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Abstract
Background: Psychological distress (PD) among pregnant women has a bearing both on the mother and
the outcome of the pregnancy and is thus a public health problem. It is a precursor for other severe
mental health conditions that include anxiety, depression, bipolar disorder and so if screened and
diagnosed early it can prevent progress to severe mental illness. PD has however not been screened
among pregnant women and thus no available data in Uganda. The objective of this study was to
determine the prevalence and factors associated with PD among pregnant women at Kawempe hospital
Uganda.
Methods: A cross sectional study was conducted among 530 pregnant women attending antenatal care
at Kawempe hospital Uganda. The SRQ-20 tool was used to screen for PD and data on sociodemographic and clinical factors was collected using a. socio-demographic questionnaire and medical
records respectively. Descriptive statistics were applied to determine the prevalence of PD and
multivariable logistic regression analysis was used to assess for factors associated with PD among
pregnant women.
Results: The prevalence of PD was 19.1% , while having a fair/bad relationship with the spouse (P-value
=0.007), a low monthly income (p-value = 0.013), and having less than two meals a day (P-value =0.022).
were independently associated with PD
Conclusion: Approximately one in five pregnant women receiving ANC at Kawempe hospital has PD. This
study therefore supports the need for integration of mental health assessment into the antenatal care
package of women at Kawempe hospital and Uganda at large

Background
Psychological distress (PD) among pregnant women is a public health problem because of its impact on
the mother and the outcome of the pregnancy (1). Pregnant women experience very significant life
changes and these include; psychological, physiological, emotional, and these do not come without
PD(2). It’s a time of new responsibility for the woman, and there are a lot of expectations both from the
family and the community. At the same time a woman has to deal with the day today burdens of life and
these predisposes her to PD(3).
Globally one in every four people suffer from poor mental health, this makes mental health one of the
leading causes of morbidity(4).It has been noted worldwide that about 10% of pregnant women and 13%
of women who have just given birth experience a mental disorder. The predicament is even higher in
developing countries estimating the prevalence at about 15.6% during pregnancy and about 19.8% after
child birth(5). Similarly available literature from low and middle income countries shows the prevalence
of PD ranging from 18 % to 38.6% (6–11) .
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Maternal mental illness is associated with poor obstetric outcomes, and poor compliance to the antenatal
care visits, which impacts on the government’s challenge of bringing down maternal morbidity(12).
Specifically, several studies have associated maternal PD with preterm births, increased susceptibility to
infections, low birth weight, increased cesarean delivery, behavioral problems during childhood, high
baseline levels of stress related hormones, and poor cognitive development(4,12,13). In addition,
maternal PD has also been shown to affect intra uterine lung development, and as such babies born to
mothers with PD in pregnancy have increased odds of developing wheezing and asthma in their first six
years of life (14). Because of the effect of maternal PD on the birth outcomes, the American college of
obstetricians and gynecologists (ACOG) recommends screening for psychosocial stressors among all
women prenatally and in all trimesters regardless of social status, education level, race or ethnicity(15).
The burden of PD among pregnant women in Uganda is not documented and it is not a routine in our
setting to screen for it in pregnancy.We set this study to document the prevalence of PD and the factors
associated with it among pregnant women

