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Abstract

Background Poor mental health can negatively impact health outcomes across diverse health areas, including in the
first year postpartum. Yet, the intersection of postpartum mental health and postpartum family planning (FP) is under-
studied. Cognitive Behavioral Therapy (CBT) is an evidence-based practice that has proven helpful for improving men-
tal health and supporting positive behavior change across health areas, including in low-resource settings. Drawing
on existing CBT tools, we created and piloted an intervention called Mothers Time, designed to be delivered in three
sessions by a community health worker (CHW) to small groups of postpartum women experiencing depression

or anxiety symptoms and an unmet need for FP. Our objective was to assess the feasibility and acceptability of Moth-
ers Time in rural Amhara, Ethiopia.

Methods We recruited and trained four CHWs to deliver the intervention. We recruited 16 postpartum women
experiencing mild to moderate anxiety and depressive symptoms to participate. We conducted in-depth interviews
with women and CHWs before, during and after the intervention. We used a framework approach to analyze data. To
assess acceptability, we analyzed data from mothers, probing to understand whether they found the interven-

tion accessible, engaging, and relevant for the challenges they were experiencing postpartum. To assess feasibility,
we explored CHWs ability to deliver the intervention and analyzed their capacity to deliver it at consistent quality.
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to CHWSs' current package of services.

and anxiety.

health, Ethiopia

Interviews with CHWs and other health actors provided additional data on the feasibility of adding simplified CBT

Results Mothers perceived Mothers Time to be acceptable and to provide helpful tools for navigating the postpar-
tum period. Prior to the intervention, many women felt isolated, and the group sessions supported social connec-
tion. Vignettes demonstrating simple CBT concepts engaged mothers, provoking reflection on how anxious or sad
thoughts can impact behaviors that are important for informed FP use (such as care seeking, spousal communication
and planning for the future) and sparked discussions on how mothers can support their own mental and physi-

cal health. Homework (explained by CHW in sessions and completed independently between sessions) helped
women prioritize caring for themselves and social connection. Overall, we found that it was feasible for CHW to learn
and deliver Mothers Time. CHW understood that mental health could create challenges for mothers and were able

to use the simplified materials to share information about basic mental health concepts. Limited time was the biggest
challenge; CHWs would benefit from additional training, and women would likely benefit from additional sessions.

Conclusion This research may be useful to practitioners looking to integrate mental health and postpartum FP
in low-resource settings. These findings can be used as a foundation for future research and pilot interventions
to support all women to meet their postpartum and FP needs, including those living with symptoms of depression

Keywords Mental health, Family planning, Reproductive health, Community health workers, Contraception, Maternal

Introduction

In the first year following a birth, it is common for
women to experience an unmet need for family plan-
ning (FP) and mental health challenges; both can
have lasting effects on maternal and child health and
well-being.! Unmet need for FP in the postpartum
period can lead to unwanted pregnancies at shorter
birth intervals, which can increase risks for adverse
health outcomes for mothers and children alike [2,
3]. A recent analysis of data from 27 low- and mid-
dle-income countries estimated that about 65% of all
women 0-12 months postpartum had an unmet need
for FP [4]. Across contexts, women who recently gave
birth commonly express a desire to wait until achiev-
ing another pregnancy [5]. Among postpartum women
with unmet need, commonly cited reasons for non-use
include that their menses have not started, concerns
about side effects, and lack of spousal approval [6].
Lack of access to services, along with lack of quality
counseling, may also be barriers to postpartum FP [6].

! The World Health Organization defines women with unmet need as
“those who are fecund and sexually active but are not using any method
of contraception and report not wanting any more children or wanting to
delay the next child” [1]. Though specific definitions for unmet need vary,
these measures help researchers and providers to understand the relation-
ship between people’s fertility intentions and their contraceptive practices
[1]. Throughout this paper, we cite several studies who use the term “unmet
need” for family planning. Note that these papers may use slightly different
definitions.

Also following a birth, it is common for women to expe-
rience depression and anxiety.” In a systematic review on
data from low- and lower-middle-income countries, the
weighted mean prevalence of women experiencing com-
mon mental disorders (including anxiety and depression)
postpartum was 19.8%, or about 1 in 5 [9]. Poor postpar-
tum mental health negatively affects mothers and can
lead to negative health impacts for infants and children.
Postpartum mothers with depressive symptoms have
been shown, for example, to be more likely to discontinue
breastfeeding, report lower levels of breastfeeding self-
efficacy, bottle feed, and engage in early weaning [10].
Poor maternal mental health can also be detrimental to
the physical and neurological development of infants and
children [11].

Despite the high burden of these two challenges after
birth, there remains a paucity of research on the inter-
section of postpartum mental health disorders (such as
depression and anxiety) and FP behavior to understand
how mental health influences fertility intentions, deci-
sions, and practices and vice versa.® There is also a lack of
interventions and tools for postpartum FP that consider

2 We also use definitions for “depression” and “anxiety” from the World
Health Organization and the American Psychological Association, respec-
tively. Depression is “characterized by persistent sadness and a lack of inter-
est or pleasure in previously rewarding or enjoyable activities... it can also
disturb sleep and appetite” [7]. Anxiety is characterized by “excessive feel-
ings of tension, worried thoughts and physical changes like increased blood
pressure” [8].

3 Researchers and practitioners define the timing of the postpartum period
differently; we use the term to refer to the first year after birth.
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the needs of those struggling with mental health. As a
result, there is an urgent need to understand how best to
serve women during the postpartum period to address
both reproductive and mental health concerns.

Though the literature looking specifically at the inter-
section of mental health and FP is limited, there are les-
sons that can be drawn from other health areas for how
mental health affects individuals’ capacity for engaging in
behaviors that protect and promote their own health. For
example, mental health difficulties can negatively affect
Ebola risk behavior [12]; increase the risk for malaria
[13]; erode treatment adherence for people living with
HIV/AIDS [14]; and reduce communication with health-
care workers [15]. Researchers have provided various
explanations for how exactly mental health affects health
behavior and outcomes, positing for example that mental
health conditions can: cause a sense of hopelessness that
increases the likelihood of risky behavior [12]; decrease
preventative behavior [13]; and disturb concentration,
sleep, and energy and thus disrupt motivation and self-
efficacy [14].

