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Background: It is generally accepted that pregnancy and childbirth are natural physiologi-
cal processes. However, these significantly affect the quality of mothers’ lives. Little is
known about the level of quality-of-life and associated factors among postpartum women in
Ethiopia, particularly in the study area.

Methods: A community-based cross-sectional study was conducted among 409 randomly
selected post-partum women who were living in Arba Minch town. Systematic random
sampling was employed to select the study participants. The standard quality-of-life assess-
ment tool which is known as the short-form SF 36 tool was used to assess health-related
quality-of-life. The logistic regression model was used to identify associated factors.
Statistically significant variables at a p-value<0.25 in the bi-variable analysis were candidate
variables for multi-variable analysis and statistical significance which was declared at
a p-value<0.05.

Results: Among the study participants, 255 (62.3%) had lower level health-related quality-
of-life (HRQoL). About 46.2% of the study participants had lower physical HRQoL and
about 79% of the study participants had lower mental HRQoL. The overall mean score of
HRQoL was 45.15 (£8.13). Factors associated with lower overall HRQoL were age group
17-24 years (AOR=2.73, 95% CI=1.22-6.10), no formal education [AOR 2.02, 95% CI
(1.05-3.89)], and cesarean delivery (AOR=0.49, 95% CI=0.24-0.97). A factor associated
with lower physical HRQoL was cesarean delivery (AOR=0.34, 95% CI=0.13-0.88).
Factors associated with lower mental HRQoL were age group 17-24 (AOR=3.37, 95%
CI=1.60-7.04), not receiving antenatal care (AOR=3.65, 95% CI=1.45-9.16), and having
postpartum depression (AOR=2.27, 95% CI=1.30-3.93).

Conclusion: The results suggest that the majority of post-partum women had a lower
HRQoL, particularly women’s mental health was compromised. In this study, a suggestion
is made that the respective bodies need to give particular attention to mothers during the
post-partum period to prevent poor quality-of-life.
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Background

Pregnancy and childbirth are natural physiological processes that involve
a tremendous change in the physiology, anatomy, and psychology of the
mother.'* However, pregnancy and birth may impair women’s physical, mental,
and social health.>~ Particularly after childbirth physical and mental illnesses that
result directly from pregnancy or childbirth have a significant impact on women’s
quality-of-life.°® Quality-of-life is an individual’s perception of their life in the
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context of the culture and value systems in which they live

and about their goals, expectations, standards, and
concerns.’

Many women usually have little information about the
long-lasting physical and mental health problems that may
result as a consequence of pregnancy, childbirth, and
puerperium; therefore, they are unprepared when they
face such problems. As a result, their quality-of-life will
be compromised for a prolonged period.>'*!2

According to several studies, impaired woman’s
health-related quality-of-life (HRQoL) after childbirth lim-
its daily activity, decreases self-care ability, impairs child
care, causes discontinuation of breastfeeding and the early
introduction of solid food to an infant’s diet, and increases
medical care costs. A mother’s heHRQoL also affects the
health and well-being of the child, with long-term conse-
quences on the child’s psychological development.'*™'¢

Socio-demographic (age, educational status, marital
status, wealth), obstetric (parity, mode of delivery), and
psychosocial (depressive disorder) factors have been iden-

tified to be associated with HRQoL
17-20

strongly
postpartum.

During the postpartum period, many studies have
focused on identifying and quantifying problems such as
postpartum depression, sleeping problems, genital infec-
tions, breast problems, and anemia. However, the finding
from such studies does not fully describe maternal physical,
mental, and social health. Therefore, this study assessed the
level of HRQoL and associated factors among postpartum
women using a short-form (SF-36) instrument.

Methods

Study Setting

This study was conducted in Arba Minch town. Arba Minch
town is the administrative center of Gamo Zone. Gamo zone
is one of the 14 Zones in the Southern Nations, Nationalities,
and People’s Regional State (SNNPR) of Ethiopia. Arba
Minch town is located 435 km southwest of Addis Ababa,
the capital city of Ethiopia, and 275 km southwest of
Hawassa, the capital city of Southern Nations and
Nationalities Regional State. Currently, in Arba Minch town,

there are three public health centers and one public hospital.

Study Design
A community-based cross-sectional study was carried out
from April 16 to May 16, 2020 to determine the magnitude

of HRQoL and associated factors among postpartum
women in Arba Minch town.

