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Original Article

Background: High breastfeeding self-efficacy is linked with lower rates of postpartum depression. No study from 
Saudi Arabia has previously assessed the relation between breastfeeding self-efficacy and postpartum depression.
Objective: To determine the correlation between breastfeeding self-efficacy and postpartum depression 
in a cohort from Saudi Arabia.
Materials and Methods: This cross-sectional study included mothers who had given birth between February 
to June 2022 at King Abdulaziz University Hospital, Jeddah, Saudi Arabia, and were between 2 weeks and 3 
months postpartum. Data were collected using a self-administered questionnaire comprising the following 
three sections: sociodemographic characteristics, Edinburgh Postpartum Depression Scale (EPDS), and 
Breastfeeding Self Efficacy Scale-Short Form (BSES-SF).
Results: A total of 257 participants completed the questionnaire, with most aged 25–34 years (59.1%). The prevalence 
of postpartum depression was 25.3%, and it was significantly associated with lack of support from the husband and 
family during pregnancy (for both, P < 0.001), history of violence (P < 0.001), family history of depression (P = 0.045), 
complications during pregnancy (P = 0.004), and multiple pregnancies (P = 0.004). The mean score on the 
BSES-SF was 47.4, and participants who scored above the mean had significantly lower rates of postpartum 
depression (P = 0.003). In addition, an inverse relation was noted between BSES-SF and postpartum depression 
scores (r = −0.297): when the scores of BSES‑SF increased, the scores of postpartum depression decreased.
Conclusion: The rate of postpartum depression was high in Jeddah, Saudi Arabia; nonetheless, positive 
breastfeeding self-efficacy was found to be correlated with lower rates of postpartum depression. These 
findings indicate the need for careful screening of patients at risk of postpartum depression and for providing 
breastfeeding support/knowledge, both in the antenatal and postpartum periods.
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INTRODUCTION

Mothers can experience a range of  physical and 
psychological disorders and complications following 
childbirth. Monitoring for such disorders/complications 
is important, as they can negatively affect the health and 
wellness of  the mother, the newborn, and the entire 
family.[1] Postpartum depression (PPD) is the most 
prevalent psychiatric disorder following childbirth and can 
last for extended periods.[2,3] Relevant signs and symptoms 
include irritability, noticeably lowered interest, changes in 
appetite, trouble focusing, anguish and crying, a sense of  
doubt, and thoughts of  suicide or death.[4]

The global prevalence of  PPD has been estimated to 
be 17.22%. However, these rates vastly differ across 
countries (lowest: 6.48% in Denmark; highest: 60.93% in 
Afghanistan) and geographical regions (lowest: 11.11% 
in Oceania; highest: 39.96% in Southern Africa).[2] In the 
Gulf  Cooperation Council countries, the pooled prevalence 
have been reported as follows: Saudi Arabia, 20.08%; the 
United Arab Emirates, 18.31%; Qatar, 18.0%; Oman, 
16.38%; Kuwait, 11.72%; and Bahrain, 37.13%.[2] Another 
study from Saudi Arabia similarly reported a rate of  20.9% 
in Jeddah.[5]

Risk factors that predispose women to PPD must be 
considered at both the monitoring and management levels. 
Some of  these risk factors are personal or family history 
of  depression, multiple births, challenging or traumatic 
births and pregnancies, poor socioeconomic status, lack 
of  social support, and history of  physical and/or sexual 
abuse.[6] Breastfeeding is a factor that has been found to 
offer protection against depressive symptoms, while its 
cessation is a stressor that may contribute to the onset of  
PPD.[7] As breastfeeding is the ideal source of  nutrition 
for newborns and infants, several professional societies 
have issued practical recommendations to facilitate its 
implementation.[8] In Saudi Arabia, studies have shown that 
the exclusive breastfeeding levels are low in Saudi Arabia; 
in fact, a 19% drop off  in the breastfeeding rates has been 
reported after 2 weeks of  exclusive breastfeeding.[9] This is a 
critical area of  concern, as breastfeeding is linked to a lower 
incidence of  PPD.[10] At the same time, it is important to 
consider the concept of  breastfeeding self‑efficacy (BSE), 
which refers to a mother’s self‑confidence in her ability to 
breastfeed her newborn child.[11]