These same mechanisms may also link postpartum
mental health and women’s reproductive health behav-
iors, including contraceptive use. While the research on
mental health and reproductive health is limited, avail-
able studies are generally consistent with those focused
on other health areas that show that mental health condi-
tions like depression and anxiety can make it more dif-
ficult for individuals to plan and take action to promote
their current and future health. Studies from the United
States have shown that women with depression may be
more likely to choose less effective FP methods [16], use
methods less consistently [17], or discontinue oral con-
traceptives [18]. Findings from a recent systematic review
and meta-analysis suggested that women with psychiatric
vulnerabilities have higher risk of unintended pregnan-
cies [19]. A recent study in Ethiopia found an associa-
tion between mental health symptoms post pregnancy
and unmet need for FP later [20]. Although there is lim-
ited research on the mechanisms that link poor mental
health with low FP uptake, one Ethiopian study posited
that poor mental health may impact women’s social con-
nections, limiting their awareness of health messages and
inhibiting their ability or motivation to advocate for the
EP services they need [20]. In the US, research found that
women with a depressed mood (or stress) may experi-
ence contraceptive side effects more intensely than oth-
ers, leading to increased discontinuation [18].

Multiple social and structural factors can be barri-
ers to FP use [21]. It follows that women experiencing
symptoms of depression and anxiety may have addi-
tional challenges in navigating these barriers. Studies at
the intersection of mental and reproductive health call

Page 3 of 15

for integration of these two health areas, and develop-
ment of tools for FP counseling and education that sup-
port all women, including those living with anxiety and
depression.

However, there remains a lack of available tools that
are specifically designed for this purpose, in part because
mental health services throughout the world are nascent
and few providers have specialized training in mental
health [22]. In many low- and middle-income countries
(LMICs), poor mental health and mental health condi-
tions continue to be stigmatized, with social norms mak-
ing it challenging to discuss openly [23]. The combination
of these factors means that any intervention designed to
address mental health must be designed and tested with
attention to local context and resource constraints.

This paper describes the feasibility and acceptability
of implementing a locally contextualized intervention
called Mothers Time designed to address the gap between
mental health challenges and postpartum FP use. To
design the intervention, we reviewed literature on inter-
ventions designed for low-resource settings, drawing
heavily from interventions using simplified Cognitive
Behavioral Therapy (CBT). CBT is often considered to
be the gold standard in the field of psychological treat-
ments [24].* While research on mental health approaches
in LMICs is limited, an emerging body of evidence docu-
ments how CBT programs in low-resource settings have
been used to simultaneously address mental health and
support positive outcomes in other areas, including, for
example, trauma in Zambia [27], HIV risk behaviors in
Uganda [28], and exclusive breastfeeding in Pakistan
[29]. Perhaps the most widely known and widely used
CBT intervention specifically for postpartum mothers
is called Thinking Healthy, which has shown to reduce
depression and improve maternal and infant health
outcomes, including contraceptive use [30]. Thinking
Healthy was initially developed for use in Pakistan and
has been adapted and implemented in several countries
and low-resource settings, including India, Bangladesh,
Peru, Vietnam, Bolivia, and Nigeria. Although the Think-
ing Healthy module available through WHO for adaption
in other settings briefly touches on child spacing, it has
limited content on FP [31].

Before designing a study to assess the impact of Moth-
ers Time, we aimed to determine if such an intervention

* CBT is based on a simple premise, which is that an individuals’ think-
ing and beliefs influence their feelings and emotional state, as well as their
behavior, and that learning to notice and challenge beliefs can provide relief
to mental health conditions like depression and anxiety [25]. CBT can be
delivered through several formats, including individual sessions, group
therapy, or mobile applications. CBT practitioners employ a range of tech-
niques, including role-playing, mood logs, and activity scheduling [26].
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was feasible to deliver and acceptable to the population
it aimed to serve. This paper describes the process of
designing and assessing the feasibility and acceptability
of Mothers Time. Below, we describe how the interven-
tion was adapted from existing CBT tools and practice
materials and methods for recruiting participants and
collecting and analyzing data. To assess acceptability,
we collected qualitative data from mothers before, dur-
ing and after the intervention, probing to understand
whether they found the intervention accessible, engaging,
and relevant for the challenges they were experiencing
postpartum. To assess feasibility, we collected qualita-
tive data from community health workers (CHWSs) and
analyzed their ability to deliver the intervention and their
capacity to deliver it at consistent quality. Findings may
be used to inform future interventions at the intersection
of postpartum mental and reproductive health.

Methods

Setting

This study was implemented in Ethiopia based on its
existing commitments and infrastructure. Ethiopia
has existing national coordination, infrastructure, and
investment for both FP®> and mental health.® This study
was implemented in Awi Zone of the Amhara Regional
State, a rural area in northwestern Ethiopia with a pop-
ulation of 982,942 [37]. Awi zone is a flat, fertile region,
sitting about 114 km away from Bahir Dar, the capital of
Ambhara, and 449 km from Addis Ababa [37]. The area
is largely rural, and access to services and infrastructure
is limited. In a study on women who had given birth in
Awi zone, most women (92%) were orthodox Christian;
55% had not completed any primary education [38]. Only
75% had access to clean drinking water, 62% toilet facili-
ties, and 79% had made an antenatal visit during their last
pregnancy [38].

® Ethiopia’s National Guidelines for Family Planning Services describe some
of the recent progress in expanding access to family planning, along with
ongoing challenges and need [31]. Total unmet need for family planning
among married women has declined in Ethiopia in recent decades, from
37% in 2000 to 22% in 2016 [33]. Alongside these gains, the maternal mor-
tality and infant mortality ratios have declined by 53% and 50%, respectively
[32]. Yet, key segments of the population continue to have unmet need.
Postpartum FP uptake is low, with data from 2016 showing that only 26% of
women use a method in the first year postpartum [34]. Ethiopia’s National
Guidelines for Family Planning Services note the need for FP services for
postpartum women [32].