Methods
From 1st January 2020 to 30th March 2020, the study team approached women attending the antenatal
clinic at Kawempe National Referral Hospital and requested for their participation. Kawempe National
referral hospital is located in Kampala, the capital city of Uganda. Apart from being a referral center, the
hospital doubles as a teaching site for Makerere University medical students offering obstetrics and
gynaecology, and pediatrics. The hospital serves mainly women of low socio-economic status.
The design was a cross-sectional description study. The study population was pregnant women who
were attending the ANC at Kawempe national referral hospital. We excluded women who were too ill, in
active labor or those actively bleeding. We conducted systematic random sampling using ANC register to
identify the mothers to approach, then we explained to them the purpose of study. Eligible participants
were consented/assented. Study participants were then interviewed face to face in the spacious well
ventilated room while observing the Ministry of Health COVID-19 protective measures. The Interview was
conducted by trained research assistants
Outcome measures: We used the SRQ20 tool together with a pretested interviewer administered
questionnaire to collect data. The SRQ 20 tool is one of the instruments developed in a collaborative
study on strategies for extending mental health care coordinated by WHO(16). It was found appropriate
for use in different kinds of settings and countries. It is a self-reporting questionnaire with 20 symptoms
which are scored on a dichotomous scale(16). It is a well validated questionnaire for measuring PD or
the degree of global mental health(16), and in Uganda Nakigude et al 2005, validated the SRQ 20 tool
and, they reported cut off between 5 and 6 to have 80% sensitivity and 74% specificity in detecting
psychiatric comorbidity among general out patients. The negative predictive value was 53% and the
positive predictive value was 87%. A score of 6 or more was diagnostic of PD (17).
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We collected the following information; maternal age, marital status, residence, level of education and
occupation, level of income, number of meals consumed per day. The study also inquired about, the
history of previous pregnancy and mode of delivery, history of abuse, past medical history, drug abuse,
and any current medical condition.
Data management and statistical analysis: The questionnaires were coded and entered into EpiData
using double entry procedure to ensure validation. The data was then exported to STATA 14 for further
analysis. The prevalence of PD among pregnant women in Kawempe referral hospital was obtained by
dividing the number of women diagnosed with PD by the total number of women recruited. To assess for
factors associated with PD among pregnant women, variables that had p value of <0.2 were entered into
multivariate logistic regression analysis. The variables that were included in multivariate model were; age,
duration of marriage/cohabiting, education level, monthly income, status of relationship with
spouse/partner, being a victim of abuse, number of major meals in a day, being happy about current
pregnancy, presence of chronic illness, presence of fever, parity, trimester, current pregnancy planned,
number of children who are alive and mode of delivery in previous pregnancies. Factors that had p-values
of less than 0.05 were considered independently associated with PD. Significant variables were tested for
interaction and dropped variables tested for confounding.
Ethical considerations: Ethical approval to conduct the study was granted by the school of medicine
research and ethics committee (SOMREC) at Makerere University, Kampala #REC number 2019-144,
Uganda. Permission to conduct the study was obtained from the Kawempe Hospital administration. All
participants were consented/assented before participating in the study. Mothers less than 18 years were
treated as emancipated minors. All participants were given unique identifiers. Those found with PD were
linked to care at Mulago mental health clinic. All methods were carried out in accordance with relevant
guidelines and rregulations.

Results
A total of 530 participants were recruited over a period of three months. In table 1 (demographic
characteristics), 238 (44.9%) were prime gravidas. The participants ages ranged from 15 to 43 years with
a mean age of 25.35 (SD=5.42) years. Majority of the participants were married 374 (70.0 %), lived within
Kampala city 348(66%), and had attained secondary level of education 324 (61.25%). Approximately half
of the women did not earn an income 275 (51.89%), and majority did not know how much their husbands
earned 381(72.43%).
As shown in table 2, most of the participants described the status of the relationship with their
spouses/partners as good (86.3%). None of the women smoke cigarettes and among those who drink
alcohol (53 women), 52.83% consume beer and 39 (76.47%) consume not more than one liter of alcohol.
Table 3shows the gestation age ranged from 11 to 44 weeks with an average of 30.08(SD=15.68) weeks.
There were 309 (58.97%) women in their third trimester of the pregnancy, 202(38.55%) in their second
trimester, and 13(2.48%) in their first trimester. The women were assessed for their medical history and
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about 7 (1.3%) had history of mental illness with only 2 taking medication. Twenty (3.77%) of the
participants had a family history of mental illness.
In table 4, about 41 (14.8%) women faced complications during previous/past pregnancy while 42
(15.2%) got complications after delivery. Among the pregnant women, 331(64.02%) had planned the
current pregnancy however there are some women who had been forced or raped.
Tables 5, 6 and 7 show factors at bivariate analysis with psychological distress.
Psychological distress among pregnant women
The prevalence of PD was 191 cases of PD in every 1000 pregnant women which is about 19.1%.
The factors at multivariate analysis that were found to be independently associated with PD, were having
a fair/bad relationship with the spouse (p =0.007), a low monthly income below 100,000 (p=0.013) and
having less or equal to one meal (p=0.022). The details of the multivariate analysis are shown in Table 8.

