
 

 

 

 
Vol. 9(5), pp. 58-64, May 2017 

DOI: 10.5897/IJNM2016.0239 

Article Number: 3C6F3EA63993 

ISSN 2141-2456 

Copyright © 2017 

Author(s) retain the copyright of this article 

http://www.academicjournals.org/IJNM 

International Journal of Nursing  
and Midwifery 

 
 
 
 

Full Length Research Paper 
 

Prevalence and predictors of antenatal depressive 
symptoms among women attending Adama Hospital 

Antenatal Clinic, Adama, Ethiopia 
 

Martha Assefa Sahile1, Mesfin Tafa Segni2*, Tadese Awoke3 and Dessalegn Bekele4 
 

1
Department of Nursing, College of Health Science, Arsi University, Assela, Ethiopia. 

2
Department of Public Health, College of Health Science, Arsi University, Assela, Ethiopia. 

3
Department of Epidemiology and Biostatistics, Institute of Public Health, University of Gondar, Gondar, Ethiopia. 

4
Department of Psychiatry, Amanuel Specialized Hospital, Addis Ababa, Ethiopia. 

 
Received 18 October, 2016; Accepted 11 March, 2017 

 

Antenatal depressive disorders are serious health problems and pose multiple dangers to both the 
mother and her fetus, however, not given due attention. They are found with significantly higher 
prevalence rates in low income countries and associated with socio-economic and socio-cultural 
factors predominantly. The main objective of this study was to assess the prevalence of antenatal 
depressive disorders and associated factors among Adama Hospital Antenatal clinic attendants. A 
hospital based cross sectional study was conducted from March 1st to April 21st, 2011 at Adama 
Hospital, Adama, Ethiopia. About 231 pregnant women were interviewed using systematic sampling 
method. Pretested Beck Depression Inventory (BDI) structured questionnaire was used to collect data. 
The presence of depressive disorders was explained by the sum of BDI items scored 21 and above. 
And, data entry was done by SPSS version 15 and analyzed using logistic regression. The mean age 
was 26.32±0.24. About 56.7% were in third trimester and 45% were nulliparous. Regarding pattern of 
current pregnancy, unwanted pregnancy accounted 42%. Prevalence rate of antenatal depressive 
disorders was found to be 31.2%. Previous abortion [AOR=2.86, CI (1.13, 7.24)], fear of pregnancy 
complications [AOR=3.49, CI (2.21, 22.17)], economic problem [AOR=9.52, CI (2.68, 33.78)] and 
unwanted pregnancy [AOR=6.99, CI (2.21, 22.17) and marital conflict [AOR=22.68, CI(3.61, 142.33] were 
found to have strong association with depressive disorders. The prevalence of antenatal depressive 
disorders was high at the study area. Psychosocial factors, economic problems and obstetric features 
were significantly associated with maternal depressive disorder. Adama Hospital should integrate 
mental health service with existing antenatal clinic service. In addition, screening of antenatal care 
(ANC) attendants for potential risk factors of antenatal depressive disorders could be crucial to hamper 
the impending dangers through early detection.  
 
Key word: Antenatal depressive disorders, pregnant women, Adama hospital, beck depression inventory.    

 
 
INTRODUCTION 
 
Antenatal depressive disorders are significant health 
problems; especially in low and middle income countries 
(Das, 1994).  Though  reports  on  prevalence  rates  lack 

consistency, substantial higher rates are from developing 
countries (Felice et al., 2008).  

A  systemic  review  of  15   counties   reported   32.2% 



 
 
 
 
prevalence rate of antenatal depressive disorders. This 
may even be higher among high risk groups; within the 
range of 38 to 50 % (Bennettt et al., 2004; Nasreen et al., 
2010). Standard survey was carried out on ten Michigan 
Obstetric units and the report viewed 20% prevalence 
rate (Marcus et al., 2003). Another study conducted 
among rural and urban pregnant women at Ankara 
antenatal settings found prevalence of 33.1% (Senturk et 
al., 2011). And also; a hospital based study in Hong Kong 
took the samples at the antenatal clinic and revealed 
37% prevalence of depressive symptoms (Lee et al., 
2007).     

Unlike the commonly reported findings from developing 
countries, a recent community based study in Nigeria 
showed prevalence rate of 8%. However; there is paucity 
of information on antenatal depressive disorders from 
Africa. And, no available studies were carried out at 
health institutions (Adewuya et al., 2007).   