® Ethiopia’s National Mental Health Strategic Plan for 2020 -2025 out-
lines the prevalence of various mental health conditions and sets strategy
and goals for strengthening mental health on many levels, including at the
community level [35]. The strategy notes that challenges in maternal men-
tal health impact not just mothers, but their families and communities, and
outlines plans to strengthen detection and response to maternal depression
and anxiety. A recent systematic review and meta-analysis estimated the
total prevalence of postpartum depression in Ethiopia to be at about 22%, in
line with global estimates of the disorder [36].
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Awi Zone has five government hospitals and 46 health
centers; meaning each health center serves about five
health posts [39]. Health posts are grassroots level
healthcare facilities providing services such as health
promotion and illness prevention. Each health post is
staffed by community-based Health Extension Work-
ers (HEWSs), who are Ethiopia’s CHWs. HEWs deliver a
package of prevention-based care, including hygiene and
sanitation; disease prevention and control; family health
(including maternal and child health and FP); and health
education and communication [40].

Intervention development

Working with a postpartum mental health specialist (a
co-author), we developed a three-session intervention
for postpartum women called Mothers Time, designed to
be delivered by HEWSs to postpartum women experienc-
ing mild to moderate symptoms of depression or anxi-
ety as well as having an unmet need for FP. To develop
this guide, we drew heavily on the theory and materials
from Thinking Healthy [31] as well as the materials and
approaches from other simplified CBT interventions
designed for postpartum women such as those from
Mothers and Babies [41].

Mothers Time is designed to be delivered by an HEW to
a small group of four to six women. Other CBT models
(such as the WHO version of Thinking Healthy) for low-
resource settings are designed to be delivered in 1-on-1
sessions between a woman and a CHW [30]. The deci-
sion to deliver the intervention in group sessions (as
opposed to individually) was made to reach a greater
number of women and also in recognition that the group
itself could be supportive for the women involved as they
could share experiences and learn from one another.
Consultations with local stakeholders also informed this
decision; HEWs in Ethiopia have intense workloads and
it would likely be difficult for them to find time to deliver
individual sessions to women, both in our study and in
future iterations of the intervention.

The version of Mothers Time tested in this study was
comprised of three sessions, each focusing on a different
theme. The sessions included explanations of CBT con-
cepts and methods in simplified language. For example,
“unproductive thoughts” were explained as “thoughts
that are not helpful” for a person that can take away their
focus from goals or prevent one from feeling empow-
ered. “Productive thoughts” were defined as thoughts
that are helpful for a person and their health. HEWs led
discussion about types of unproductive thoughts (such
as “not believing in oneself”) and “alternative thoughts”
that can be more helpful for a woman’s well-being and
health. Group discussions and homework completed
outside group time prompted women to notice types of
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Example: One of Birhan's “unproductive thoughts” discussed in session

3

Example: One of Birhan's “helpful thoughts” discussed in session 3

I'm overwhelmed taking care of my baby. | don't have time to think
about the future or my health. It doesn't matter what | do.

Itis a lot of work to care for my baby right now. But it's important that |
make time to think about my health and my baby’s health. The choices |
make matter.

2The images in this table were developed for this study, as part of the Breakthrough ACTION project

activities that helped them in having alternative, helpful
thoughts (such as spending time with others, relaxing)
and prompted them to intentionally make time for those
activities.

Given the low access to education in rural Amhara, all
content was designed to work with mothers with no liter-
acy skills. We also used language designed to be non-stig-
matizing; for instance, we used terms like “sadness” and
“stress” for depression and anxiety. Much of the interven-
tion utilizes fictional vignettes centered around the expe-
riences of Birhan, a young woman who is struggling with
sad and anxious thoughts as she navigates life with a new
baby. Vignettes were complemented with illustrations of
Birhan that were created by a local artist. The vignettes
did not explicitly focus on FP, but included examples
of anxious or depressive thoughts that may influence
FP decision making. Intervention materials guided the
HEW in leading discussions about Birhan’s thoughts,
how those thoughts might impact her behavior, and what
might happen if she tries changing her thoughts. Par-
ticipants were also invited (but never required) to share
and discuss their own challenges and unhelpful thoughts.
Sample content is included in Table 1; a summary of
the content in each intervention session is included in
Table 2.

Participants and recruitment

Participants included individuals involved with the inter-
vention (16 mothers participating in the implementation
of the intervention and four HEWs implementing it) as
well as six other actors in the Ethiopian health system

knowledgeable about mental health and FP. These six
other actors included three health promotion volun-
teers, also known as members of the Health Develop-
ment Army, and three midwives. Recruitment began in
November 2021.

The study team used a purposive sampling approach.
First, working through contacts at the Ministry of Health,
the study team recruited HEWs to facilitate three Mothers
Time groups. The study team screened to recruit HEWs
who regularly provided care to postpartum women,
regularly delivered FP services, and were 18 years or
older. Eight HEWs were screened, and all eight were eli-
gible and consented to participate. All eight HEWs were
trained to deliver Mothers Time; two dropped out due to
scheduling constraints, and four fully participated in the
study. (The two remaining HEWSs served as alternates, in
case of additional drop-outs.)

Once HEWs were recruited, we then worked within
their catchment areas to screen and recruit 16 moth-
ers ages 16—25 who were married, had given birth in the
last year, were not currently using a method of FP, and
reported mild or moderate symptoms of depression or
anxiety. The Patient Health Questionnaire-9 (PHQ-9)
and Generalized Anxiety Disorder-7 (GAD-7) were used
to identify people who report symptoms of depression
and anxiety, respectively.” These screeners are widely
studied and used globally by mental health practitioners
(42, 43].

7 Note that these screeners are not diagnostic tools. Mental health profes-
sionals can provide diagnoses for mental health disorders.
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Table 2 Mothers Time content
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Session

Content

1. Introduction to healthy thoughts

2.Thinking healthy about yourself

3.Thinking healthy about your family

- Introduction to the intervention and norms for group discussion together
(such as respecting confidentiality)

- Introduction to the character of Birhan

- Introduction of basic CBT concepts (helpful and unproductive thoughts;
types of unproductive thoughts; activities that help challenge unproduc-
tive thoughts)

- Introduction to homework

« Review of homework
- Vignette: Birhan's thoughts about the future
- Viignette: Birhan's thoughts about communicating with her husband

+ Review of homework

- Vignette: Birhan's thoughts about visiting a health worker

- Vignette: Birhan's thoughts about a friend’s experiences with side effects
- Exercise: Reflecting on your support network

We used versions of these screeners that had already
been tested in the Ethiopian context; the PHQ-9 had
been statistically validated [44] and the GAD-7 had been
adapted for local context and piloted [45]. We screened
63 women for participation; 16 were eligible and all 16
consented and enrolled.