In 2022, a study in Poland found that the risk of  PPD was 
linked to the specificity of  maternal experiences during 
feeding, rather than the breastfeeding practice itself.[12] 
However, a very recent cross‑sectional study from Taiwan 

showed that higher Edinburgh Postpartum Depression 
Scale (EPDS) scores were strongly correlated with 
decreased rates of  breastfeeding, reflecting the importance 
of  breastfeeding cessation as a risk factor for PPD.[13] 
Similarly, other studies from Taiwan and Turkey have found 
that lower BSE scores were associated with higher rates of  
PPD and higher BSE scores with lower rates of  PPD.[14,15] 
Further, a Brazilian cohort study from 2018 reported that 
exclusive breastfeeding cessation was significantly less likely 
to occur in women with high BSE scores.[16]

To the best of  the authors’ knowledge, no study from Saudi 
Arabia has investigated the correlation between PPD and 
BSE. Such findings would help improve the health‑care 
system, such as providing opportunities for mothers to 
practice breastfeeding newborns even before delivery. 
To address this gap in the literature, this study aimed to 
examine the relationship between BSE, maternal PPD, and 
the risk factors of  PPD among patients at a tertiary care 
center in Jeddah, Saudi Arabia.

MATERIALS AND METHODS

Study design, setting, and participants
This cross‑sectional study included mothers who had given 
birth between February and June 2022 at King Abdulaziz 
University Hospital (KAUH), Jeddah, Saudi Arabia. 
KAUH is one of  the main public tertiary care hospitals 
in Saudi Arabia’s Western region, and thus serves both 
urban and rural populations. The patients at KAUH come 
from a variety of  social backgrounds, including different 
nationalities, occupations, and socioeconomic levels. The 
study design was chosen to assess both PPD and BSE 
at the same time point. The study was conducted after 
obtaining approval from the Research Ethics Committee 
at King Abdulaziz University, Jeddah.

Mothers were considered eligible for participation if  they 
were between 2 weeks and 3 months postpartum and could 
speak and understand Arabic or English. Participants with 
a history of  mental illness, newborns with severe illness, 
stillbirths, and not breastfeeding were excluded.

The number of  deliveries per year at KAUH is about 
2000, and it was hypothesized that the prevalence of  PPD 
is 25%. Accordingly, the sample size was calculated to be 
252 (95% confidence level), calculated by design effect (for 
cluster survey).

Data collection
Participants were recruited either directly while attending 
the Well‑Baby clinics during routine vaccinations (the 
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Well‑Baby clinic provides several services such as 
vaccination, growth and development assessment, 
developmental disability detection, and caregiver education) 
or by directly contacting the eligible mothers through 
WhatsApp (the contact numbers were obtained from the 
hospital records). All participants provided an informed 
consent form that included all the basic elements 
highlighted by the National Committee of  Bioethics, 
Saudi Arabia; no identifying information was collected. 
Respondents completed a structured self‑administered 
questionnaire hosted on Google Forms in one sitting. 
Response to all questions were mandatory to submit the 
questionnaire.

The questionnaire consisted of  three parts and was available 
in both Arabic and English. The first part pertained to the 
participants’ sociodemographic characteristics, including 
their age, weight, education level, occupation, monthly 
income, and polygyny marital status of  husband.

The second part of  the questionnaire evaluated PPD using 
the EPDS, which contains 10 questions. Participants were 
able to take either the original English language or the 
translated Arabic version of  the EPDS.[17,18] The EPDS 
is the most common screening tool for PPD, and has 
been translated into 23 languages; in the original English 
version, Cronbach’s α was 0.84.[18] The Arabic version has 
been previously validated, and has a correlation coefficient 
of  0.69 with the Beck Depression Inventory.[17] For each 
question, participants were asked to rate the severity of  
symptoms by assigning a score ranging from 0 to 3. The 
maximum attainable total score was 30, while a score 
of  ≥13 was used as a cutoff  value to indicate a high risk 
of  PPD.[19]

