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Background: Despite limited studies on antepartum depression (APD) in Sub-Saharan Africa (SSA), it is suggested that the 
prevalence on the continent may be higher than the global average. This study aimed at determining the prevalence of APD and 
identifying its associated factors among pregnant women in latent labor in rural south western Uganda.
Methods: The findings in this manuscript were part of a prospective cohort that aimed at investigating Social Support and Perinatal 
Depression among women in latent labor through six weeks postpartum. We conducted a multi-facility study enrolling women in latent 
labor to assess for APD and its associated factors from November 2023 to March 2024. The study was carried out in three health 
facilities in Mbarara District, rural southwestern Uganda. The prevalence of APD based on the Mini International Psychiatric 
Interview (M.I.N.I 7.0.2) using the depression module. Factors associated with APD were analyzed using bivariate and multivariate 
logistic regression. Variables with a p-value <0.2 in bivariate analysis were included in the multivariable model, with statistical 
significance set at p<0.05. Odds ratios (OR) and 95% confidence intervals (CI) were reported. Data were analyzed using STATA 
software version 14.0.
Results: Of the 448 enrolled participants, 37 had APD giving a prevalence of 8.2% (95% CI: 6.0–11.2%). Factors that were 
significantly associated with APD were Maternal age 30–49 years, bad health status before pregnancy, not happy about being 
pregnant, having had complications during pregnancy and having a history of stressful life events during pregnancy.
Conclusion: This study reveals a very significant yet comparatively lower prevalence of antepartum depression among pregnant 
women in latent labor in rural southwestern Uganda. These insights highlight the persistent need for comprehensive mental health 
strategies especially the non-pharmacological approaches within antenatal care to enhance maternal and child health outcomes.
Keywords: antepartum depression, pregnant women, latent labor

Background
The World Health Organization (WHO) defines Antepartum Depression (APD) as a non-psychotic mood disorder 
occurring during pregnancy, characterized by diminished interest or pleasure in most activities, significant weight loss, 
disrupted sleep, fatigue, reduced appetite, feelings of hopelessness, lowered self-esteem, and impaired concentration.1 

APD is usually overlooked as the symptoms are often similar to the somatic experiences associated with pregnancy.2

Globally, over 10% of pregnant women experience APD.3 In sub-Saharan Africa, the prevalence of APD is 26.3%4 

while it ranges from 19% to 27% in Uganda.5,6 APD disrupts women’s daily activities, their bio-social adaptation to 
pregnancy, and overall functioning, while also affecting their relationships with spouses, family, and the wider 
community.7 Over 75% of people in low- and middle-income countries (LMICs) lack access to pharmacological and non- 
pharmacological treatment of depression8 despite APD in LMIC ranging from 12 to 42%.9 Pregnancy, as a major life 

International Journal of Women’s Health 2025:17 903–912                                                 903
© 2025 Atuhaire et al. This work is published and licensed by Dove Medical Press Limited. The full terms of this license are available at https://www.dovepress.com/terms. 
php and incorporate the Creative Commons Attribution – Non Commercial (unported, v3.0) License (http://creativecommons.org/licenses/by-nc/3.0/). By accessing the 

work you hereby accept the Terms. Non-commercial uses of the work are permitted without any further permission from Dove Medical Press Limited, provided the work is properly attributed. For 
permission for commercial use of this work, please see paragraphs 4.2 and 5 of our Terms (https://www.dovepress.com/terms.php).

International Journal of Women’s Health                                          

Open Access Full Text Article

Received: 24 November 2024
Accepted: 18 March 2025
Published: 25 March 2025

http://orcid.org/0000-0002-6028-7491
http://www.dovepress.com/permissions.php
https://www.dovepress.com/terms.php
https://www.dovepress.com/terms.php
http://creativecommons.org/licenses/by-nc/3.0/
https://www.dovepress.com/terms.php
https://www.dovepress.com


event, involves considerable hormonal changes and increased emotional vulnerability, making it a critical period for the 
development of APD.