To qualify for the study, participants needed to score
between a 5 and 14 on the PHQ-9 screener and/or
between 5 and 14 on the GAD-7 screener. On both
screeners, “5” is a cut off point for mild depression or
anxiety [42, 43]. On the PHQ-9, a score of 15 indicates
“moderately severe” depression, and on the GAD-7, a 15
indicates “severe anxiety” [42, 43]. As the intervention
was not designed to meet the needs of women with high
levels or depression or anxiety, we established a protocol
to refer them to other services.

Other health care actors in our sample (the three mid-
wives and three health promotion volunteers) were also
18 or older and had provided FP education or promo-
tion in the last 12 months. These participants were not
involved in piloting Mothers Time but were included to
provide additional perspective on FP and postpartum
care in Amhara. We screened 9 other health care actors,
6 were eligible and enrolled.

Data collection and analysis

Data collection was primarily qualitative. We conducted
three rounds of in-depth interviews with HEWs and
mothers (one before the intervention, one after the sec-
ond session, and one at completion of the intervention).
Interviews included open-ended questions and lasted
about 60 min. Interviewers were trained to probe and
slightly adapt the interview according to the unique cir-
cumstances of each participant. The introductory inter-
view included questions on the process of being recruited
for the study and intervention participation, anticipating

that this data would be helpful for designing future
recruitment approaches for postpartum mental health.
The second and third interviews focused on the content
of the intervention and participants’ perspectives and
reflections. The final interview with mothers, completed
after the final Mothers Time session, also included the
PHQ-9 and GAD-7 questionnaires to screen participants
again for depressive and anxiety symptoms.® Two moth-
ers were unavailable to complete the midpoint interview;
all other interviews were completed as planned.

To complement interviews, we conducted structured
observations at the HEW training and Mothers Time
group sessions. Research assistants attended both the
training and the sessions and took notes using struc-
tured templates to collect data on the extent to which
mothers and HEWs understood and engaged with the
content. Separately from the Mothers Time pilot, we also
conducted six single in-depth interviews with the other
health actors (three midwives, and three health promo-
tion volunteers).

All interviews were audio recorded and observation
notes were taken by hand. Interviews were conducted
in Amharic and the word-for-word transcriptions were
translated into English.

Data were analyzed by multiple team members, using
an approach which centered around participants’ jour-
neys throughout the intervention, drawing on approaches
used in other qualitative studies aiming to understand
change over time [46, 47]. We created analytic frame-
works for each type of participant (mothers, HEWs,
and other health actors), and organized data from each
participant by key categories such as FP, mental health,
and social context. Appendix 1 includes a summary of
the key themes and sub-themes used for analysis among

8 Data collection guides and training documents are available upon request.
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each group of participants. We entered the data into the
framework using color coding, which allowed us to track
how participants’ experiences evolved over time. (Note
that “Other Health Actors” were only interviewed once,
and thus not followed over time.)

We then reviewed data coded to each category and
synthesized it to surface key patterns that occurred
across multiple participants and were relevant to study
objectives. We then grouped data from participants who
shared similar characteristics (such as a common bar-
rier to FP use) and identified commonalities and differ-
ences within these groups. Each team member of the
analysis team focused on a specific set of participants;
team members also compared and reviewed each other’s
approaches to ensure consistency and verify analytical
findings. Finally, we also looked at screener scores from
the PHQ-9 and GAD-7 and compared mean scores from
baseline to endline.

Ethics

The research received ethical approval from the Amhara
Public Health Institute Regional Public Health Research
Ethics Review Committee in Ethiopia and the Johns Hop-
kins School of Public Health Institutional Review Board
(IRB) in the United States. All participants were briefed
on the purposes and procedures of the study, provided
oral informed consent prior to participation, and were
given the option to stop participation at any time. Per
guidance from both IRBs, mothers who were ages 16—17
but married were considered emancipated minors and
thus had the same screening and informed consent pro-
cedures as mothers age 18 or above.

In the screening process and throughout the interview,
referral protocols were established to ensure that par-
ticipants who showed severe symptoms of depression
or anxiety (scoring 15 or higher on either the PHQ-9 or
GAD-7, or reporting suicidal ideation) were advised that
the intervention would likely not be helpful for them
and were given resources to visit psychiatric services,
if desired. However, in the study procedures we did not
identify women who met the criteria for referral. The
study team and all participants took measures to pre-
vent the spread of COVID- 19, including daily screening,
mask wearing, and use of disinfectants.

Results

In this section, we describe data providing context on
mothers and HEW participants and the feasibility and
acceptability of Mothers Time. Findings are presented
separately for mothers and HEWSs. The first subsection
of this section provides context on mothers’ lives before
the intervention. The second section (exploring mothers’
reactions to different components of the intervention)
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and third section (exploring changes that mothers expe-
rienced during the intervention) shed light on acceptabil-
ity. The fourth subsection provides context on HEWs and
their approach to providing care to postpartum women
(prior to the study). The fifth shares results on data that
speak to the feasibility of HEWSs learning and delivering
Mothers Time.

Mothers’lives before the intervention

Per inclusion criteria, the sixteen mothers enrolled in
this study were married, had given birth to a child within
the last year, and lived in a rural area of Amhara. Women
scored between 1-11 for the PHQ-9 (mean of 8.8) and
0-7 for the GAD-7 (mean of 4.7), reflecting mild to mod-
erate symptoms of anxiety and/or depression. While
our screening process recruited women between the
ages of 16-25, participants were between 19-25. Moth-
ers had varied levels of education, family size, and rela-
tionship dynamics. While some had little or no literacy
and limited schooling, others had been to college. Some
were new to motherhood and raising their first child;
one woman had three other children in addition to her
new baby. Most women were juggling multiple responsi-
bilities, including childcare, household work, agricultural
responsibilities, and other work. They had varying strate-
gies for coping with life challenges; one mother described
sleeping for just six hours and working hard all day long.
Mothers had concerns about health challenges, financial
stability, and political conflict in Ethiopia.