The third part assessed maternal BSE using the Breastfeeding 
Self‑Efficacy Scale‑Short Form (BSES‑SF), which 
consists of  14 items pertaining to mothers’ breastfeeding 
confidence. Each item is rated on a 5‑point scale ranging 
from 1 (not at all confident) to 5 (always confident), with 
total scores ranging from 14 to 70, higher scores indicating 
greater levels of  self‑efficacy for breastfeeding.[11] The 
Cronbach’s α consistency coefficient of  BSES‑SF was 
found to be 0.910.[20] A validated Arabic version of  the 
BSES‑SF is currently not available; therefore, we used the 
blind back‑translation method. First, two of  the authors 
translated the scale into Arabic. Second, an independent 
multilingual translator who was unfamiliar with the 
questionnaire’s original content retranslated it into English. 
Finally, the back‑translated English version’s accuracy was 
contrasted with the original English version, and it was 
found to be comparable [Supplementary File].

Statistical analysis
All analyses were performed using Microsoft Excel 2021 
and SPSS version 21. Association between maternal age 
and parity with PPD symptoms were assessed. In addition, 
the mean continuous variables were compared using a 
one‑way analysis of  variance. The Chi‑square test was 
used to compare the categorical variables. P < 0.05 was 
considered statistically significant.

RESULTS

A total of  308 mothers were initially screened for eligibility 
during the study period; however, 46 were excluded as 
they did not meet the study criteria (not breastfeeding: 
n = 39; history of  mental illness = 6; newborns with 
severe illness or stillbirths = 1). Accordingly, the 
questionnaire was distributed to 262 mothers, of  which 
257 responded (98.1%).

The mean age of  the participants was 31.6 (±5.4) years, 
with the majority being aged 25–34 years (59.1%). In 
terms of  the body mass index, 33.2% were normal weight 
and 33.6% were overweight. Regarding education and 
occupation, 64.1% had attained a university degree, and 
73.8% were not employed. As for monthly income, 70.3% 
reported a monthly income of  Saudi Riyals ≤8000. Finally, 
six participants had husbands with at least 1 more wife.

Postpartum depression
The prevalence of  PPD was 25.3%, with 65 mothers 
scoring ≥13. None of  the sociodemographic factors 
were significantly associated with PPD [Table 1]. Lack of  
support from the husband and family during pregnancy (for 
both, P < 0.001), history of  violence (i.e., physical, 
emotional, and/or sexual) (P < 0.001), and family history 
of  depression (P = 0.045) were factors significantly 
associated with PPD [Table 2]. Complications during 
pregnancy (P = 0.004) and multiple pregnancies (P = 0.004) 
were other significant factors. However, neither the use of  
assisted reproductive technology (ART) nor the mode and 
time of  delivery were associated with an increased risk of  
PPD [Table 3].

Breastfeeding self‑efficacy
The mean BSES‑SF score of  the respondents was 47.4. 
Participants who scored above this mean were considered 
“satisfied.” A significant association was found between 
BSES‑SF scores and PPD [Table 4]. In addition, an inverse 
relationship was noted between the BSES‑SF and EPDS 
scores (r = −0.297; r is significant at 0.01), indicating that 
an increase in BSES‑SF scores is associated with a decrease 
in EPDS scores [Figure 1].
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DISCUSSION

The overall prevalence of  PPD in this study was 
25.3%, which is higher than those reported in 
developed countries such as the United States (18.6%), 
Un i t ed  K ingdom (21 .5%)  and  Un i t ed  Arab 
Emirates (18.3%).[2] Further, this prevalence is also 
slightly higher than the pooled prevalence of  PPD in 
Saudi Arabia (20.1%)[2] and that reported in another 
study from the same region (i.e., Jeddah) (20.9%).[5] These 
variances in prevalence could be attributed to several 
factors including differences in the targeted populations. 
Nonetheless, the high prevalence of  PPD reported in this 

study highlights the need for earlier intervention from 
health‑care professionals.