APD is associated with a variety of factors categorized into sociodemographic, obstetric, lifestyle, and psychosocial 
domains. Sociodemographic factors include advancing age, low socioeconomic status, low educational level, and 
unemployment.10 Obstetric factors encompass miscarriages, unintended pregnancies, preeclampsia, preterm deliveries, 
male gender preference for the unborn child, and a history of abortion.7,11,12 Lifestyle factors such as poor nutrition, 
partner alcohol use, and unhealthy habits like substance abuse and smoking also contribute to APD.7 Psychosocial factors 
include marital discord, intimate partner violence (IPV), lack of emotional support, and life stress.13,14

The economic and health impacts of APD are substantial. In the United Kingdom, APD contributes to an estimated 
8.1 billion pounds in healthcare costs.4 Additionally, APD is linked to poor compliance with antenatal care, insomnia, 
and an increased risk of suicide.15,16 Women with APD are also at higher risk of developing postpartum depression 
(PPD), with rates ranging from 21% to 37% among those followed from the antenatal period to postpartum.17–19

Untreated APD can lead to adverse maternal and neonatal outcomes, including premature birth, low birth weight, 
respiratory conditions, and impaired mother-infant interactions.20 Despite the growing recognition of mental health issues 
during pregnancy, there remains a paucity of data in SSA and specifically in Uganda. Studying APD in the latent phase of 
labor is essential for improving maternal mental health care and optimizing labor outcomes, as it may be a strong 
predictor of PPD. WHO highlights the need to integrate mental health care into existing maternal health programs to 
improve overall health outcomes.20 This study determined the prevalence and associated factors of antepartum depres
sion among pregnant women in latent labor in rural southwestern Uganda, to address this critical gap in knowledge.

Methods
Study Design
The findings in this manuscript were part of a prospective cohort that aimed at investigating Perceived Maternal Social 
Support and Perinatal Depression among women from latent labor to six weeks postpartum. We conducted a multi- 
facility cross-sectional study design using quantitative approach to assess antepartum depression among pregnant women 
in latent labor between 29th November 2023 and 20th March 2024.

Study Setting
This study was conducted in three health facilities in Mbarara district, rural southwestern Uganda: Mbarara Regional 
Referral Hospital (MRRH), Bwizibwera Health Center IV (BHC IV), and Mbarara Municipal Health Center IV 
(MMHC IV).

MRRH is a government-owned referral and teaching hospital associated with Mbarara University of Science and 
Technology. Founded in 1940, it has a capacity of 600 beds and handles about 1200 to 1500 patients daily. The hospital 
serves a catchment population of over four million across 12 districts, including Mbarara district, with an average 
monthly attendance of 400 pregnant women at its antenatal clinic. BHC IV, located in a suburban area, serves the rural 
community of Kashari county. It has eight midwives and a daily attendance of approximately 15 mothers. In the past six 
months, about 300 pregnant women visited BHC IV. MMHC IV is situated in Mbarara city and has three nursing staff in 
its antenatal clinic, with an average monthly attendance of 200 pregnant women.

Participants and Period
We enrolled 512 pregnant women in their third trimester, admitted in latent labour at the selected health facilities. 
Participants were recruited consecutively as they visited the facilities.

Sample Size Calculation
We estimated a sample size of 512 pregnant women using the formula for estimation of single population proportion, n = 
Zα/2 

2 *P (1 - P)/r221 to estimate a prevalence of APD as high as 50%, which is an arbitrary value given the lack of 
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a comparable study in our context with assumptions of Zα/2 of 1.96, margin error (r) of estimation of 5% (0.05) and 
a predicted 25% non- response rate and missing data.

Sampling Procedure
We used proportionate stratified sampling method, to determine the sample size for each of the three sites. Pregnant women 
within each site were selected consecutively based on eligibility criteria until the sample size of 512 was attained. This was 
based on the number of women that had given birth in each health facility the previous 6 months (hospital records).