Social relationships
Women described varied relationships with their hus-
bands; some had experienced long courtships and chose
their partners, while others had arranged marriages. Hus-
bands had varied occupations, including farmer, laborer,
and teacher. Several women’s husbands had multiple
jobs, and some had migrated to other parts of the coun-
try to work. The level of communication and shared deci-
sion-making varied among couples, with some describing
deep connection and shared decision-making and oth-
ers explaining that they felt some distance from their
spouses. Communication was particularly challenging
for those whose husbands had gone elsewhere for work.
“Sometimes we talk on the phone about different things”
said one mother, citing recent examples on their child
and household financials, “but it is not a real discussion”
Social isolation was a common theme across inter-
views. While some women described close social connec-
tion with friends and family, many were separated from
their families following their marriage, separated from
their usual routine or network following the birth of their
child, or lonely while their husbands engaged in migrant
work elsewhere. “Life after giving birth is different” one
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woman noted, “my movement is restricted, I cannot be
as I want to be, I cannot do what I love to do” Another
noted that her recent marriage had caused a rift with
her family, saying, “I feel like I disgraced my family. They
didn’t approve of my marriage at first, but I insisted on
getting married. Whenever there is a misunderstanding
between me and my husband, I blame myself and I feel
like I disgraced them”

Family planning

Women in the sample were generally aware of FP. Most
wanted to delay their next pregnancy by three years or
more. In general, women’s primary reasons for non-use
fell into three categories. The first group was not using
due to infrequent sex or their husband’s absence from
the household. Although some of these women were not
experiencing an immediate need for FP, there was often
ambiguity around when their husbands would return,
suggesting they may have need in the very near future.
Another subgroup of women was concerned about side
effects; two within this group also cited opposition from
family and/or religion. The third group was interested in
using contraception but had not yet obtained a method,
explaining they were busy with other priorities.

Mental health

In introductory interviews, women shared details of
experiences or symptoms that are consistent with the
clinical definitions of depression and anxiety. “Sometimes
I feel a load of tension” said one mother, “I can't sit still, I
will be irritated, I feel hopeless, and I will be tired without
working” Another described emotional changes which
occurred after her recent birth. “After giving birth” she
noted, “my attention is distracted, I get annoyed easily,
everything and everyone irritates me, I don’t enjoy things
as I used to, and I get tired easily” One mother noted,
“when I am stressed, I usually get sick” One participant
described her own coping mechanism for dealing with
pain, stress, and anxiety: “When I have these feelings, I
pour water on my head and wash my face, which gives
me some relief”

Mothers’ experiences: acceptability of intervention
components

Recruitment

Over the course of the study, we collected data from
mothers on their experience with recruitment, and differ-
ent components of the intervention. The study team was
aware that the recruitment experience may be stigmatiz-
ing, as both mental health and FP can be sensitive top-
ics. In the recruitment process, therefore, both the study
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team and the HEWs who had contact with potential
participants used simple, non-stigmatizing language to
describe the intervention. Overall, stigma did not emerge
as a key challenge with recruitment. Several women rec-
ognized that they were facing mental and emotional chal-
lenges and expressed appreciation for an opportunity for
additional support. “I like the fact that they considered
me” noted one woman, “because they know I had diffi-
culties” One noted that she was hesitant to agree to par-
ticipate during recruitment because of her limited time,
but later was glad she signed up to engage. Multiple par-
ticipants suggested that future iterations of the activity
reach more women, instead of including just those who
met the screening criteria for inclusion.

Intervention content

Interviews at midline and endline probed into whether
women found the content of the intervention accept-
able and relevant. In interviews, women tended to focus
on the fictional character used throughout the interven-
tion, named Birhan. Mothers reported that they related
to the character of Birhan, which seemed to support their
engagement and participation. “I saw myself in Birhan’s
story” noted one mother. “Birhan was a character to show
us our struggles, thoughts and emotions” noted another.
When asked to recall key lessons from the sessions, par-
ticipants often recalled specific details about Birhan’s
stories.

In interviews, the study team asked participants to
explain key concepts taught to assess their understanding
of these concepts. Some participants were able to provide
detailed and accurate definitions of these terms. “Unpro-
ductive thoughts” explained one participant, “are demo-
tivating and negative” She went on to provide several
examples, noting that, “these thoughts disable the per-
son from taking action and feeling good” The same par-
ticipant explained that healthy thoughts enable people to
“discuss with others and address one’s own needs.” Other
participants provided definitions that were less detailed
or anchored to specific examples from the Birhan story.

Homework

Overall, women had positive experiences with the home-
work, reporting that it helped them make time for them-
selves, prioritize themselves, and start conversations with
their spouses.

Several women in the cohort reported feeling isolation
before the sessions, and the homework encouraged them
to make time for social connections. One woman noted,
“If it was not for the homework, I would not have talked
with both my friend and my husband. I gave attention to
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those activities because it was homework. I was happy
after meeting with my friend and talking with my hus-
band” A few women also provided feedback and sugges-
tions on design modifications to make homework more
accessible for women with low literacy.

Intervention format

Many mothers had described feeling isolated, and
delivering the intervention through a group setting (as
opposed to individual 1-on-1 sessions) provided oppor-
tunities for social connection. One woman noted that
prior to the intervention, she was “just sitting at home
doing nothing” and without social contact, she had the
tendency to “overthink by myself” She expressed appreci-
ation for the encouragement to connect with others that
came through the program.

Interviews also solicited women’s opinions about their
preferences for the type of health actor who could deliver
the intervention (HEW, midwife, volunteer, or other). In
parallel, interviews with midwives and health volunteers
probed into their interest, capacity, and availability to
deliver an intervention. Input from mothers suggested
that HEWs were the best positioned to deliver a simpli-
fied CBT intervention, having the best balance of time,
community relationships, and expertise.