Source and Study Populations

All postpartum women aged 1549 years who were living
in Arba Minch town were the source population. The study
population were randomly selected postpartum women
aged 15-49 years who were living in Arba Minch town.
Postpartum women who were severely ill, those who had
a mental illness, and those who had been living in the
study area for less than 6 months were excluded.

Sample Size Determination

The sample size was calculated using the single population
approach and it was calculated using Epi Info version 7.02
statistical software package with the assumption of 95%
confidence level (Z0/2=1.96), 80% power (Z=0.84), and
P=50% of postpartum women who have a lower HRQoL,
since there is no similar study conducted among postpar-

tum women.
2 2
(n:Za/de pq) _(1.96 ()]*é;)ZS*OS) — 385
Considering a 10% non-response rate and the final

sample size was 424.

Where n=required sample size, Za/2=critical value for
normal distribution at 95% confidence level which equals
1.96 (Z-value at 0=0.05), p=proportion of women with
lower HRQoL of 50%, d=margin of error of 5%.

Sampling Procedure

The target participants for this study were women who
had given birth in the past 6 months in Arba Minch town.
In the town, there are 11 kebeles. Among these, about
35%" od kebeles were randomly selected using the lottery
method as representative. Then, based on the preceding 6
months’ total birth report obtained from the town health
bureau; the sample was allocated proportionally to each
Kebele. Finally, the participants were selected through
systematic random sampling using the health extension
workers’ birth register as a frame. Systematic sampling
was preferred for its simplicity to apply. From the register
list, all women were selected (Figure 1).

The dependent variable for this study is HRQoL,
whereas independent variables include socio-demographic
characteristics such as age, educational status, marital sta-
tus, employment, wealth index, and obstetrics factors such
as antenatal care follow-up, mode of delivery, parity, hos-
pital admission during pregnancy, and after birth, duration
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Figure | The diagrammatic presentation of the sampling procedures of postpartum
women who were selected to participate in the study in 2020.

since delivery, place of birth, and psychological factor for
postpartum depression.

Measurements

Domain scores were calculated by summing up each item
under each domain. Then each raw scale score was trans-
formed from 0 to 100 (0-100 scale) by using the formula of
transformed scale = 9<%/ ;‘Z)‘fblfl(;’f;f(’iffrf (r’;::f seore s 100.%!
Physical HRQoL (PCS) mean score is the arithmetic

average of the transformed scores of physical functioning,

role physical, bodily pain, and general health domains.*'

Mental HRQoL (MSC) mean score is the arithmetic
average of the transformed scores of social functioning,
mental health, role emotional, and vitality domains.?!

Overall HRQoL mean score is the arithmetic average
of the transformed score of the eight domains.”

Higher HRQoL was defined as participants who scored
greater than or equal to the standardized mean value of 50.%

Lower HRQoL was defined as participants who scored
less than the standardized mean value of 50.%

Wealth Index is a composite measure of household
cumulative living standard, and it was calculated by
using data on household ownership of selected assets,
like various household assets and means of transportation.
Then, it was categorized as lowest quintile, second

quintile, middle quintile, fourth quintile, and highest quin-
tile. The lowest quintile signifies lower wealth whereas the
highest quintile signifies higher wealth status.

Postpartum Partum depression is assessed by using the
Edinburgh Postnatal Depression Scale (EPDS). According
to the EDPS, study participants who scored >13 are con-
sidered as having postpartum depression.**

Data Collection Procedure
Data were collected using a structured questionnaire adapted