Antenatal depressive disorders were found in 
association with some factors; marital conflict, economic 
problems, poor support from husband, unwanted 
pregnancy, previous abortion and past obstetric 
complications (Adewuya et al., 2007; Kaaya et al., 2010; 
Dayan et al., 2010). History of past psychiatric disorders, 
chronic medical illness and poor antenatal care were also 
reported (Rubertsson et al., 2005; Pereira et al., 2009); 
however, controversies in the data exist (Hartley et al., 
2011; Nasreen et al., 2011; Sawyer et al., 2010). 

Pregnant women with antenatal depressive disorders 
are at risk for recurrent spontaneous abortions, obstetric 
complications, postnatal depressive disorders and poor 
child rearing capacity. Babies are also at increased 
danger for intrauterine growth retardation, preterm 
delivery, impaired postnatal growth and frequent infant 
diarrheal diseases (Stewart et al., 2010; Deyessa et al., 
2010). Moreover; such women are in danger of troubled 
social functioning and immune related disease states 
(Hart and Mahon, 2006; Stein et al., 1991).    

Assessment of psychosocial problems and mental 
health is an integral part of antenatal services to ensure 
safe pregnancy and delivery. But developing countries 
lack such antenatal care (ANC) services; and even if 
available, lack coverage, quality or support from stake 
holders. In accordance with this fact, a study at 
Nottingham University notified that WHO has formulated 
a focused ANC guideline including women’s mental 
health package to be used during ANC assessment 
(Menon et al., 2010).  

In addition to lack of available reports both at national 
and local study area of this study, higher prevalence rate 
of antenatal depressive disorders occur at health care 
settings;  therefore,  the  purpose  of  this  study   was   to  
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assess the magnitude of antenatal depressive disorders 
and identify predictors of Antenatal Depressive symptoms 
among Adama Hospital antenatal clinic attendants. 
 
 

METHODOLOGY 
 

Study design 
 

Institutional based cross-sectional study design was used. 
 
 

Study area and period 
 
Adama Hospital is found in Adama town; East Shoa, about 99 km 
away from Addis Ababa. The Hospital is used for practical teaching 
of accelerated health officers, clinical nurses, and midwifery, 
laboratory and pharmacy students at BSc and diploma level 
besides serving the community. Antenatal care is one of the 
hospital services organized under health promotion case team. All 
pregnant mothers who visited the clinic were given appointment for 
re-visit accordingly. Pregnant mothers were allowed to come back 
to the clinic at any time on working days and hours for perceived 
emergency signs and symptoms of pregnancy complications. There 
was only one midwifery nurse carrying out the ANC services.  

The ANC service is organized since establishment of the 
hospital. There was one psychiatry outpatient department. The 
system for mental health has no link with antenatal clinic; hence no 
access of integrated activities for pregnant ladies suffering from 
mental problems. The study was conducted from March 1

st
 to April 

21, 2011. 
 
 

Study population 
 
Pregnant women attending antenatal clinic within the study period, 
whose pregnancy was at least 16 weeks (4 months) and below 37 
weeks. 
 
 
Exclusion criteria 
 
1. Those previously diagnosed for depressive disorders 
2. Critically ill ones 
3. Who were on treatment for mental disorders 
 
 
Sample size determination and sampling procedures  
 
Single population formula was used with the assumption of 95% 
confidence interval, precision (d) of 0.03, proportion 8% from the 
study done in Nigeria and adding 10% non-response rate, 243 
women were participated in the study. Systematic sampling 
procedure was used to interview the study subjects. Every third 
pregnant woman was approached for the interview during follow up 
period until the required sample size fulfilled.  
 
 
Study variables 
 
1. Dependent  variable:  Antenatal depressive disorders 
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2. Independent variable: Age, educational level, occupation, marital 
status, level of monthly income, marital conflict, history of abortion, 
unplanned pregnancy, fear of pregnancy complications, poor 
husband support, number of  live children, perceived poor antenatal 
care. 
 
 
Operational definition 
 
Depressive disorders 
 
The presence of depressive disorders was explained by the sum of 
BDI items scored 21 and above. 
 
 
Data collection method and quality assurance  
 
Data was collected by interview technique using standardized and 
validated Beck Depression Inventory (BDI) and structured 
questionnaire after translated in to Amharic. 

BDI was developed and revised to reflect the revision in the 
current DSM-IV-TR and had been extensively tested for content 
validity. BDI was composed of 21 questions, each with four possible 
responses. Each response was assigned a score ranging from zero 
to three, indicating severity of a symptom. Two BSc nurses 
supervisor and three diploma clinical nurses data collectors were 
recruited. Training was given for data collectors and supervisors 
before data collection and then pretest was done to avoid errors 
during the actual data collection period. The data was checked daily 
by supervisors. 
 