Mothers’ experiences with changes

after the intervention

Shifts in mental health

In evaluating acceptability, we collected data to under-
stand if mothers experienced the intervention as poten-
tially useful to navigating challenges relating to mental
health and FP. Overall, participants reported positive
experiences, noting that it was helpful addressing emo-
tions like stress and sadness. A comparison of scores for
depression and anxiety at baseline and endline showed
that PHQ-9 scores dropped from 8.8 to 2.6, and GAD-7
scores dropped from 4.7 to 2.3, substantial changes. In
interviews, women reported that the intervention had
positive impacts on their mental health. One woman
noted that the most significant change she experienced
was learning to “turn non-constructive ideas into con-
structive ideas” While these results are promising, this
sample was small, and data may have been impacted by
social desirability bias. The screening data on anxiety and
depressive symptoms was collected immediately after the
intervention, and thus cannot be interpreted as an indi-
cation of long-term change.

Another woman noted that participation in the pro-
gram offered an opportunity for her to speak with her
husband about the challenges she was experiencing.
She was able to explain to him that her struggles were
“serious” and reported that after this conversation, he
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began to help more around the house, giving her more
time to care for herself and for her baby. The group set-
ting also provided opportunities for HEWs to connect
with mothers and refer them to other services as needed.
Other women, however, reported that by focusing only
on mothers, the program had limited impact. Speaking
about her relationship with her husband, and whether it
had changed, one woman noted, “nothing has changed
between us, except my emotion.”

Shifts in FP

Overall, participants also reported that the intervention
had given them more time and space to consider their
FP intentions. As discussed earlier, prior to the interven-
tion, women cited three reasons for not using FP. The
first group’s primary reason for non-use was that their
husbands were away, or they had not yet resumed regu-
lar sex. The second group’s primary reason for non-use
was side effects and opposition from religion and others.
The third group described delays in FP decision-making
or care-seeking. Women in these three groups described
subtle changes stemming from the intervention.

Prior to the intervention, most mothers in the first
group noted that they planned to begin use once their
husbands returned, or once regular sex resumed. It was
not clear, however, if women in this group were able to
communicate with their partners about when sex might
resume or their FP needs. After the intervention, women
in this group described subtle changes, such as improved
communication with spouses or a better sense of which
specific method they might use in the future. One
mother in this group, for example, explained prior to the
intervention that she was not using FP because she has
not yet resumed sex with her husband, and also had con-
cerns about side effects. She also described feeling over-
whelmed with responsibilities and worries. She reported
that the intervention motivated her to communicate with
her husband, who had sympathy for her and agreed to
take on more household responsibilities. She then had
more time to care for herself and described increased
motivation to visit a health care worker.

After the intervention, women in the second group —
those most worried about side effects or opposition from
others — generally expressed new confidence in navigat-
ing side effects. One participant, for instance, described
multiple anxieties prior to the intervention, including
stress about her household responsibilities and the politi-
cal situation in Ethiopia. Concerns about side effects
were the primary reason she was not using contracep-
tion. In the final interview, she noted that one of her
key takeaways from the intervention was that it may be
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unproductive to worry about side effects without con-
sulting health workers, who may be able to help with her
concerns.

At the end of the intervention, women in the third
group — who were not using due to delays in seeking a
method — shared that they were more motivated to seek
support from health professionals or others in their
communities. One mother in this group noted that she
wanted to use FP but had not yet made time to obtain a
method. Later, in interviews, she noted that she and fel-
low mothers had a tendency to keep problems to them-
selves, but following the intervention, she realized this
behavior “is not good for us, and we should discuss with
health workers if we have issues or need help”

Though most participants reported some nuanced
change around their FP considerations or behavior, one
participant in the final interview described religious bar-
riers which were not addressed in the intervention, say-
ing, “I did not consider family planning using the modern
methods since God prohibited that in my religion."

Health extension worker roles prior to Mothers
Time

Workload and responsibilities

In the first interview, prior to Mothers Time training,
HEWs were asked to describe their current workload or
responsibilities. They described long days, busy sched-
ules, including lots of engagement with pregnant women
and women who recently delivered. “I provide services
like vaccines, family planning, monitoring, first aid and
health education” said one HEW, explaining that, “the
program is vast and huge and has many activities within
it” One key responsibility for HEWs is engaging with
women at multiple key touchpoints before and after a
birth, providing services and counseling on breastfeed-
ing, vaccines, infant health, FP, and more. “We see a
mother seven or eight times” one HEW explained, noting
that through this long-term engagement, “we can estab-
lish a strong relationship”

Current approaches to mental health and FP

HEWs provided details about their current approach to
postpartum FP, noting that FP counseling typically hap-
pens at 42 days postpartum. HEWs described meeting
mothers 1-on-1 and using visual aids to discuss different
methods. “We show them the picture of different family
planning options like Depo for three months, pills for 28
days, or the implant for three years” one HEW explained.
HEWs shared their perceptions on why some postpartum
mothers might not use, noting that they typically want to
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space their children but have concerns about religious or
spousal opposition or side effects.

Basic mental health was recently integrated into the
package of care offered by HEWSs [48], but at the time
this intervention was delivered, it appeared that par-
ticipant HEWs did not all use common or standardized
tools to address postpartum mental health. However,
participant HEWs were aware of maternal mental health
challenges and spoke about their impacts on mothers
and infants. One HEW observed, “if a mother is not at
peace...she cannot care about her health or her child’s
health” Another noted, “most importantly, mothers feel
depressed if they are alone” HEWSs described varying
approaches for supporting mothers in their communi-
ties who seemed to be struggling emotionally. “The only
thing we can do” one HEW explained, “is provide advice
and make them feel strong” Another noted, “I may spend
more time on an emotionally stressed mother than a
healthier one” In a case where a mother had been aban-
doned by her husband, one HEW described collecting
funds to support her.

Overall, HEW were already well immersed in postpar-
tum mental health and FP through their daily work, but
had more tools and training specifically for FP.

Feasibility: health extension worker experiences

in training and delivering the intervention

To prepare to deliver the Mothers Time intervention,
HEWs received two days of training plus ad hoc coaching
throughout the intervention. Local Ministry of Health
representatives advised that HEWs had large workloads
and would not be able to take more than two days of
time away from their regular duties. In training, HEWs
received background on postpartum mental health (spe-
cifically on anxiety and depression), CBT, and FP. Most of
the training time involved engaging in role plays with the
intervention content.