from different 2530

peer-reviewed published works.
A structured pre-tested interviewer administered question-
naire was developed in English and then translated into
Ambaric language for simplicity and then back translated to
English language for its consistency by two different lan-
guage expert individuals who speak both English and
Amharic fluently. The questionnaire has three parts: socio-
demographics, obstetrics-related characteristics, and quality-
of-life health-related characteristics. HRQoL was measured
using MOS SF-36, which was validated and translated for
Ethiopia by a validation study.’' The SF-36 questionnaire is
capable to evaluate both the physical and mental components
of HRQoL; this tool has 36 items, eight domains, and two
component summaries. The first two items measure the over-
all perception of the quality-of-life and change in the overall
health status. The SF-36 questionnaires assess eight dimen-
sions of HRQoL, which relate to the physical and mental
components of the individual’s health perception.
Specifically, the domains “physical functioning* (10 items),
“role physical®, which means role limitation due to physical
health problems (4 items), “bodily pain” (2 items), and
“general health” (5 items) are more related to the physical
component, whereas the domains “vitality/energy” (4 items),
‘social functioning (2 items), “role emotional®, which means
role limitations due to emotional problems (3 items), and
general “mental health” (5 items) are more related to the
psychological component. Possible scores for each domain
range from 0 (corresponding to the worst possible state) to
100 (corresponding to the best possible state).”' The 10
questions of the Edinburgh postnatal depression scale
(EPDS) were used to assess patients at risk of postnatal
depression.”* It indicates how the mother has felt during the
previous 7 days. The EPDS generated sensitivity and speci-
ficity of 78.9% and 75.3%, respectively, according to
a validation study in Addis Ababa.** The wealth index was
assessed using the tool adapted from the Ethiopian
Demographic and Health Survey (EDHS) wealth index
assessment questionnaire.
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Four diploma nurses were recruited as data collectors
and they were trained for 2 days on information about the
research objective, eligible study subjects, data collection
tools and procedures, and interview methods. Information
regarding the coronavirus and necessary precautions to
take while collecting data to prevent coronavirus transmis-
sion was also given. The data collection task was carried
out through home-to-home visits and the data collectors
wore masks, kept a physical distance, washed their hands,
and used hand sanitizer. Besides this, data collectors gave
awareness training on coronavirus in the community in
collaboration with health extension workers in each
selected kebele.

Data Quality Control

Pretesting of the questionnaire was done on 5% of the
sample at Merab Abaya district who were not included
in the study; that was a week before commencement of the
actual data collection. Based on the pretest, a questionnaire
was corrected to ensure clarity, wording, and logic
sequence and skip patterns. Data collectors and supervisor
were trained for 1 day on objectives of the study, how to
keep confidentiality of information, the contents of the
questionnaire, filling data collection format, and data qual-
ity management by the principal investigator. At the end of
each day, questionnaires were reviewed and cross-checked
for completeness, accuracy, and consistency by the super-
visor and principal investigator and corrective measures
were taken. The overall activity was supervised by the
principal investigator of the study.

Method of Data Analysis

The collected data were checked for completeness, coded,
and entered into Epidata version 3.1. The data were then
exported to SPSS version 25, and cleaned to make it ready
for analysis. Five categories of wealth (quintiles) were
developed using principal component analysis (PCA).
For SF-36 questionnaires, the first reverse score for the
10 items was done and then the raw score was computed
for the eight domains which were then cleaned to
a Transformed scale. Physical HRQoL (PCS) mean was
computed from physical functioning, role physical, bodily
pain, and general health domain transformed score. Mental
HRQoL (MCS) mean was computed from social function-
ing, mental health, vitality, and role emotional domain
transformed score. The overall HRQoL mean was com-
puted from the eight domains transformed score. Using the
standardized mean score of 50; the overall HRQoL,

Physical HRQoL, and Mental HRQoL were dichotomized
into higher and lower HRQoL. Binary logistic regression
analysis was employed to examine the statistical associa-
tion between the overall HRQoL, physical HRQoL, and
mental HRQoL with every single independent variable.
We fitted both simple and multivariable logistic regression
models. Variables with a P-value<0.25 at the simple logis-
tic regression analysis were considered a candidate to
multivariable logistic regression analysis. In the multivari-
able logistic regression model, we considered variables
with a P-value<0.05 as significantly associated variables
with the outcome. The model fitness was checked, and we
found the Hosmer and Lemeshow’s goodness-of-fit test
not significant. This indicates the observed model does
not significantly differ from the expected model. This
eventually depicted, the whole model was fit enough to
explain the distribution. Multicollinearity was assured
using the checked correlation matrix.

Results
Socio-Demographic Characteristics of

Respondents

Among 424 post-partum women, 409 post-partum women
were interviewed. This gives a response rate of 96.46%.
More than half (253, 61.9%) of the respondents belonged
to the age group of 17-24 with a Mean£SD of 28.09+5.65
years. Regarding marital status, 315 (77%) were married,
131 (32%) had more than secondary educational status, as
to occupational status 154 (37.7%) were government
employees, followed by housewives (129, 31.5%), and
93 (22.8%) participants belonged in the fourth quintile as
to wealth index (Table 1).