Among the various known PPD risk factors, we found 
no association with maternal age, similar to the findings 
of  a Chinese study conducted in 2019.[21] In contrast to 
these results, Silverman et al.[22] reported that the risk of  
PPD increases with an increase in age. Such discrepancies 
may be explained by different cultural and environmental 
factors. We found that lack of  husband and family 
support during pregnancy was a significant risk factor in 
the development of  PPD, which has been emphasized 
in many other studies.[23,24] Similarly, a meta‑analysis of  
studies conducted in India reported that a lack of  support 
from husband is significantly associated with PPD.[25] This 
further highlights the importance of  receiving support 

Table 1: Sociodemographic characteristics (N=257)
Variables Negative 

PPD n (%)
Positive 

PPD n (%)
P

Age (years)
≤24 20 (10.5) 9 (13.8) 0.155
25–34 120 (62.8) 32 (49.2)
≥35 51 (26.7) 24 (36.9)
t‑test, mean (SD) 31.581 (5.33) 31.74 (5.54) 0.350

BMI
Underweight 6 (3.2) 2 (3.2) 0.396
Normal 66 (34.7) 18 (28.6)
Overweight 61 (32.1) 24 (38.1)
Obese 29 (15.3) 14 (22.2)
Extremely obese 28 (14.7) 5 (7.9)

Education level
High school 39 (20.4) 14 (21.5) 0.870
University 124 (64.9) 40 (61.5)
Other 28 (14.7) 11 (16.9)

Occupational status
Employed 32 (16.8) 13 (20) 0.601
Not employed 144 (75.4) 45 (69.2)
Student 15 (7.9) 7 (17.6)

Monthly income (Saudi Riyals)
≤8000 135 (70.7) 45 (69.2) 0.949
>8000 56 (29.3) 20 (30.8)

P‑values were derived from the Chi‑square test and independent t‑test; 
significant at P<0.05. PPD – Postpartum depression; SD – Standard 
deviation; BMI – Body mass index

Figure 1: Correlation between scores on the breastfeeding 
self‑efficacy scale short form and Edinburgh postpartum depression 
scale. BSES‑SF – Breastfeeding self‑efficacy scale short form, 
EPDS – Edinburgh postpartum depression scale

Table 2: Health disorders and social risk factors
Variables Negative PPD n (%) Positive PPD n (%) P

Husband support during pregnancy (t‑test), mean (SD) 9.084 (1.7117) 7.723 (2.5951) <0.001 
Family support during pregnancy (t‑test), mean (SD) 9.230 (1.5826) 7.677 (2.8945) <0.001 
Family history of depression

No 179 (93.7) 55 (84.6) 0.045
Yes 12 (6.3) 10 (15.4)

History of violence (physical, emotional, and/or sexual)
No 191 (100) 55 (84.6) <0.001
Yes 0 (0) 10 (15.4)

Anemia
No 139 (72.8) 40 (61.5) 0.121
Yes 52 (27.2) 25 (38.5)

Parity
1 74 (38.7) 29 (44.6) 0.668
2–3 72 (37.7) 21 (32.3)
+4 45 (23.6) 15 (23.1)

Polygyny status of husband
No 186 (97.4) 64 (98.5) 1
Yes 5 (2.6) 1 (1.5)
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during pregnancy, which is an overwhelming event for 
many women.

Participants with a history of  violence were at significant 
risk of  developing PPD. This finding supports those of  
a cross‑sectional study conducted in Bangladesh, which 
found that domestic violence was significantly associated 
with PPD.[25] Moreover, an increase in PPD may primarily 
be attributed to a culture of  not reporting domestic abuse, 
which makes it crucial to consider these sensitive topics in 
relation to the given cultural context.

We found that depression in the family was a significant risk 
factor for PPD, which supports previous studies showing 
an association between family history and a possible familial 
component of  PPD.[6,26] This may be due to genetic risk 

factors for depression as well as similar living conditions 
and lifestyles between individuals of  the same family. In 
some cultures, it is not uncommon for males to have more 
than one wife. In this study, husband’s polygyny marital 
status was not a significant factor associated with the 
development of  PPD, which was similar to the findings 
reported in the other study from Jeddah.[5] As an additional 
note, there were only few cases of  polygyny in our study 
sample (<2.5%).