Feasibility of training

In training, many mental health concepts seemed new
to HEWs. HEWs asked for clarification on several terms,
and the trainer provided examples to facilitate under-
standing. HEWs shared their own examples of encoun-
tering women with postpartum mental health challenges,
suggesting they understood basic concepts and the con-
tent resonated with their current experiences. In inter-
views, HEWSs described the training as engaging and
relevant. “The contents were good” one HEW noted.
“The training was delivered with examples, and simple
language we can understand” HEWs appreciated the
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opportunity to learn more about mental health, with
one noting, “I didn’t have good knowledge about men-
tal health before, but now I've had good lessons from
the training” Although the HEWSs developed some
basic competencies through training, the HEWs and the
trainer noted that two days were not enough for full mas-
tery. Thus, the trainer provided coaching and supervision
throughout implementation.

Comprehension of content and implementation

of the approach

Following training, HEWSs were tasked with delivering
the intervention to groups of four to six women. Using
positive reinforcement helped HEWs connect with moth-
ers and teach them the CBT concepts. One HEW, for
instance, provided mothers with encouragement during
the sessions, (saying, “good job” and “you mothers are
doing great”) which seemed to support mothers’ confi-
dence and engagement. Several mothers brought their
babies with them to the session, and HEWs adapted or
managed the group when a baby needed attention from
a mother. Overall, HEW’s comfort with the material
improved as they gained more experience delivering the
sessions. HEWs seemed to perform best when they were
able to use examples from Birhan’s story to explain men-
tal health concepts.

Discussion

Overall, this study found that the Mothers Time interven-
tion is acceptable to women and feasible to deliver. It may
present a novel approach for supporting women during
the critical postpartum period. Results also provide some
limited insights into the potential ways that mental health
symptoms can impact FP behavior and additional consid-
erations for practitioners looking to design programs to
meet their needs.

Data show that the intervention was feasible for HEWs
to deliver. Mental health was not a completely new con-
cept to HEWs; they had already noted the challenges it
created for mothers in their community and were inter-
ested in learning new ways to support women experi-
encing anxiety and depression. HEWs were able to learn
Mothers Time, and deliver it, however, the workload and
burden on HEWSs, and the limited scope of resources for
mental health, created the biggest challenges for feasibil-
ity. Given the scope of HEW’s duties, we were only able to
provide them with two days of training at the beginning
of the intervention. This limited time was not enough
time for HEWSs to deliver the intervention at consistent
quality, and they needed additional coaching to sup-
port their performance. Developing new mental health
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systems in other contexts will likely require expanding
mental health capacity of providers who do not special-
ize in mental health [22]. The challenge our study expe-
rienced here — limited time — is consistent with other
initiatives which have aimed to shift tasks to CHWSs to
expand access [49].

Data also showed that the intervention was accept-
able to the population it intended to serve. Mothers con-
nected with the stories in Mothers Time and used them
to talk about challenging topics such as mental health,
relationships, and FP. Prior to the intervention, many
mothers felt isolated as they navigated the transition of
new motherhood. Birhan’s stories allowed participants to
explore specific examples of how unproductive thoughts
can negatively impact one’s relationships, future plans, or
engagement with health workers as well as how identify-
ing unhelpful thoughts, and replacing them with help-
ful thoughts, can be helpful for oneself and one’s family.
This suggests that using stories or short narratives was
engaging, and supported participants in connecting with
the intervention and discussing topics relating to mental
health. Group sessions supported social connection and
exchanges on strategies for addressing shared challenges.
Homework helped women prioritize caring for them-
selves and connecting with others. Women described
how the intervention was helpful for supporting them to
solve challenges related to their wellbeing, relationships,
and health. For instance, women who were feeling iso-
lated expressed new motivation to connect with others
and make time to care for themselves. Women reported
taking actions such as increasing communication with
their spouses or making plans to visit a health facility to
learn more about FP.

Although this study was not designed to measure
impact, results provide some insights into how mental
health can negatively impact behaviors and capacities
that are important for informed decision making in FP.
In recent years, the reproductive health field has devel-
oped new ways of understanding FP choices and behav-
iors, with developed literature on social norms [50],
social networks [51], gender [45], and behavioral/envi-
ronmental factors [52] that can be drivers and barriers
of FP decision-making and use. Yet, relatively little atten-
tion has been paid to common mental health disorders,
such as depression and anxiety, and their potential effects
on behaviors that are of key importance for FP — such as
couple communication, care-seeking, and future plan-
ning. Common global reasons for non-use of contracep-
tion, however, appear to overlap with, or share much in
common with, symptoms of common mental disorders of
anxiety or depression.
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The links and overlaps observed in this study are con-
sistent with the explanations of previous authors who
have sought to understand potential links between men-
tal health and unmet need for FP [20]. Women in this
study reported isolation and social withdrawal, which
may have made them less likely to communicate with
their husbands and connect with health workers to dis-
cuss their needs. One group expressed acute concerns
about side effects, which may have been aggravated
by sadness or stress. Another group of women in the
intervention reported that while they were interested
in obtaining a method of contraception, they had not
yet been able to prioritize doing so, which could poten-
tially reflect diminished motivation or capacity caused by
depression or anxiety. Although this study is small, and it
is not possible to directly attribute changes in FP inten-
tions with improved mental health, there are important
connections between mental health, couple communica-
tion, and FP that deserve further exploration.

Results provide additional insights for practitioners
aiming to reach women with postpartum FP services.
Our findings suggest that women experiencing postpar-
tum depression or anxiety may be struggling with isola-
tion, and that interventions may need to come to their
communities rather than expecting them to make visits
to health facilities. While privacy around mental health
and FP are important considerations, we also saw the
value of providing group connections and opportunity
for social exchange to women who were otherwise iso-
lated. The structured approach of simplified CBT, which
prompts women to consider the links between certain
thoughts, feelings, and actions, was, in this study, accept-
able to mothers and supported them in exploring both
mental health and areas important for FP use, such as
couple communication.