Obstetric Characteristics of Respondents
Three hundred and twenty-three (79.0%) of the subjects
were multiparous, while 86 (21.0%) were Prim parous.
About 372 (91.0%) mothers visited the ANC clinic.
Regarding the place of birth, more than half 220 (53.8%)
gave birth at the Hospital, with 30 (7.3%) of them delivered
by cesarean section. Furthermore, 35 (8.6%) experienced the
loss of their baby, and 60 (14.7%) reported having
a hospitalization history during pregnancy for a pregnancy-
related problem, and 45 (11.0%) after birth (Table 2).

Health-Related Quality-of-Life
The finding of this study reveals that 255 (62.3%) had lower
level health-related quality of life (HRQoL). About 46.2% of
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Table | Socio-Demographic Characteristics Distribution of

Study Participants at Arba Minch Town in 2020 (n=409)

Table 2 Obstetric Characteristics of Study Participant at Arba
Minch Town in 2020 (n=409)

Respondents Characteristics Frequency | Percent Respondents Characteristics Frequency | Percent
(%) (%)
Age 17-24 253 61.9 Duration since <3 months 243 59.4
25-34 100 244 delivery >3 months 166 40.6
3545 56 13.7
Parity Prim parous 86 21.0
Marital status Never married 21 5.1 Multiparous 323 79.0
Married 315 77.0
Living together 33 8.1 State of last pregnancy | Planned 352 86.1
Divorced 23 56 Unplanned 57 13.9
Widowed 17 4.2 Received ANC Yes 372 91.0
No 37 9.0
Educational No formal 83 20.3
status education ANC adequacy Non-adequate | 170 45.7
Primary 69 16.9 Adequate* 202 54.3
Secondary 126 30.8
Above Secondary 131 320 Place of birth Home 41 10.0
Health center 148 36.2
Occupational Student 58 14.2 Hospital 220 538
status Housewife 129 31.5
Government 154 377 Mode of delivery Vaginal 379 92.7
Cesarean 30 7.3
employee
Private employee 50 12.2 Birth outcome Alive 374 91.4
Other* 18 4.4 Dead 35 8.6
Wealth index Lowest 79 19.3 History of hospital Yes** 60 14.7
quintile Second 84 20.5 admission during No 349 85.3
Middle 85 20.8 pregnancy
Fourth 93 228
Highest 68 166 History of hospital Yes 45 11.0
admission after birth No 364 89.0
Notes: *daily laborers, handcraft worker.
Postpartum depression | Depressed 88 21.5
Not depressed | 321 785

the study participants had lower physical HRQoL and about
79% of the study participants had lower mental HRQoL.
From the eight domains, the lowest mean score was observed
in the role emotional dimension with Mean+SD of 38.09
+21.34, whereas the highest Mean+SD score in the vitality
dimension was 51.40+7.69. The physical component sum-
mary (PCS) MeantSD score was higher in Mean+SD score
(49.5249.34) when compared with the mental component
summary (MCS) Mean+SD score of 40.79+£10.90 (Table 3).

Factors Associated with Overall
Health-Related Quality-of-Life

A binary logistic regression was run to identify candidate
variables for multivariable logistic regression analysis. Those
variables were p-value<0.25 during binary regression analysis
and biologically plausible variables were selected as
a candidate variable for multivariable logistic regression ana-
lysis. Thus, in the binary logistic regression analysis variables

Notes: *Adequate ANC is a woman who had received antenatal care according to
Ethiopian guidelines. **Hospital admission due to other than childbirth.

like age of respondents, educational level, wealth index, state
of last pregnancy, receiving ANC follow-up, place of birth,
mode of delivery, birth outcome, and history of hospital
admission after birth were selected variables for multivariable
logistic regression analysis.