Unplanned pregnancy was not a distinguishing factor 
in PPD, positively or negatively. However, previous 
international research has reported higher PPD in 
connection with factors such as unplanned pregnancy and 
marriage conflict, with implications due to cultural, lifestyle, 
and/or religious differences.[27] Further, the use of  ART for 
conception was also not found to be a significant risk factor 
for PPD. Corresponding to our findings, most studies of  
adequate quality have reported little or no increased risk 
of  PPD among women who conceive by using ART.[28,29] 
However, there is still an overall lack of  evidence concerning 
the extent to which ART and infertility are linked with the 
risk of  clinically significant mental health outcomes, both 
in general and specifically in relation to PPD.[30]

We found that PPD was significantly more prevalent in 
participants with multiple pregnancies (i.e., twins) compared 

Table 3: Pregnancy and delivery‑related factors
Pregnancy and delivery‑related factors Negative PPD n (%) Positive PPD n (%) P

ART
No 181 (94.8) 57 (87.7) 0.1
Yes 10 (5.2) 8 (12.3)

Time of delivery (weeks)
<37 24 (13.2) 9 (14.5) 0.870
37–41 133 (73.1) 46 (74.2)
≥42 25 (13.7) 7 (11.3)

Mode of delivery
Normal 79 (41.4) 22 (33.8) 0.550
Normal, with the use of instrument 28 (14.7) 10 (15.4)
Cesarean section 56 (29.3) 19 (29.2)
Emergency cesarean section 28 (14.7) 14 (21.5)

Number of fetuses
Single 190 (99.5) 60 (92.3) 0.005
Twin 1 (0.5) 5 (7.7)

Planned pregnancy
No 92 (48.2) 34 (52.3) 0.665
Yes 99 (51.8) 31 (47.7)

Complications during pregnancy
No 146 (76.4) 37 (56.9) 0.004
Yes 45 (23.6) 28 (43.1)

Intrapartum complication
No 170 (89) 55 (85.9) 0.281
Bleeding 17 (8.9) 5 (7.8)
Infection 4 (2.1) 4 (6.3)

Expected gender
Not matching 10 (5.2) 7 (10.8) 0.122
Matching 181 (94.8) 65 (89.2)

P‑values were derived from the Chi‑square test; significant at P<0.05. PPD – Postpartum depression; ART – Assisted reproductive technology

Table 4: Association between Breastfeeding Self Efficacy 
Scale Short Form, postpartum depression and parity
BSES‑SF Below and equal 

to average n (%)
Above 

average n (%)
P

PPD
Positive PPD 39 (37.9) 26 (16.8) 0.003
Negative PPD 72 (62.1) 120 (83.2)

Parity
Primiparous 48 (46.6) 45 (36) 0.137
Multiparous 55 (53.4) 80 (64)

P‑values were derived from the Chi‑square test; significant at 
P<0.05. BSES‑SF – Breastfeeding Self Efficacy Scale Short Form; 
PPD – Postpartum depression
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with those with a single fetus. This result corroborates a 
study conducted in 2019 among 365 postpartum women, 
which reported that multiple births dramatically increased 
the probability of  PPD.[31] Similar results were found in two 
other studies that found women with multiple pregnancies 
to be at risk of  PPD.[3,6] This outcome can be explained 
by several risk factors, including high levels of  parenting 
stress and fatigue among mothers of  twins.[32,33] However, 
the association between PPD and multiple births has not 
yet been extensively studied.[32]

Compared with participants with uncomplicated pregnancies, 
those who experienced complications during pregnancy had a 
higher tendency for PPD (47.94%). This supports a narrative 
review of  articles published between 2000 and 2015, wherein 
high‑risk pregnancy was found to be a leading risk factor for 
PPD.[10] As for specific issues, preeclampsia is both a significant 
risk factor for PPD[24,34,35] and a common complication during 
pregnancy.[36] In general, this may be attributed to the fact that 
complicated pregnancies are known to induce stress.