Variable Definitions
The primary outcome was antepartum depression, diagnosed using the Mini International Psychiatric Interview (M.I.N.I 
7.0.2) based on DSM-5 criteria using the depression module. This is a structured diagnostic interview used to assess 
Major Depressive Disorder during pregnancy (APD). The MINI 7.0.2 is a reliable and valid tool for diagnosing 
antepartum depression, with strong inter-rater and test-retest reliability in diverse populations.22 APD was recorded as 
a binary variable (0 for absent, 1 for present). Independent variables included socio-demographic characteristics, 
maternal obstetric and medical factors, baby factors, and social support factors.

Social support is support respondents receive from spouses, family members, and friends. This was measured by the 
Maternal Social Support Scale (MSSS).23 This validated tool measures perceived social support. Participants are asked the 
extent of support from their significant others’ on a 5-point Likert scale, where 1 is never and 5 always. Scoring for two 
items is reversed. Scores range from 0 to 30, categorized as low (0–18), medium (19–24) and adequate (>24) (23). 
Cronbach’s alpha value for this tool was documented as between 0.71 and 0.90 when applied to Syrian women in Jordan.24

Occupation was referred to as how people earned a living, ranging from being unemployed to being employed as 
a professional or laborer according to Uganda Bureau of Statistics.25

Education was classified as Primary or no education which means basic literacy and numeracy knowledge typically for 
children less than 12 years, secondary means acquisition of advanced literacy, science, social studies, and vocational skills 
typically for teenagers below 19 years and tertiary encompasses both academic and vocational level of education in adults.26

Stressful life events were measured using the Perceived Stress Scale-10 (PSS-10). This is a 10 item valid and reliable 
widely used psychological tool for measuring an individual’s perception of stress over the past month, with responses on 
a 5-point Likert scale.27

Data Collection Procedure
After consent and enrollment of eligible pregnant women in each site, they were first subjected to the questionnaire by 
the study graduate nurses and midwives. All the participants were then moved to another private room where they were 
clinically examined by a psychiatrist or an experienced registered mental health clinician using a MINI to establish 
presence or absence of APD. Latent labor in this study was defined as a stage when a pregnant woman had mild, irregular 
and shorter in duration contractions with the cervix effacing up to 4 centimeters before progressing to active labor.28 Data 
were collected in a private setting within the facility.

Data Analysis
Data was entered into a database designed with KOBO Collect software, cleaned and verified. The dataset was imported 
into STATA© 14.0 software (College Station, Texas, USA) for analysis. Participants’ characteristics were described using 
means or medians for continuous variables and proportions for categorical variables and presented in a table.

Prevalence of APD was calculated by dividing the number of diagnosed cases by the total number of 
participants screened. Factors associated with APD were analyzed using bivariate and multivariable logistic 
regression. Variables with a p-value <0.2 in bivariate analysis were considered in the multivariable model 
building. This aimed at ensuring that potentially significant predictors were included while avoiding the exclusion 
of variables that could confound the relationship or have meaningful associations with the outcome variable 
(APD).29 A manual back-ward stepwise selection method was used in establishing the final multivariable analysis 
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model with factors that bore an independent significant association with APD with a significance threshold set at 
p<0.05. Both unadjusted and adjusted Odds ratios and 95% confidence intervals were reported.

Results
We enrolled a total of 512 women in their 3rd trimester attending three health facilities between 29th November 2023 and 
20th March 2024.

Participant Characteristics
Of the 512 women enrolled, 448 women who had complete data on all selected variables were included in the analysis. 
Missing data arose from incompletely filled questionnaires by the interviewers in the selected health facilities. These 
were distributed across the 3 study sites, that is, Mbarara Regional Referral Hospital (n=226; 50.5%), Bwizibwera Health 
Centre IV (n= 127; 28.4%), and Mbarara Municipal Council Health Centre IV (n=95; 21.2%). The mean age of the 
participants was 26.6 ± 5.6 years, with the majority being between 10–29 years (71.2%), married (96.2%). More than half 
had at least a secondary level of education (54.7%) and were unemployed (52.2%) (Table 1).