In multivariable logistic regression analysis showed
that age of respondents, educational level, and mode of
delivery were variables that are found to have
a statistically significant association with the lower overall
HRQoL. Those post-partum women aged between 17-24
years were 2.73-times more likely to have lower overall
HRQoL compared to the age group between 35-45 years
(AOR=2.73; 95% CI=1.22-6.10). Those post-partum
women who did not attend formal education were 2.02-

times more likely to have lower overall HRQoL compare
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Table 3 Mean Score of SF-36 HRQoL and the Two-Component
Summary Score of Study Participant at Arba Minch Town in 2020

SF-36 HRQoL MeantSD 95% CI

Physical functioning (PF) 46.97£10.06 | 45.28-47.23
Role physical (RP) 42.30+14.46 | 40.28-43.00
Bodily pain (BP) 50.93+9.06 49.34-51.10
General health (GH) 49.24+9.49 47.61-49.46
Vitality (VT) 51.40+7.69 50.65-52.14
Social functioning (SF) 48.21+10.68 | 47.18-49.25
Role emotional (RE) 38.09+21.34 | 34.62-38.77
Mental health (MH) 40.08+13.02 | 37.42-39.96
Physical Component Summary (PCS) | 49.52+9.34 48.61-50.43
Mental Component Summary (MCS) | 40.79+10.90 | 39.37-41.85
Overall HRQoL 45.1548.13 44.36-45.94

to those women who had attended above secondary
(AOR=2.02; 95% CI=1.05-3.89). On the other hand,
those post-partum women who were delivered by cesarean
section were 59% less likely to have lower overall HRQoL
compare to those women who give by SVD (AOR=0.41;
95% CI=0.17-0.96)) (Table 4).

Factors Associated with Mental
Health-Related Quality-of-Life Among

Post-Partum VWomen

Multivariable logistic regression analysis shows that age of the
respondents, receiving ANC follow-up during their pregnancy,
and those women who had postpartum depression were sig-
nificantly associated with lower mental HRQoL among post-
partum women. Women who were in the age group from 17—
24 years were 3.37-times more likely to have lower mental
HRQoL with AOR=3.56; 95% CI=1.60-7.04, whereas
women who had not received ANC were 3.73-times more
likely to have lower mental health HRQoL with AOR=3.73;
95% CI=1.45-9.16. Similarly, women who had postpartum
depression (PPD) were 2.00-times more likely to have lower
mental HRQoL with AOR=2.00; 95% CI=1.30-3.93
(Table 5).

Factors Associated with Physical
Health-Related Quality-of-Life Among

Post-Partum Women

Multivariable logistic regression analysis shows that the
model of delivery of the recent baby was found as an
independent predictor of physical HRQoL among post-
partum women. Those post-partum women who were
delivered by cesarean section were 66% less likely to

have lower physical HRQoL compared to those women
who give birth by SVD (AOR=0.34, 95% CI=0.13-0.88)
(Table 6).

Discussion

This research aimed to assess HRQoL and associated
factors among post-partum women in Arba Minch town
in Southern parts of Ethiopia. The overall HRQoL mean
score in this study was 45.154+8.13. Age of respondents,
education status, ANC, mode of delivery, and having
postpartum depression were found to have a statistically
significant association with lower HRQoL.

The overall HRQoL mean score in this study is com-
parable with a study conducted in Kuwait, with a mean
score of 53.7, but it is lower than studies conducted in Iran
(66.32+13.7), Spain (71.94+17.48), and Brazil (86.86
+10.6).'7*73? The difference could be due to the socio-
economic disparity of study participants. In this study, the
majority of the study participants had low socioeconomic
status, but previous studies were conducted in a higher
socioeconomic status. A higher socioeconomic status
favors a higher quality-of-life. Another difference might
be due to differences in the study population. In this study,
we including women who gave birth in the last 6 months,
but the study conducted in Spain included women who
give birth in the year before. The discrepancy in the two
studies (Brazil and Iran) might be due to a variation in the
tool used to assess the quality-of-life. In this study, we
used SF-36 questionnaires, but studies conducted in Brazil
and Iran used the World Health Organization Quality-of-
Life Assessment-Bref (WHOQoL-Bref) tool.