Discussion
Prevalence of psychological distress among pregnant women.
One in five pregnant women receiving antenatal services at Kawempe national referral hospital has
psychological distress (PD). This magnitude is similar to findings from studies done in low and middle
income countries, including Nigeria, Pakistan, Ethiopia, where the prevalence ranged from 18% to 38.5%
(6–11) . However in high income countries, the prevalence of PD, among pregnant women is much lower
than what we found. In the USA, the prevalence of PD among pregnant women was 6.4% in the first
trimester and 3.9% in the third trimester (18). This may be because ACOG recommends screening for
psychological stressors among pregnant women and thus a low prevalence(15,18). In France the
prevalence of PD was found at 12.7% (19). This high magnitude in our setting justifies the need to
introduce screening for PD among pregnant women.
Factors associated with psychological distress among pregnant women in Kawempe hospital.
In this study the factors that were independently associated with PD, were having a fair/bad relationship
with spouse, low monthly income and having less than two meals a day.
These results were similar to a study by Karmaliani et al, carried out among 1368 participants which
found that PD was associated with low household wealth(6). Also a study by Busari, et al found that low
household wealth and verbal/physical abuse were strongly associated with PD this may be because,
different contributing factors, as the pregnant woman may not be able to access the basic needs, or the
essential needs, or even this may affect their health seeking behavior, due to inability to reach the health
centers(3). Some of these factors are also interdependent as low household wealth is likely to result in
food insecurity, especially in city suburbs among which this study was conducted. It has also been noted
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from several studies that families with low household wealth are likely to have increased levels of gender
based violence(20). Among the 664 pregnant women who reported to antenatal care in 11 midwife
centers and obstetric units in South Africa, Cape Town 38.6% had psychological distress. This study too
had low social economic status as one of the major factors that were significantly associated with
PD(21).
In a study by Jebena et al, looking at household food security and its relationship with psychological
distress, it was found that pregnant women living in households experiencing food insecurity were 4.15
times more likely to develop psychological distress than their counter parts. The way these women
developed PD, involved the worry to access food, which caused them to sacrifice the of quality diets for
what is available(9).In our study, the women who had less than two meals a day were 3.31 times more
likely to develop PD as compared to those who had three meals a day.
Strengths of the study:
This was a cross sectional study, and therefore we were able to assess, many variables and their strength
of association with psychological distress. Data from our study can be used in other types of research
methods, for example, these mothers could be followed up in a cohort study, to know the likely impact of
psychological distress, on their pregnancies, or can be used as a case control study to ascertain the
strength of association with different factors. This study had also not been conducted before in Uganda
and as such, the prevalence of psychological distress among pregnant women had not been known.
Limitations:
The results of this study may have the following limitations. Psychological distress was measured at one
point in time, and thus may not give a full picture of the strength of association, with the different
variables. This was however minimized by doing both bivariate and multivariate logistics regression on
the data, to determine the strength of association.

Conclusion
From this study, one in every five pregnant women attending the antenatal clinic at Kawempe National
referral hospital was diagnosed with psychological distress, and this is similar to studies in low and
middle income countries. The independent factors associated with PD were a fair/bad relationship with
spouse, low household income and food insecurity, which are also more common in the low and middle
income countries, like Uganda. This therefore supports the notion to screen pregnant women for
psychological distress, during their antenatal care.
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American college of obstetricians and gynecologists.
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ANC:

Antenatal Care.

KCCA:

Kampala Capital City Authority.

MAKCHS:

Makerere University College of health sciences.

MOH:

Ministry of Health.

PD:

Psychological distress.

SRQ20:

A self-Report questionnaire 20.