A significant negative association was noted between BSE and 
PPD, i.e., poorer BSE was associated with PPD. Similarly, as 
BSE scores increased, the risk of  PPD decreased. Numerous 
studies have reported similar results in other countries.[7,36] 
Given this evidence, it is essential for health‑care professionals 
to regularly evaluate women’s nursing competence and 
self‑efficacy, thereby enabling the early identification of  
breastfeeding issues. Women should also receive routine 
screenings for depression at primary health‑care centers 
during follow‑ups, not only in the postnatal period but also 
in the antenatal period, with referrals to secondary health‑care 
facilities for psychiatric services, when necessary.[37]

Limitations
This study has several limitations. First, the cross‑sectional 
approach to assessing both risk factors and outcomes at the 
same time precludes causal inferences and only reveals the 
association. Second, our sample contained a relatively small 
number of  individuals who undertook ART, and thus a study 
with a larger sample size of  patients who undertake ART 
should be conducted to provide statistically robust findings 
between ART and PPD. Third, our study was conducted at 
a single medical facility, which may limit its generalizability. 
Fourth, the reliability and validity of  the Arabic version of  
BSES‑SF was not assessed. Finally, we did not examine the 
causes or risk factors of  maternal breastfeeding dissatisfaction, 
which should be considered in future research.

CONCLUSION

About one‑fourth of  the study population was found to 
have PPD, with the most important risk factors being 

history of  violence, multiple pregnancies, and low BSE 
scores. An inverse relation was found between PPD 
and BSE. These findings highlight the need for careful 
screening of  patients at risk of  PPD and for providing 
breastfeeding support/knowledge, both in the antenatal 
and postpartum periods.
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SUPPLEMENTARY FILE

.  طفلكثقتك في ارضاع   عنر يعب الذي  الأقربفضلا اختاري الرقم ، فيما يلي عبارات تصف الرضاعة الطبيعية 	

. صحيحة او خاطئة إجابة  دلا توج 	

	

١	٢	٣	٤	٥	
ا ماغير واثقة نوع	غير واثقة على الاطلاق  ة واثق	واثقة بعض الاحيان 	 	واثقة جدا 	

	

غير واثقة 	السؤال 	رقم 
	على الاطلاق 

غير واثقة 
ا مانوع 	

واثقة بعض  
ة واثق	الاحيان واثقة  	

	جدا 

١س من  يما يكفى لمن أن طفلي يحصل ع التأكديمكنني دائما 	
ب. الحلي  	١	٢	٣	٤	٥	

٢س أفعل المهام مثلما ، يمكنني أن أرضع طفلي رضاعة طبيعية	
. الأخرى التي تتطلب مجهود  	١	٢	٣	٤	٥	

٣س ي دون الحاجة الى  إرضاع طفلي من الثد دائمًايمكنني 	
الصناعي.  الأطفالاستعمال حليب  	١	٢	٣	٤	٥	

٤س خلال فترة   يقة الصحيحةع بالطران طفلي يرض دائمًاأثق 	
	٥	٤	٣	٢	١	الرضاعة. 

٥س قق رضائي.بما يح تدبير الرضاعة الطبيعية دائمًا يمكنني	 	١	٢	٣	٤	٥	

٦س .هارضاع طفلي حتى عند بكائ  دائمًايمكنني 	 	١	٢	٣	٤	٥	

٧س . أريد دائما إرضاع طفلي	 	١	٢	٣	٤	٥	

٨س وقت الرضاعة الطبيعية لطفلي حتى عند   دائمًاأشعر بالراحة  	
افراد العائلة. وجود  	١	٢	٣	٤	٥	

٩س .عن رضاعتي الطبيعيةدائما  يةأنا راض	 	١	٢	٣	٤	٥	

١٠س يقة ان عملية الرضاعة الطبيعية يمكنني دائما تقبل حق	
. وقتا طويلاً  قستستغر 	١	٢	٣	٤	٥	

١١س ، قبل التبديل الى هكمال الرضعة من الثدي نفسا دائمًايمكنني 	
. الثدي الأخر 	١	٢	٣	٤	٥	

١٢س ن مشاكل في  وإرضاع طفلي د في ي دائمًا الاستمراريمكنن 	
ة. رضاعكل جلسة  	١	٢	٣	٤	٥	

١٣س فير الرضاعة الطبيعية في كل مرة يطلب فيها  تو دائمًايمكنني 	
يب. طفلي الحل 	١	٢	٣	٤	٥	

١٤س  وعنمعرفة الوقت الذي انتهى فيه طفلي  ئمًا قادرة على أنا دا	
	٥	٤	٣	٢	١	رضاه وقت جلسة الرضاعة الطبيعية. 

. مقياس الكفاءة الذاتية للرضاعة الطبيعيةالنموذج القصير ل 	

 


