status

Married 806 8l1.6 40 325 723 83.6 0.000

Unmarried 182 18.4 83 67.5 142 16.4

Family size

| to?2 46 4.7 8 6.5 38 44

3to5 870 88.1 95 772 775 89.6

>5 71 7.3 20 16.3 52 6.0

Grow-up with

With biological mother 623 63.1 67 54.5 556 64.3 0.007

With step-mother 179 18.1 20 16.3 159 18.4

With relatives 186 18.8 36 29.2 150 17.3

Age at first marriage 0.829

<20 years 537 54.4 70 56.9 467 54.1

2| to 25 years 360 36.5 42 342 318 36.8

26 and above 90 9.1 ] 8.9 79 9.1

Wealth (relative)

Lower 302 30.6 46 374 256 29.6

Middle 654 66.2 75 61.0 579 66.9

Higher 32 32 2 1.6 30 35

burden of PPD in the current study could be due to the
high magnitude of stressful life events and family related
problems among study participants. For example, about
439 (44.4%) of them gave birth through C/S, 538
(54.5%) of them reported that their husbands were

sexually cheaters, 273 (27.6%) of them had a history of
abortion, and 365 (36.9%) of them did not grow up with
their biological mother. In this perspective, empirical evi-
dence showcases that many of the risk factors for PPD fall

under the umbrella of stress.*’ In addition, variation in
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Table 2 Psychosocial Factors Among Mothers Who Had No History of Childhood Sexual Abuse (n=865) and Who Had History of
Childhood Sexual Abuse (N= 123)

Characteristics Overall Abused Non-Abused p-value
Number Percent Number Percent Number Percent

Mode of delivery 0.028

Cesarean section 439 44.4 66 53.7 373 43.1

Vaginal delivery 549 55.6 57 46.3 492 56.9

History of abortion 0.195

Yes 273 27.6 40 325 233 26.9

No 715 72.4 80 67.8 632 73.1

Social support 0.053

Poor 207 21.0 36 29.2 171 19.8

Moderate 660 66.8 74 60.2 586 67.7

Good 121 12.2 13 10.6 108 12.5

History of depression

Yes 79 8.0 6 4.9 73 84

No 909 92.0 117 95.1 792 91.6

Current pregnancy 0.000

Planned 836 84.6 83 67.5 753 87.1

Unplanned 152 15.4 40 325 112 12.9

Self-ability to care child 0.000

Able to care 760 76.9 79 64.2 681 787

Unable to care 228 23.1 44 358 184 21.3

Sexual cheater husband

Yes 538 54.5 94 76.4 444 51.3 0.000

No 450 455 29 23.6 421 48.7

Physical illness 0.000

Yes 217 22.0 59 48.0 158 18.3

No 771 78.0 64 52.0 707 81.7

Alcohol use 0.234

Yes 323 327 46 374 277 32.0

No 665 67.3 77 62.6 588 68.0

Smoking

Yes 10 1.0 2 1.6 8 0.9

No 978 99.0 121 98.4 857 99.1

Khat chewing

Yes 16 1.6 7 5.7 9 1.0

No 972 98.4 116 94.3 856 99.0

Cannabis use

Yes 16 1.6 3 2.4 13 1.5

No 972 98.4 120 97.6 852 98.5

study settings, socio-demographic characteristics of the
respondents, and sample size across studies could contri-
bute to the observed discrepancy. In contrast, other earlier
studies have reported high prevalence of depression

symptoms (reached up to 60.8%) among certain postpar-
tum mothers.'>!® Of course, sample size difference, set-
ting difference, postpartum depression scoring cutoff point
difference, time frame for inclusion mothers after delivery
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Table 3 Factors Association with

Among Postpartum Mothers

Postpartum Depression

Explanatory COR (95% AOR (95% p-value
Variables Cl) Cl)

Age (years)

<25 2.0 (1.3, 3.2)% | 3.1(1.9,5.3) 0.000
25 to 34 1.3 (09, 1.9) 2.0(1.3, 3.2) 0.002
>34 1.00 1.00

Family size

| to2 1.00 1.00

3to5 0.5 (0.3, 0.9% | 0.6 (0.3, I.1) 0.079
>5 1.7 (0.8, 3.6) 25 (1.1, 5.7) 0.031
Living condition

With family 1.00 1.00

Alone 1.9 (1.3, 2.7 | 0.11 (05, I.1) | 0.721
Grow-up

With biological 0.5 (0.4, 0.8)* | 0.5 (0.4, 0.8) 0.005
mother

With step-mother 1.3 (0.9, 1.8) 1.2 (0.8, 1.7) 0.341
With relatives 1.00 1.00

Alcohol use

Yes 23 (1.8, 3.1)% | 2.2 (1.6,29) 0.000
No 1.00 1.00

History of childhood sexual abuse

Abused 28 (1.9, 4.1)% | 2.8 (1.9, 43) 0.000
Non-abused 1.00 1.00

Pregnancy

Planned 1.00 1.00

Unplanned 1.6(1.1, 2.2)* 1.0 (0.6, 1.4) 0.853
Route of delivery

Cesarean Section 1.4 (1.0, 1.8)* | 1.3 (10, 1.8) 0.058
Vaginal delivery 1.00 1.00

Job

Yes 1.00 1.00

No 1.6 (1.2, 2.1 | 1.4 (1.1, 1.9) 0.028

Note: *p value< 0.05 and 1.00 (Reference).

and others socio-cultural variations may be responsible for
this discrepancy.