Age was shown to have an association with HRQoL;
women who were in the age group 17-24 were more likely
to have lower level HRQoL in this study. From this, the
majority of them in this age group were prim parous
women who were less experienced, new to pregnancy,
birth, and postpartum life, so were less likely to cope
with pregnancy, birth, and postpartum related changes
and this age group are more likely to develop postpartum
HRQoL.
However, the current finding is contrary to the study con-

depression leading to lower-level mental
ducted in the Netherlands and the variation could be due to
socio-demographic differences for western women to
become pregnant later in their reproductive life.>°

In the current finding education status showed an asso-
ciation with HRQoL. This means women who had no
formal education were more likely to have lower

HRQoL. This finding is related to prior studies conducted
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Table 4 Binary and Multivariable Logistic Regression Analysis for Factors Associated with Overall HRQoL of Study Participants at

Arba Minch Town in 2020 (n=409)

Variable Categories Lower Higher COR (95% CI) P-value | AOR (95% CI) P-value
HRQoL (%) | HRQoL (%)

Age of respondents 1724 90 (75.0) 30 (25.0) 2.25 (1.15-4.40) 0.014* 2.73 (1.22-6.10) 0.014%*
25-34 133 (57.1) 100 (42.9) 0.99 (0.55-1.79) 0.951 0.98 (0.51-1.86) 0.951
3545 32 (57.1) 24 (42.9) | |

Educational status No formal 57 (68.7) 26 (31.3) 1.58 (0.88-2.83) 0.118 2.02 (1.05-3.89) 0.035%
education
Primary 44 (63.8) 25 (36.2) 1.27 (0.69-2.32) 0.430 1.49 (0.74-2.98) 0.256
Secondary 78 (61.9) 48 (38.1) 1.17 (0.71-1.93) 0.525 1.46 (0.84-2.55) 0.171
Above secondary | 76 (58) 55 (42) | |

Wealth index Lowest 50 (63.3) 29 (36.7) 0.77 (0.38-1.53) 0.458 1.02 (0.46-2.23) 0.957
Second 49 (58.3) 35 (41.7) 0.62 (0.31-1.22) 0.172 0.64 (0.30-1.37) 0.259
Middle 52 (61.2) 33 (38.8) 0.70 (0.35-1.38) 0.308 0.72 (0.34-1.51) 0.389
Fourth 57 (61.3) 36 (38.7) 0.70 (0.36-1.37) 0.306 0.63 (0.30-1.32) 0.225
Highest 47 (69.1) 21 (30.9) | |

Duration since delivery <3 Months 155 (63.8) 88 (36.2) 1.16 (0.77-1.74) 0.248 1.20 (0.76—-1.91) 0.429
>3 Months 100 (60.2) 66 (39.8) | |

Parity Prim-para 55 (64.0) 31 (36.0) 1.09 (0.66—1.78) 0.209 1.60 (0.83-3.08) 0.160
Multi-para 200 (61.9) 123 (38.1) | |

Pregnancy state Planned 224 (63.6) 128 (36.4) | |
Unplanned 31 (544) 26 (45.6) 0.68 (0.38-1.19) 0.183 0.58 (0.30-1.12) 0.107

Adequate ANC follow-up | Yes 225 (60.5) 147 (39.5) | |
No 30 (81.1) 7 (18.9) 2.80 (1.19-6.54) 0.017 2.51 (0.93-6.74) 0.067

Place of birth Home 30 (73.2) Il (26.8) 1.36 (0.88-2.10) 0.075 1.33 (0.82-2.16) 0.239
Health center 97 (65.5) 51 (34.5) 1.96 (0.934.11) 0.156 1.61 (0.65-4.01) 0.302
Hospital 128 (58.2) 92 (41.8) | [

Mode of delivery Vaginal 243 (64.1) 136 (35.9) | |
Cesarean section | 12 (40.0) 18 (60.0) 0.37 (0.17-0.79) 0.007 0.41 (0.17-0.96) 0.040%*

History of Hospital Yes 24 (53.3) 21 (46.7) 0.65 (0.35-1.22) 0.188 0.68 (0.34-1.36) 0.285

admission after birth No 231 (63.5) 133 (36.5) I |

Postpartum depression Depressed 56 (63.6) 32 (36.4) 0.93 (0.57-1.52) 0.178 0.90 (0.53-1.53) 0.709
Not depressed 199 (62.0) 122 (38.0) | |

Notes: * a statistically significant variable at p<0.05 in multivariable logistic regression analysis.

in India and Spain. The possible reason might be because
those women who had no formal education are less likely
to attend ANC, more likely to give birth at home, less
likely to seek healthcare immediately until complication
likely
outcome.”>*’>* Another possible reason might be that

arise, and more to have severe maternal
educated women would have control over their economy
and therefore be more likely autonomous to decide on
their healthcare as compared with those who were unedu-
cated. This implies that a large number of women who had

no formal education may suffer from preventable diseases

due to a lack of information. Therefore, careful attention
should be given to those women by the government and
other concerned bodies.