WHO:

World Health Organization.
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Tables
Table 1. The demographic characteristics among pregnant women attending antenatal clinic at
Kawempe Hospital

Variable
Frequency (N=530) Percentage
Age
18 years or less
35
6.60
19 to 24 years
244
46.04
25 to 30 years
163
30.75
31 years and above
88
16.6
Marital status
Single
42
7.9
Married
374
70.6
Cohabiting
111
20.9
Duration of marriage/cohabiting (n=483)
One year or less
148
30.64
2 to 5 years
206
42.65
6 to 9 years
67
13.87
10 years and above
62
12.84
Education level (n=529)
No formal education
10
1.89
Primary level
114
21.55
Secondary level
324
61.25
Tertiary level
81
15.31
Monthly income
None
275
51.89
≤ 100,000
52
9.81
100,001 to 300,000
159
30.00
> 300,000
44
8.30
Partner income
I don’t know
381
72.43
≤ 500,000
92
17.49
> 500,000
53
10.08

Table 2. The social characteristics of pregnant women attending the antenatal clinic at
Kawempe Hospital.
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Variable
Frequency Percentage
Status of relationship with spouse/partner (n=496)
Good
428
86.3
Fair
58
11.7
Bad
10
2
Physical/financial support from family
No
75
14.2
Sometimes
229
43.2
All the time
226
42.6
Ever been a victim of assault
No
474
89.43
Yes
56
10.57
Specific assault faced (n=56)
physical assault
20
3.8
verbal assault
23
4.3
sexual assault
3
0.6
all the above
10
1.9
Number of major meals in a day
Three or more meals
307
58.03
Two meals
198
37.43
One meal or less
24
4.54
Taking alcohol before or during pregnancy
No
477
90
Yes
53
10
How often is alcohol taken (n=53)
Occasionally
43
81.13
Weekly
3
5.66
Monthly
7
13.21
Liters of alcohol (n=51)
1 litre
39
76.47
2 to 3 litres
8
15.69
4 litres and above
4
7.84

Table 3.

The medical history and obstetric characteristics of pregnant women attending

antenatal clinic at Kawempe Hospital.
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Variable
Mental illness history
Relatives with mental illness
Hypertension history
Diabetes

Frequency Percentage
7
1.3
20
3.77
10
1.9
6
1.1

Asthma
HIV positive
Presence of other chronic illness*
Parity (n=529)
None
Primiparous(1)
Multiparous(2-4)
Grand multiparous(≥5)
Miscarriage
None
One miscarriage
Two or more miscarriages
Trimester (n=524)
First trimester
Second trimester
Third trimester
Children who are alive
None
One child
Two to four children
Five or more children
Mode of delivery for previous pregnancies (n=271)
Vaginal delivery
Caesarean section
Both vaginal and caesarean deliveries
Number of caesarean sections done (n=79)
One
Two
Three or more

5
21
29

0.9
4.0
5.47

258
119
128
24

48.77
22.5
24.2
4.54

437
67
26

82.45
12.64
4.91

13
202
309

2.48
38.55
58.97

26
119
126
17

9.03
41.32
43.75
5.9

192
58
21

70.85
21.4
7.75

46
25
8

58.23
31.65
10.13

*the other chronic diseases that were mentioned include Peptic ulcer disease, Epilepsy, sickle cell disease, cardiac
disease

Table 4. The characteristics of previous pregnancies, previous deliveries and current
pregnancy among pregnant women attending the antenatal clinic at Kawempe Hospital
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Variable

Frequency Percentage

PREVIOUS PREGNANCY1:
Overall Complications during pregnancy (n=277)

41

14.8

High Blood pressure
Fits/Convulsions

26
4

9.4
1.4

Bleeding while pregnant at ≥ 7 months of pregnancy (n=278)
Preterm Labor/ rupture of membranes

6
12

2.2
4.3

42
28

15.5
10.3

8

2.9

20

7.4

331

64.02

16
12

3.0
2.3

130
112

24.6
21.1

UTI

33

6.23

Unhappy about the current pregnancy

40

7.5

PREVIOUS DELIVERIES2:
Overall total complications after delivery (n=271)
Excess vaginal bleeding after delivery (n=271)
Blood transfusion (n=272)
Fever and /or pus discharge from vagina (n=272)
CURRENT PREGNANCY3:
The current pregnancy was planned (n=517)
High blood pressure
Vaginal bleeding
Fever
Cough