 
Data analysis 
 
All returned questionnaires were checked for completeness and 
consistency. Data was coded and then entered, cleaned, stored 
and analyzed using SPSS 15. Descriptive analysis was used to 
depict frequency and percentages of variables. Logistic regression 
was used to find out association between depressive disorders and 
suggested related factors and strength of association was 
evaluated using odds ratio at 95% confidence interval and P-values 
0.05 was considered to declare significant associations. 
 
 
Ethical consideration 
 
Ethical approval was obtained from Adama Hospital ethical 
committee after having authorized letter from University of Gondar 
and Amanuel Specialized Mental Hospital. All antenatal clinic 
attending mothers were approached and subjects who gave written 
consent were interviewed. The interview was conducted in a single 
separate room around the antenatal clinic. Confidentiality was 
maintained through no registration of personal identification. 
Subjects identified with depressive disorders were advised to visit 
the psychiatric clinic and given referral.  

 
 
RESULTS 
 
A total of 231 pregnant women were interviewed and has 
95% response rate. The mean age was 26.32 + 0.24. 
Regarding their level of education; unable to read and 
write was 7.8%, read and write to primary school were 
30.8%, secondary school was 44.2% while higher 
education constituted 17.7%. Majority (82.3%) was 
married  and  house   wife   (58%).   Prevalence   rate   of  

 
 
 
 
antenatal depressive disorders was found to be 31.2%. 
About 56.7% were in third trimester and 45% were 
nulipara. A total of 37.8% had history of abortion. 
Unwanted pregnancy accounted 42% (Table 1). 
Overall, 55% stated pregnancy is not joyful for them and 
16.9% respondents explored they have poor husband 
support. About 16% reported their husbands are not 
happy on the occurrence of current pregnancy (Table 2). 

Participants were made to indicate or choose factors at 
which they mostly worry about through the current 
pregnancy. Accordingly; fear of pregnancy complications 
27.7%, unwanted pregnancy 22.5% and economic 
problem 20% were more frequent (Table 3). 

About 98.3% reported their happiness on services of 
the antenatal clinic; however 66.7% stated lack of enough 
information regarding possible outcomes of pregnancy 
and expected labor. Moreover, 97% complained their 
ANC visit did not help for psychosocial problems.  
 
 

Association of covariates with antenatal depressive 
disorders  
 

From logistic regression, there was statistically significant 
association between antenatal depressive disorder and 
previous abortion history [AOR=2.86, 95%CI=(1.13, 
7.24)], unwanted pregnancy [AOR=6.99, 95%CI=(2.68, 
33.78)], marital conflict (AOR=22.68 CI (3.61, 142.33)], 
economic problem [AOR=9.52, 95%CI=(2.21, 22.17)] and 
fear of pregnancy complications 
[AOR=3.49,95%CI=(1.45, 8.41)]. However, there was no 
statistically significant association between socio 
demographic variables and antenatal depressive disorder 
(Table 4). 
 
 
DISCUSSION 
 
This hospital based study attempted to assess the 
magnitude of antenatal depressive disorders and 
associated factors among Adama hospital antenatal clinic 
attendants. The screening material for prevalence rate 
was the standard BDI. Beck depression inventory was 
considered because it is revised recently in considering 
the DSM IV TR which is currently in use for psychiatric 
evaluation. Moreover, psychosocial factors, obstetric 
information, health and ANC related factors were 
recognized to assess associated factors. 

Prevalence rate of antenatal depressive disorders in 
this study was 31.2%; within the range of previous 
reports at clinical settings. A report at Michigan Obstetric 
Clinics showed 20% and there was 33.1% prevalence 
rate at Ankara antenatal clinic (Mohammed and Gamble, 
2011). Generally, considerable higher prevalence rates 
have been seen with screenings at health care facilities 
than community based studies. This could be due to 
effects of study designs, sample size, types of instrument 
and different cut-off points (Hart and Mahon,  2006;  Stein  
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Table 1. Frequency distribution of obstetric and other health related features among women 
attending Adama hospital antenatal clinic, Adama, Ethiopia (n=231). 
 

Characteristics  Frequency Percentage 

Trimester   

Second 100 43.3 

Third 131 56. 

Parity   

Nulliparous 104 45 

Multipara 127 55 

Number of live children   

≤ 2 89 70.1 

≥ 3 7 5.5 

Zero 31 24.4 

History of pregnancy  complications   

Yes 15 11.8 

No 112 88.2 

History of complicated labour   

Yes 24 18.9 

No 103 81.1 

History of abortion   

Yes 48 37.8 

No 79 62.2 

Pattern of previous abortion   

Spontaneous 8 37.5 

Induced 30 62.2 

Pattern of current pregnancy   

Planned 134 58 

Unwanted 97 42 

Presence of Chronic illness   

Yes 20 8.7 

No 211 91.3 

 
 
 
et al., 1991). 