Mode of delivery is another factor that showed
a statistical association with health-related quality-of-life
so such cesarean delivery identified to have a positive
association with HRQoL in the current finding. The rea-
son might be women who have given birth by operation
have a higher possibility to receive optimal healthcare
and a full package of postnatal care which favors rapid
recovery and higher HRQoL. Socio-cultural factors could
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Table 5 Binary and Multivariable Logistic Regression Analysis for Factors Associated with Mental HRQolL at Arba Minch Town in 2020

(n=409)
Variables Categories Lower MCS | Higher MCS | COR (95% CI) p-value | AOR (95% CI) p-value
HRQoL (%) | HRQoL (%)

Age 17-24 73 (60.8) 47 (39.2) 3.56 (1.81-0.70) 0.001 3.37 (1.60-7.04) 0.001*
25-34 93 (39.9) 140 (60.1) 1.52 (0.81-2.85) 0.19 1.51 (0.77-2.97) 0.22
3545 17 (30.4) 39 (69.6) | |

Educational status | No formal education | 40 (48.2) 43 (51.8) 1.24 (0.71-2.16) 0.24 1.37 (0.71-2.67) 0.34
Primary 39 (56.5) 30 (43.5) 1.74 (0.96-3.13) 0.04 2.08 (0.98—4.42) 0.06
Secondary 48 (38.1) 78 (61.9) 0.82 (0.50-1.35) 0.72 0.97 (0.55-1.69) 0.92
Above secondary 56 (42.7) 75 (57.3) | |

Occupational Non-employed 94 (50.3) 93 (49.7) | |

status Employed 89 (40.1) 133 (59.9) 0.66 (0.44-0.98) 0.05 1.04 (0.62-1.74) 0.86

Wealth index Lowest 32 (40.5) 47 (59.5) 0.64 (0.33—1.23) 0.18 1.05 (0.49-2.22) 0.89

quintile Second 36 (42.9) 48 (57.1) 0.70 (0.37-1.34) 0.29 0.90 (0.44-1.85) 0.78
Middle 39 (45.9) 46 (54.1) 0.79 (0.42-1.51) 0.49 0.95 (0.46-1.93) 0.89
Fourth 41 (44.1) 52 (55.9) 0.74 (0.39-1.39) 0.35 0.81 (0.41-1.63) 0.57
Highest 35 (51.5) 33 (48.5) | |

Received ANC Yes 156 (41.9) 216 (58.1) | |
No 27 (73.0) 10 (27.0) 3.73 (1.75-7.94) 0.03 3.65 (1.45-9.16) 0.006*

Place of birth Home 23 (56.1) 18 (43.9) 1.84 (0.94-3.61) 0.23 0.92 (0.39-2.14) 0.84
Health center 70 (47.3) 78 (52.7) 1.29 (0.85-1.97) 0.07 1.23 (0.76-1.98) 0.39
Hospital 90 (40.9) 130 (59.1) | |

Mode of delivery Vaginal 172 (46.0) 207 (54.0) I |
Cesarean section Il (36.7) 19 (63.3) 0.68 (0.31-1.17) 0.13 0.75 (0.37-1.51) 0.43

Birth outcome Alive 172 (46.0) 202 (54.0) | |
Dead Il (31.4) 24 (68.6) 0.53 (0.25-1.13) 0.10 0.47 (0.20-1.07) 0.07

History of Yes 31 (51.7) 29 (48.3) 1.38 (0.80-2.39) 0.24 1.26 (0.58-2.69) 0.55

Hospital admission | No 152 (43.6) 197 (56.4) | |

during pregnancy

Postpartum Depressed 18 (32.7) 37 (67.3) 1.92 (1.21-3.29) 0.006 2.27 (1.30-3.93) 0.004*

depression Not depressed 155 (48.3) 166 (51.7) I |

Notes: * a statistically significant variable at p<0.05 in multivariable logistic regression analysis.