1Other complications during pregnancy included ectopic pregnancy, gestational diabetes, Intrauterine Fetal,
backache, hyperemesis gravidarum, paralysis of the hands, STI.
2 Other complications during deliver include swelling and tenderness around the nipples.
3Other problems faced during current pregnancy include lower abdominal pain, malaria, candida, death of the
husband, dizzyness, incision sepsis, itchy eyes, back pain, business debts

Table 5. The bivariate analysis of demographic factors and PD among women attending
antenatal clinic at Kawempe Hospital
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able
NO

PD Diagnosis
YES

ears or less
o 24 years

28(80.0)
7(20.0)
208(85.3) 36(14.8)

o 30 years

134(82.2) 29(17.8)

ears and above
tal status
ied

59(67.1)

29(33.0)

302(80.7) 72(19.3)

biting

91(82)

20(18)

le/Divorced/Separated
tion of marriage/cohabiting
83)
year or less

36(80)

9(20)

5 years

167(81.1) 39(18.9)

9 years

50(74.6)

17(25.4)

ears and above
ation level (n=529)
e/Primary

48(77.4)

14(22.6)

89(71.8)

35(28.2)

ndary/Tertiary
thly income
e

339(83.7) 66(16.3)

00,000

35(67.3)

0,000 to 300,000

139(87.4) 20(12.6)

0,000
ner/spouse's income (n=526)
not know

34(77.3)

00,000
0,000

126(85.1) 22(14.9)

221(80.4) 54(19.6)
17(32.7)

10(22.7)

308(80.8) 73(19.2)
75(81.5)

17(18.5)

43(81.1)

10(18.9)

Crude
OR

95% CI

1
0.69 0.28 – 1.7
0.34 –
0.87 2.17
0.77 –
1.97 5.03

pvalue

0.424
0.759
0.159*

1
0.53 0.91 1.58
0.48 1.05 2.27

0.737
0.911

1
0.76 1.34 2.37
0.95 1.95 3.97
0.79 1.67 3.53

0.319
0.067*
0.179*

1
0.31 0.5 0.79

0.003*

1
1.03 1.99 3.81
0.34 0.59 1.03
0.56 1.2 2.59

0.039*
0.062*
0.635

1
0.53 0.96 1.72
0.47 0.98 2.04

0.881
0.96

Table 6. The bivariate analysis of social factors and medical history among women attending
antenatal clinic at Kawempe Hospital
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able
NO
us of relationship with
se/partner (n=496)
d
/Bad
port from family

PD Diagnosis
YES

358(83.6) 70(16.4)
41(60.3)

27(39.7)

57(76)

18(24)

Crude
OR

95% CI

pvalue

1
1.94 –
3.34 5.83

0.001*

1

372(81.8) 83(18.2)

0.71

390(82.3) 84(17.7)

1

0.40 –
1.26 0.241

been a victim of abuse/assault
39(69.6)
ber of major meals in a day
529)
e or more meals

17(30.4)

257(83.7) 50(16.3)

meals

158(79.8) 40(20.2)

meal or less
hol consumption

13(54.2)

11(45.8)

387(81.1) 90(18.9)
42(79.2)

11(20.8)

1.09 2.02 3.75

0.025*

1
0.82 –
1.30 2.06
1.84 –
4.35 10.26

0.262
0.001*

1
0.56 1.13 2.27

0.74

you unhappy about current
nancy
400(81.6) 90(18.4)
29(72.5)

11(27.5)

1
0.81 1.69 3.50

0.161*

ence of mental illness
424(81.1) 99(18.9)
5(71.4)

2(28.6)

1
0.33 1.71 8.96

0.504

ory of mental illness
414(81.2) 96(18.8)
15(75)

5(25)

1
0.51 1.44 4.05

0.492

ence of chronic illness
409(81.6) 92(18.4)

1

20(69)

0.88 2 4.54

9(31)

0.097*

sence of high blood pressure
417(81.1) 97(18.9)
12(75)

4(25)

1
0.45 1.43 4.54

0.541

sence of a fever
328(82.2) 71(17.8)
100(76.9) 30(23.1)
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1
0.86 1.39 2.24

0.184*

sence of a cough
343(82.1) 75(17.9)
86(76.8)