Mental health is not static, and there is a rough asso-
ciation between CSA and late onset of mental illness.*>*®
In this study, for example, PPD was significantly higher

among mothers who had a history of CSA than mothers

who had no history of CSA (55.3% versus 30.8%). Our
finding is consistent with previous studies which justify
that women’s mental health status is adversely affected by
gender-based violence. CSA could be a risk for the devel-
opment of adulthood mental illness.>”*” This might be
associated with numerous psychopathology including
mental illness in later adulthood life,'" their ability to
care for their child, give affection, level of self-esteem
and intimate relationships with their families.''"**

Psychological trauma due to sexual abuse is common
in Ethiopia. Existing evidences points out that about 59%
and 49% of the women have suffered from sexual violence
and physical violence by a partner, respectively, at some
point in their lives, in Ethiopia. Of these, about 44% and
29% reported that they experience sexual and partner
violence annually.'* In our study, PPD was found to be
higher in mothers who had CSA than in mothers who had
not had CSA. Women with history of CSA are more likely
to have a harsh life and may be exposed to early marriage,
unwanted pregnancy, sexually transmitted diseases and
maternal duties under age of 18 years.'* This may lead
mothers to develop PPD during postpartum period and to
feeling inadequate to be a good care giver.>”

According to the current study finding, the odds of
developing PPD were higher among women with the age
of <25 years and 25-34 years than those women with the
age of >35 years. Being a mother at younger age may have
a negative psychosocial effect on their social life than
being a mother at older age (= 35 years in this study)
and supported by previous studies.*” In our culture,
mothers have different social duties and responsibilities
after marriage and children. So, after a girl has a child at
a younger age, she may not be involved in her usual
lifestyle as her friends do. After being a mother, every
lifestyle may be changed and this change in life may bring
about a feeling of depression. However, the results of
some previous studies contradict the association between
early maternity and PPD.'*"°

Postpartum depression had a significant association
with childhood separation and growning up with their
biological mother. In our study, growing up with biological
mothers is found to be a protective factor for PPD.
Accordingly, mothers who grow up with their biological
mothers had 46% more chance to get protection from
developing PPD than mothers who had grown up with
step-mothers. Mothers who had grown up with their bio-
logical mothers have better social support and intimate
relationship throughout their childhood. On the other
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hand, perceived maternal and paternal care during child-
hood (over protection or under protection) in mothers had
a significant influence on developing late PPD.”’

In the current study, joblessness is found to be a risk
factor of PPD. Thus, jobless mothers were 1.38 times more
likely to develop PPD compared with a reference group.
The significant independent association between jobless-
ness and PPD could be due to the fact that women with no
job might develop a fear of being unable to take care of the
child sufficiently as a result of shortage of income to do so.
As a result, they might experience loss of self- confidence
and worry about the means of getting money.

Our study also aimed to assess the effect of CSA on
PPD and the result exhibited that CSA is an independent
risk factor for PPD. Hence, mothers having history of CSA
were 2.83 times more probable to develop PPD as com-
pared to mothers with no history of CSA. The association
could be due to the reality that CSA may have a negative
association with self-confidence, work productivity and
CSA is
a contributing factor for lower levels of education, unem-

related social responsibilities. Moreover,
ployment, poor earnings, and fewer assets as adults.
Evidence shows that women who had a history of CSA
could experience large and enduring economic
consequences.” Studies also report that there is up to
14% gap of employment between individuals with his-

tories of abuse and their controls,53

and thus depression
may be a result of joblessness.

Substance use was found to be a common practice
among postpartum women. Even if female substance users
have a social devalue crises in Ethiopian culture, alcohol use
had a significant association with PPD in our study.
Substance use is a risk for depression in many populations
and the direct effect of alcohol may have an impact on
mothers’ mood. This finding is supported by earlier studies
which reported that those mothers who drink alcohol had
more depression symptoms than non-drinkers.>* This find-
ing is also aligned with the result of previous studies in
which women who had experience of CSA have a risk of
later development of substance abuse and may develop
PPD.> Even though the relationship between substance
use and CSA is mediated by other psychiatric conditions
such as anxiety and depressive disorders, CSA can be a risk
factor for substance abuse among trauma survival mothers.>
Alcohol consumption not only affects maternal mental
health, but also affects their child mental or developmental
wellness. Even at very low levels alcohol consumption

during early pregnancy period may have a negative and
adverse effect on childhood mental health.

The current study also come up with a result that
showed a significant association between family size and
PPD, in which larger family size was found to be a risk
factor for PPD. Thus, the odds of experiencing PPD were
2.50 times higher among postnatal mothers who had more
than five family members, than those with < 2 family
members. The association could be explained via their
level of commitment in which mothers with larger family
size may take higher level of commitment to care for
a large family member in one family and this in turn
may cause feeling of stress and depression.

Limitation

This study was a cross-sectional study and unable to see the
exact cause—effect association between CSA and PPD. In
most parts of Ethiopia, particularly in Amhara region, blam-
ing oneself and taking the risk for others” mistake is con-
sidered as a good culture and is believed to be a feature of
humbleness and politeness. Thus, one of the 10 items of
EPDS “I have blamed myself unnecessarily when things
went wrong” could overestimate the magnitude of PPD. In
addition, according to the Orthodox Christian religion, there
is a spiritual program called “Christina” on the 40th day for
male babies and 80th day for female babies after child birth.
As women were asked at about 68 weeks of postpartum (ie,
just immediately following the “Christina” Program for male
infants), their reply to the EPDS items could be affected.

Conclusion

The overall prevalence of PPD was higher than many
other previous studies. There was a notable maternal men-
tal health problem in the study settings and a significantly
higher burden was observed among mothers with history
of CSA. Majority of the risk factors of PPD were linked to
poor socio-demographic and psychosocial profiles such as
CSA, alcohol use, joblessness and large family size. Thus,
more holistic in-depth understanding of the occurrence of
PPD, controlling CSA, and other psychosocial determi-
nants would improve maternal mental wellness.
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