This study also contributes to the growing literature
on delivering mental health interventions in LMICs.
Health systems around the world suffer from a dire lack
of trained mental health specialists; evidence has shown
that this shortage can be addressed, in part, by training
non-specialist health care providers (such as CHWs or
lay workers) to provide basic screening, diagnosis, treat-
ment, and monitoring to individuals with mental health
disorders [53]. Though this approach can be effective,
task shifting can generate new challenges; CHWSs can
become overburdened [54]. Likewise, in this study con-
text, local health officials advised that HEWs had numer-
ous responsibilities and limited time to lead additional
new interventions, especially those that would require
delivery through multiple sessions. To navigate these
challenges, Mothers Time was developed to be much
shorter than many existing CBT interventions, includ-
ing just three sessions. HEWs were trained over two

Page 12 of 15

days, during times which did not conflict with their
other responsibilities. Women would likely benefit from
additional sessions, which would allow them more time
to explore their own specific challenges, beyond those
in Birhan’s stories. Yet, we also observed through this
study that a shorter intervention is still acceptable to
participants with mild or moderate depressive or anxiety
symptoms and may have offered some benefits. In areas
where resources are limited, there still may be benefits
to offering shorter interventions, though referral mecha-
nisms must be in place to support participants with seri-
ous mental health needs. Developing short-term mental
health interventions could also be an important step for
countries working to build and develop comprehensive
mental health services.

An intervention at the intersection of mental health and
FP raises important questions about reproductive choice
and informed consent. Recent scholarship on informed
consent has highlighted that contraceptive coercion
(which can include both forced use of FP methods and
denial of FP methods) does not necessarily manifest in
a single event or interaction but can occur through sys-
tems where power imbalances are present [55]. The trou-
bling history of reproductive coercion towards women
with mental disorders may make practitioners hesitate to
design FP services specifically for women struggling with
anxiety or depression. The data from this study, however,
suggest that women struggling with anxiety or depres-
sion may need specific support and resources to make
full and informed choices, and thus full commitment to
reproductive choice requires us to consider these needs
seriously. More work is needed to understand how men-
tal health can impact fertility behavior, and the types of
programs and policies which can support all women with
access to reproductive health services, should they desire
to use them.

Limitations
This research has several limitations. Our sample was
small and limited to a specific region of Ethiopia. Due to
the limited scope of the study as well as the study’s focus
on exploring feasibility and acceptability of the inter-
vention, we were unable to include a control group to
examine differences in mental health and FP outcomes
across participants. These choices were intentional for
the objectives of this study (which focused on feasibility
and acceptability), but this approach prevented us from
analyzing effectiveness. To address this gap, a follow-on
study was planned to evaluate the impact of the interven-
tion on both mental health and FP outcomes.

Second, this study focused specifically on women
with mild to moderate symptoms of depression and
anxiety, and its findings should not be used to inform
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interventions for women with severe depression, anxiety,
or other mental health conditions.

Mental health and FP can be sensitive topics, and so
interviewers took care to help participants feel at ease and
ensure confidentiality. However, participants could have
still limited the information they shared about these top-
ics. Although participants offered both positive and critical
feedback on the intervention, social desirability bias may
have motivated women to try and please the interview-
ers, leading them to emphasize positive aspects of their
own experiences. Data took place during the COVID- 19
pandemic, and during the Tigray conflict, which both
undoubtedly shaped the mental health and well-being of
participants. Although we discussed these topics in inter-
views, we did not probe deeply on them, and are thus not
able to share insight on how they might have affected par-
ticipants’ experiences with the intervention.

Conclusion

While literature on the determinants that can affect FP
behavior exists, less attention is paid to how mental health
challenges such as anxiety and depression affect contra-
ceptive choices and decision-making. While these mental
health challenges are often stigmatized across cultures,
they are very common and likely influence women with
unmet need for FP, particularly in the first year after birth.
In this study, we examined the feasibility and acceptabil-
ity of using Mothers Time to address depressive or anxiety
symptoms which can be barriers to FP uptake. Our findings
shed light on how HEWs and other CHWs can be trained
to deliver simplified CBT, and how mothers respond to
and engage with simplified CBT and vignettes. Though this
study was not focused on impact of the intervention, data
also highlight how depression and anxiety can negatively
affect women’s capacity for health-seeking behavior around
FP and how mothers described the changes as a result of
participation in the intervention.

This research may be useful to practitioners exploring
the integration of mental health and postpartum FP in low-
resource settings. This research contributes to the gap in
the literature at the intersection of FP and mental health.
This study was small, and we believe more work needs to
be done to understand how mental health impacts FP, par-
ticularly in the postpartum period. This study can be used
as a foundation upon which to conduct additional research
to better understand how to best support all women in
meeting their reproductive health intentions and incorpo-
rate mental health into community health systems.

Appendix 1

Table 3 Analytical framework approach
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Study Sub- Mothers Health Other Health
Group Extension Actors
Workers
Thematic Areas -« Background - Roles « Roles and duties
(Home, Liveli- and duties (Activities/
hood, Educa- (Activities/ responsibilities,
tion, Social responsibilities,  clients/patients,
Network) clients/patients, workplace, post-

- Relationship/
Marriage (His-
tory, relation-
ship, division
of work/labor,
communica-
tion/conflict)

- Motherhood
experience
(Mothering
and household
labor, childcare
support,
relationship
with baby)

- Health/well-
being (Physical
health, mental
health, care-
seeking)

- Family plan-
ning (Fertility
desires, FP)

workplace,
postpartum
care, integra-
tion of mental
health)

- Family plan-
ning (Postpar-
tum FP training,
postpartum

FP approach,
perceptions

of post-
partum FP
among moth-
ers)

- Mental health
(Training,
perceptions

of mental health

among moth-
ers, approaches
for addressing
mental health,
mental health &
careseeking)

- Intervention
experience
(Mothers Time
Training, Inter-
vention Struc-
ture, Interven-
tion materials,
Sessions 1/2/3,
Homework)

partum care)

- Family planning
(Postpartum FP
training, postpar-
tum FP approach,
perceptions

of postpartum FP
among mothers)
- Mental health
(Training,
perceptions

of mental health
among moth-
ers, approaches
for addressing
mental health)

- Intervention
ideas (Interest

in Mental Health,
ideas, materials)
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