26(23.2)

1
0.83 1.38 2.29

0.208

Table 7. The bivariate analysis of obstetric factors among women attending antenatal clinic at
Kawempe Hospital

Page 16/19

able
NO

PD Diagnosis
YES

y (n=529)
e

218(84.5) 40(15.5)

ipara

102(85.7) 17(14.3)

ipara

95(74.2)

33(25.8)

dmultipara
arriage
e

13(54.2)

11(45.8)

miscarriage

52(77.6)

15(22.4)

or more miscarriages
ester (n=524)
trimester

22(84.6)

4(15.4)

8(61.5)

5(38.5)

nd trimester

167(82.7) 35(17.3)

d trimester
ent pregnancy planned

249(80.6) 60(19.4)

355(81.2) 82(18.8)

280(84.6) 51(15.4)
137(73.7) 49(26.3)
ber of children who are alive
88)
hildren

23(88.5)

3(11.5)

child

99(83.2)

20(16.8)

to four children

95(75.4)

31(24.6)

or more children
plications during pregnancy (n=277)

8(47.1)

9(52.9)

185(78.4) 51(21.6)
29(70.7)

12(29.3)

e of delivery in previous pregnancies
71)
nal delivery

149(77.6) 43(22.4)

arean section

48(82.8)

10(17.2)

vaginal and caesarean deliveries
ber of caesarean sections (n=79)
C/S

13(61.9)

8(38.1)

34(73.9)

12(26.1)

or more C/S
plication after delivery (n=271)

27(81.8)

6(18.2)
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Crude
OR

95% CI

pvalue

1
0.49 0.91 1.68
1.13 1.89 3.18
1.93 4.61 11.01

0.759
0.016*
0.001*

1
0.67 1.25 2.33
0.26 0.79 2.35

0.484
0.668

1
0.10 0.34 1.09
0.12 0.39 1.22

0.068*
0.105*

1
1.26 1.96 3.06

0.003*

1
0.42 1.55 5.66
0.70 2.5 8.90
1.86 8.63 40.01

0.508
0.157*
0.006*

1
0.72 1.5 3.15

0.283

1
0.34 0.72 1.55
0.83 2.13 5.48

0.401
0.116*

1
0.21 0.63 1.90

0.411

180(78.6) 49(21.4)
30(71.4)

12(28.6)

1
0.70 1.47 3.08

0.308

Table 8. The factors associated with PD at multivariate analysis among women attending
antenatal clinic at Kawempe Hospital

able
ears or less
o 24 years
o 30 years
ears and above
ation of marriage/cohabiting
year or less
5 years
9 years
ears and above
us of relationship with
se/partner
d
/ Bad

cOR (95%CI)
1
0.69(0.28 –
1.70)
1.16(0.34 –
2.17)
2.14(0.77 –
5.03)
1
1.34(0.76 2.37)
1.95(0.95 3.97)
1.67(0.79 3.53)

p-value

0.424
0.759
0.159

0.319
0.067
0.179

aOR (95%CI)
1
1.13(0.34 –
3.76)
1.07(0.30 –
3.73)
2.46(0.64 –
9.43)
1
1.44(0.76 –
2.73)
1.86(0.80 4.35)
0.86(0.33 2.23)

pvalue
0.845
0.932
0.189

0.265
0.151
0.752

1
3.37(1.94 –
5.83)

<0.001

1
2.48(1.28 –
4.81)

0.007

1
2.02(1.09 3.75)

0.025

1
1.52(0.69 –
3.32)

0.298

n a victim of abuse/assault

thly income
e
00,000
0,000 to 300,000
0,000
or meals in a day
e or more meals
meals
meal or less

1
1.99(1.03 3.81)
0.59(0.34 1.03)
1.2(0.56 - 2.59)
1
1.30(0.82 –
2.06)
0.23(1.84 –
10.26)
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0.039
0.062
0.635

0.262
0.001

1
2.59 (1.22 5.48)
0.64 (0.35 1.17)
1.28 (0.57 2.90)
1
1.20 (0.72 –
2.02)
3.31 (1.19 –
9.24)

0.013*
0.171
0.547

0.486
0.022*
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