Two-thirds of the mothers (66.8%) had previously given birth. Nearly all participants (98.4%) reported good health 
status prior to the current pregnancy. Most pregnancies were planned (82.1%), with 93.5% expressing happiness about 
their pregnancy and 94.2% being HIV negative (Table 1).

Table 1 Results for Bivariate Analysis for Sociodemographic and Obstetric Factors Associated With Antepartum 
Depression in Rural South-Western Uganda

Variable Overall, n (%) No APD n (%) APD n (%) UOR (95% CI) p value

Age in years

15–29 319 (71.2) 375 (94.5) 22 (5.5) 1.0 0.001
30–49 129 (28.8) 36 (70.6) 15 (29.4) 3.3 (1.6–6.5)

Education level

Primary or no education 203 (45.3) 181 (89.2) 22 (10.8) 1.4 (0.4–4.2) 0.582
Secondary 196 (43.8) 185 (94.4) 11 (5.6) 0.7 (0.2–2.2)

Tertiary 49 (10.9) 45 (91.8) 4 (8.2) 1.0 0.508

Marital Status
Unmarried 17 (3.8) 14 (82.4) 3 (17.7) 1.0

Married 431 (96.2) 397 (92.1) 34 (7.9) 0.4 (0.1–1.5) 0.165

Occupation
Unemployed 234 (52.2) 218 (93.2) 16 (6.8) 1.0

Business 116 (25.9) 104 (89.7) 12 (10.3) 1.6 (0.7–3.4) 0.258

Peasant Farmer 77 (17.2) 71 (92.2) 6 (7.8) 1.2 (0.4–3.1) 0.777
Professional 21 (4.7) 18 (85.7) 3 (14.3) 2.3 (0.6–8.5) 0.225

Monthly income

<100,000UgShs 202 (45.1) 181 (89.6) 21 (10.4) 1.8 (0.8–4.0) 0.125
>100,000UgShs 169 (37.7) 159 (94.1) 10 (5.9) 1.0

None (Fully dependent) 77 (17.2) 71 (92.2) 6 (7.8) 1.3 (0.5–3.9) 0.581

Number of children given birth to
None 149 (33.2) 139 (93.3) 10 (6.7) 0.9 (0.3–2.3) 0.781

One 105 (23.4) 97 (92.4) 8 (7.6) 1.0

2–4 167 (37.3) 151 (90.4) 16 (9.6) 1.3 (0.5–3.1) 0.579
≥5 27 (6.0) 24 (88.9) 3 (11.1) 1.5 (0.4–6.1) 0.560

Health status before pregnancy

Very good 171 (38.2) 158 (92.4) 13 (7.6) 1.0
Good 270 (60.3) 249 (92.2) 21 (7.8) 1.0 (0.5–2.1) 0.946

Bad 7 (1.6) 4 (57.1) 3 (42.9) 9.1 (1.8–45.2) 0.007

(Continued)
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Partner satisfaction with the pregnancy was high, with 93.3% of the partners reported as happy. Most participants 
felt well-supported by their partners regarding the health of the fetus and continuation of the pregnancy (91.5%), were 
happy with their marriage (88.6%), and satisfied about the social support received from friends and family (85.3%). 
(Table 1).

Prevalence of Antepartum Depression (APD)
Of the 448 enrolled participants, 37 had APD giving a prevalence of 8.2% (95% CI: 6.0–11.2%). On stratification across 
maternal age groups, the prevalence of APD was significantly higher among those aged 30–49 years (15.5%; 95% CI: 
10.2–22.9) as compared to those aged 10–29 years (5.3%; 95% CI: 3.3–8.4), p<0.001.