also be an alternative explanation for women who have
given birth by cesarean section receive better social,
psychological, and nutritional support which ease recov-
ery. The other factor could be the higher likelihood of
a late resumption of sexual intercourse after cesarean
delivery which alleviates physical and psychological
pain.** An additional reason that needs to be considered
is the socio-economic factor as the majority of women
who underwent cesarean delivery are more likely to be
educated, affluent, or have better economic status. These
factors have an improving effect on HRQoL, and this is
supported by the study conducted in Sub-Saharan
Africa.®

Adequate antenatal care was also another factor for
HRQoL in the current study. Women who had no ANC
visits were more likely to have a lower mental HRQoL.
This finding was supported by a study conducted in
Rwanda.”® The reason for this finding was women who
attend ANC allows health promotion, a good opportunity
to be informed about pregnancy danger signs, and obste-
tric complications. Besides, receiving ANC facilitates
early detection and management of pregnancy-related pro-
blems. We suggest that ANC is vital to improve the
HRQoL for the women who give birth.

Finally, in this study women who had postpartum depres-
sion were more likely to have a lower-level mental HRQoL,
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Table 6 Binary and Multivariable Logistic Regression Analysis for Factors Associated with Physical HRQoL at Arba Minch Town in

2020 (n=409)

Variables Categories Lower PCS Higher PCS COR (95% CI) p-value | AOR (95% CI) p-value
HRQoL (%) HRQoL (%)

Wealth index Lowest 41 (51.9) 38 (48.1) 1.01 (0.53-1.94) 0.95 1.32 (0.62 2.26) 0.42

quintile Second 40 (47.6) 44 (52.4) 0.85 (0.31-1.62) 0.64 1.03 (0.53-2.01) 0.92
Middle 35 (41.2) 50 (58.8) 0.66 (0.34-1.25) 0.20 0.76 (0.39-1.48) 0.42
Fourth 36 (38.7) 57 (61.3) 0.59 (0.31-1.12) 0.11 0.67 (0.35-1.28) 0.23
Highest 35 (51.5) 33 (48.5) | |

Duration since | <3 Months 115 (47.3) 128 (52.3) 1.16 (0.77-1.74) 0.24 1.08 (0.70-1.66) 091

delivery >3 Months 72 (43.4) 94 (56.6) | |

Parity Prim para 36 (41.9) 50 (58.1) 1.09 (0.66—1.78) 0.21 0.96 (0.56—1.65) 0.90
Multipara 151 (46.7) 172 (53.3) | |

Mode of Vaginal 198 (52.2) 181 (47.8) I |

delivery Cesarean section | 6 (20.0) 24 (80.0) 0.22 (0.11-0.68) 0.01 0.34 (0.13-0.88) 0.03*

Place of Home 20 (48.8) 21 (51.2) 0.85 (0.42—-1.71) 0.23 0.96 (0.47-1.96) 0.92

delivery Health center 78 (52.7) 70 (47.3) 0.21 (0.61-0.93) 0.07 0.64 (0.41-1.02) 0.06
Hospital 89 (40.5) 131 (59.5) | |

Postpartum Depressed 40 (45.5) 48 (54.5) 0.99 (0.63—1.62) 0.25 0.93 (0.57-1.53) 0.80

depression Not depressed 147 (45.8) 174 (54.2) I |

Notes: * a statistically significant variable at p<0.05 in multivariable logistic regression analysis.

and this finding is in agreement with findings from Nigeria,
Kuwait, Carolina state, and Iran.>>**>® The reason was
depression is negatively associated with mental health, and
depression by itself affects women’s ability to function, rela-
tion with her child, interpersonal relationship, sleeping pattern,
and social engagement, thus lowering the mental HRQoL.**

Limitations

The data may be subjected to recall bias and social desir-
ability bias. Since the study was community-based we
could not ascertain and measure variables like chronic
disease and pregnancy and birth-related problems that
could affect the quality-of-life.

Conclusion

The findings of this study demonstrated almost two-thirds of
women had a lower level of health-related quality of life
(HRQoL). In particular women’s mental HRQoL showed
severe compromise. Several factors were identified to be
associated with lower HRQoL. Lower age, no formal educa-
tion, not receiving ANC, and having postpartum depression
were found to have a negative association with overall or
mental HRQoL. This implies the quality-of-life of postpar-
tum women needs much attention. Policymakers, program
planners, and other concerned bodies should consider

measures to be taken to improve the quality-of-life of post-
partum women focusing on maternal services like ANC &
improving educational status and particular attention

needs to be paid to young women.
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