Factors Associated With Antepartum Depression
In bivariate analysis, the following factors showed a statistically significant association with APD: age of mother, reporting 
bad health status before pregnancy, being happy about being pregnant, having a history of abortions or miscarriages, 
reporting having suffered complications during pregnancy, Partner feeling unhappy about the current pregnancy, poor 
Partner’s support to the health of the fetus and continuation of the pregnancy, not being escorted to hospital by Spouse, 
being unhappy with their marriage, low satisfaction towards social support received from friends/family during pregnancy, 
Gender based abuse/violence by partner, and having history of stressful life events during pregnancy, p<0.05.

These were considered in the establishing of a multiple logistic model using a manual backward stepwise elimination 
method (Table 1).

Table 1 (Continued). 

Variable Overall, n (%) No APD n (%) APD n (%) UOR (95% CI) p value

Happy about being pregnant (Planned)

No 29 (6.5) 19 (65.5) 10 (34.5) 7.6 (3.2–18.0) <0.001
Yes 419 (93.5) 392 (93.6) 27 (6.4) 1.0

History of abortions/miscarriages

No 418 (93.3) 392 (93.8) 26 (6.2) 1.0
Yes 30 (6.7) 19 (63.3) 11 (36.7) 8.7 (3.8–20.3) <0.001

Had complications during pregnancy

No 425 (94.9) 399 (93.9) 26 (6.1) 1.0
Yes 23 (5.1) 12 (52.2) 11 (47.8) 14.1(5.7–34.9) <0.001

HIV sero-status

Positive 26 (5.8) 23 (88.5) 3 (11.5) 1.0
Negative 422 (94.2) 388 (91.9) 34 (8.1) 0.7 (0.2–2.4) 0.534

Partner’s feeling on current pregnancy

Not happy 30 (6.7) 22 (73.3) 8 (26.7) 4.9 (2.0–11.9) 0.001
Happy 418 (93.3) 389 (93.1) 29 (6.9) 1.0

Any mental disorder before this pregnancy

No 441 (98.4) 406 (92.1) 35 (7.9) 1.0
Yes 7 (1.6) 5 (71.4) 2 (28.6) 4.6 (0.9–24.8) 0.073

Stressful life events during pregnancy
No 417 (93.1) 396 (95.0) 21 (5.0) 1.0

Yes 31 (6.9) 15 (48.4) 16 (51.6) 20.1 (8.8–46.1) <0.001

Maternal Social
Support scale

Inadequate 238 (53.1) 214 (89.9) 24 (10.1) 1.0

Adequate 210 (46.9) 197 (93.8) 13 (6.2) 0.6 (0.3–1.2) 0.139

Abbreviations: MRRH, Mbarara Regional Referral Hospital; BHC IV, Bwizibwera Health Centre IV; MMCHC IV, Mbarara Municipal Council Health 
Centre IV; APD, Antepartum Depression; UOR, Unadjusted Odds Ratio.
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Multivariable Regression Analysis
In the final model, five variables demonstrated statistically significant predictive values for APD. These were maternal 
age of 30–49 years (AOR= 4.2; 95% CI: 1.8–10.0, p=0.001), bad health status before pregnancy (AOR=10.0; 95% CI: 
1.3–74.8, p=0.025), not happy about being pregnant (AOR=4.9; 95% CI: 1.5–16.2, p=0.010), having had complications 
during pregnancy (AOR=9.0; 95% CI: 2.7–30.4, p<0.001) and having a history of stressful life events during pregnancy 
(AOR= 17.4; 95% CI: 6.4–47.3, p<0.001) (Table 2).

Discussion
This study aimed at determining the prevalence of antepartum depression among pregnant women in latent labor in rural 
southwestern Uganda and identifying factors influencing its occurrence. Our study found a prevalence of APD at 8.2% 
(95% CI: 6.0–11.2%) and further highlighted five variables that significantly contributed to APD among mothers in latent 
labor and these included, maternal age, bad health status before pregnancy, not being happy about being pregnant, having 
had complications during pregnancy, and having a history of stressful life events during pregnancy. This is within the 
range of APD for LMICs30 as well as other African countries like Nigeria,7 Tanzania,31 rural central32 and southwestern 
Uganda.33 It is, however, significantly lower than the prevalence rate reported in a systematic review that was carried out 
in Sub-Saharan Africa4 and Uganda’s other rural regions (37.7%).34 The variance between our study and the other studies 
can be attributed to the variations in sample sizes, tools used to measure APD, using a screening tool as a diagnostic tool 
without validation, timing of the postpartum period, regional and socio-cultural differences. For example, studies 
employing screening tools like Patient Health Questionnaire 9 (PHQ-9) to assess depression often yield higher 
prevalence rates, as it may capture a wider range of depressive symptoms without stringent diagnostic criteria,35 as 
seen in a cross-sectional study carried out in Mubende, Uganda, where women were assessed and the prevalence of APD 
was determined using a PHQ-9 and DSM-IV to confirm depression.34 In contrast, the M.I.N.I, which relies on DSM-5 
criteria provides a more rigorous APD diagnosis likely contributing to the lower prevalence observed here.

The regional differences may also arise from varied social support levels, healthcare access, and awareness. Rural 
areas often lack mental health resources, which could mean that women experiencing milder symptoms may not identify 
or report them. In comparison, urban areas with more robust healthcare and mental health programs may yield higher 

Table 2 Results for Multivariable Analysis for Factors 
Associated With Antepartum Depression in Rural South 
Western Uganda

Variable AOR (95% CI) p value

Age in years

15–29 1.0
30–49 4.2 (1.8–10.0) 0.001

Health status before pregnancy

Very good 1.0
Good 1.7 (0.7–4.3) 0.255

Bad 10.0 (1.3–74.8) 0.025
Happy about being pregnant

No 4.9 (1.5–16.2) 0.010

Yes 1.0
Had complications during pregnancy

No 1.0

Yes 9.0 (2.7–30.4) <0.001
Stressful life events during pregnancy

No 1.0

Yes 17.4 (6.4–47.3) <0.001

Notes: Model characteristics: Number of observations = 448, LR chi2 (13) = 102.59, 
P<0.0001, Pseudo R2 Goodness-of-fit: Hosmer-Lemeshow chi2(7) = 5.53, P = 0.5959.
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APD rates, as awareness and screening are more prevalent.6 Preferred non-pharmacological treatments for APD focus on 
psychotherapy, lifestyle changes, social support, complementary therapies, vagus nerve stimulation among others. 
Pharmacological treatments use requires a careful risk-benefit analysis to ensure maternal well-being while minimizing 
fetal risks.36

The study further highlighted five variables that significantly contributed to APD among mothers in latent labor and 
these included, maternal age, bad health status before pregnancy, not being happy about being pregnant, having had 
complications during pregnancy, and having a history of stressful life events during pregnancy. Women aged 30 to 49 
years are significantly more likely to experience APD. This finding is consistent with global studies that suggest that 
older mothers face unique stressors, such as increased caregiving responsibilities, economic pressures, and potential 
comorbid health conditions.19 These challenges can amplify emotional vulnerability, especially when healthcare 
resources are limited. Moreover, women in this age group regularly juggle family responsibilities alongside their 
pregnancies, which can further increase the risk of depression. This pattern is reflected in various LMICs studies.4

Additionally, the study highlights a significant connection between poor pre-pregnancy health and postpartum 
depression. This finding aligns with existing literature that suggests physical health issues like hypertension, diabetes, 
mental illness and many more can worsen psychological distress during pregnancy, particularly in rural LMICs where 
women have limited access to healthcare interventions.10 Pre-existing health issues may also affect women’s perception 
of pregnancy as a risky endeavor increasing their vulnerability to depressive symptoms in pregnancy.

The odds of having APD were 5 times higher among women who expressed unhappiness with their pregnancy as 
compared to those who expressed happiness with their pregnancy and this was consistent with findings from other 
studies.7 The unexpected or unwanted nature of a pregnancy can heighten mental distress, specifically in situations where 
social support may depend on the pregnancy being accepted by partners or family members,37 this is very common 
among young or teenage mothers. The social expectations placed on women in these circumstances often add a layer of 
pressure, compounding feelings of helplessness hence increasing the likelihood of suffering from APD.

Pregnancy complications were a substantial predictor of APD, reflecting the heightened emotional and physical strain 
these conditions impose on the women diagnosed with the condition during the antenatal period. Complications such as 
gestational hypertension, diabetes, or pre-eclampsia not only increase medical risks but also contribute to increased 
anxiety and worry, creating fertile grounds for depressive symptoms in the pregnant mothers.38 These results highlight 
the obligation for focused mental health support for women having high-risk pregnancies.

The most pronounced factor was the history of stressful life events during pregnancy, aligns with extensive evidence 
from studies worldwide.39 In rural Ugandan contexts, such events may include financial instability, intimate partner 
violence,40 or familial conflicts. This extreme vulnerability suggests a recurring relationship where external stressors 
aggravate APD symptoms, further complicating the pregnancy experience even when they are in labor. It also points to 
a critical area where interventions could allay APD risk by addressing external stressors, through counseling, financial 
aid, or social support programs.

In a nutshell, the study’s findings resonate with broader SSA and global research indicating that APD associated 
factors are often intertwined with sociodemographic and psychosocial dynamics, especially in LMICs.7,15 Differences in 
prevalence rates between this and other studies are most likely due to factors like methodological variations, cultural 
differences in mental health stigma, and the depth of mental health resources available to pregnant women.

Most research on APD focuses on early pregnancy or postpartum outcomes, while mental health research during labor 
remains limited.41 Studying APD in the latent phase of labor helps bridge this knowledge gap, as depression during this 
phase may be a strong predictor of PPD. Early identification and support for women experiencing APD could play 
a crucial role in preventing or managing PPD, ultimately improving maternal mental health outcomes.

Recommendations
To address antepartum depression effectively, mental health services should be integrated into the antenatal care package 
with regular screenings and training for healthcare providers, especially midwives, and nurses, to recognize it in high-risk 
groups as a health promotion measure. Community awareness initiatives involving both men and women can reduce 
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stigma, intimate partner violence, and unplanned pregnancies and build supportive networks, while engaging male 
partners may lessen stress-related depressive symptoms.

Establishing psychosocial support systems in pregnancy, like peer counseling and financial aid programs, would 
alleviate stressors coupled with social and economic challenges, particularly for women facing unplanned pregnancies or 
complications. At the policy level, there’s a need to advocate for mandatory APD screenings, availing validated tools for 
screening and inclusion in national guidelines can ensure consistent, quality mental health support across all maternal 
healthcare settings.

Finally, Community-based interventions play a critical role in addressing APD by providing social support, emotional 
care, economic empowerment and culturally appropriate care at the community level. Strengthening these initiatives 
enhances maternal mental health outcomes and overall pregnancy well-being.

Conclusion
This study reveals a very significant yet comparatively lower prevalence of antepartum depression among pregnant 
women in latent labor in rural southwestern Uganda. The findings identify key factors associated with APD, such as 
advanced maternal age, poor health before pregnancy, unintended pregnancies, complications during pregnancy, and the 
experience of stress while pregnant. These insights highlight the persistent need for comprehensive mental health 
strategies within antenatal care to enhance maternal and child health outcomes. To reduce the impact of antepartum 
depression on mothers and their newborn babies, it is essential to integrate mental health screenings into antenatal visits 
through resource allocation and continuous training of midwives, strengthen community support systems, and provide 
targeted interventions for high-risk pregnant mothers. This study complements the growing body of evidence on APD in 
low-resource settings and emphasizes the importance of culturally relevant and accessible maternal mental health 
services especially the non-pharmacological approaches to address the unique needs of women in rural Uganda.

Future research should investigate urban-rural differences of APD, the long term impact of APD interventions and the 
impact of IPV and societal stigma on development of APD.

Abbreviations
APD, Antepartum Depression; BHC IV, Bwizibwera Health Centre IV; HICs, High-Income Countries; IPV, Intimate 
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