Socio-demographic characteristics of participants were 
explained by age, educational status, income level, 
marital status and occupation. None of socio 
demographic features show association. This is 
analogous with a previous systemic review in Africa 
(Mohammed and Gamble, 2011). 

There was discrepancy observed between influence of 
monthly income and economic problems on presence of 
antenatal depressive disorders. About 20.8% of subjects 
reported that economic problems were something that 
caused frequent stress. Similarly, pregnant women 
having economic problems were found to be 9.52 times 
prone to antenatal depressive disorders than financially 
stable ones. Conversely, monthly income was not found 
as an association. This may attributed women having 
less economic power and an unbalanced share on the 
financial management of family income. Furthermore, 
more than half of the participants were housewives who 
reported monthly income of their husbands.  

Presence  of  bad  obstetric  history   (complications   of 

pregnancy and/or labour), number of live children, parity 
and age of pregnancy were not found in association with 
presence of antenatal depressive disorders. This was 
supported by a systemic review done in Africa 
(Mohammed and Gamble, 2011). But, opposite to 
previous report from rural Malawi (Rubertsson et al., 
2005). Unwanted pregnancy indicated 6.99 times 
increased risk [AOR= 6.99 CI (2.21, 22.17)]; similar to a 
study in Brazil (Pereira et al., 2005). However; it was in 
contrast to findings at Cape Town (Kaaya et al., 2010). 
This could be due to the difference in sample size, 
inclusion exclusion criteria and used instruments. Fear of 
pregnancy complications [AOR=3.49, CI (1.45, 8.41)] and 
previous abortion [AOR=2.86, CI (1.13, 7.24)] showed 
strong association; analogous with a prior report in Africa 
(Lee et al., 2007). 

A positive relationship between presence of chronic 
illness and antenatal depressive disorders was seen prior 
to controlling confounders but no longer existed; opposite 
to previous findings (Senturk et al., 2011). This might be 
explained by the variation in sample size and instruments.  
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Table 2. Frequency distribution of information on psychosocial factors among 
Women attending ANC clinic at Adama Hospital, Adama, Ethiopia (n=231). 
 

Factors Percentage 

Extra joy due to pregnancy  

Yes  55 

No 45 

Husbands feeling on pregnancy  

Happy 84 

Unhappy 16 

Husbands support  

Good  83.1 

Poor 16.9 

Perceived community care  

Good 93.5 

Poor  6.5 

Pregnancy disclosure  

Easy 56.7 

Difficult  43.3 

Burden of social responsibilities  

Yes 6.9 

No 93.1 

Extra care from husband  

Yes 77.1 

No 22.9 

 
 
 

Table 3.  Frequency distribution of emotionally disturbing factors through the current pregnancy as indicated among 
Women attending ANC clinic at Adama Hospital, Adama, Ethiopia (n=231). 
 

Characteristics  
Frequency (%) 

Yes No 

Lack of family support     14.3 85.7 

Burden of household duties    7.8 92.2 

Economic problems  20.8 79.2 

Fear of pregnancy complications  27.7 72.3 

Lack of access to health care  0.4 99.6 

Unwanted pregnancy  22.5 77.5 

Previous mishandling by health professionals  0.4 99.6 

Previous mishandling by health professionals  0.4 99.6 

History of induced abortions 4.3 95.7 

Fear of being unable to care the new born baby 13 87 

Marital conflict 14.7 85.3 

Uncertainty on the quality of hospital delivery service 2.2 97.8 

Pregnancy related disorders 3 97 

 
 
 

About 98.7% participants were happy on ANC service. 
Contrary to this, 68.8% of the study subjects and 97.2% 
of those having depressive disorders witnessed no 
enough information was provided at ANC about possible 
outcomes and expected delivery of the current 
pregnancy.  This  was  found  in  line   with   the   positive 

relationship between fear of pregnancy complications and 
antenatal depressive disorders [AOR=3.17, CI (1.45, 
8.41)]. Moreover; 97% affirmed no benefit of ANC visits 
for their psychosocial problems. These all showed 
discrepancy to service satisfaction obtained from 
participants suggesting that perhaps participants  did  not
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Table 4. Logistic regression analysis of selected variables of pregnant women towards antenatal depressive disorders at Adama Hospital 
antenatal clinic, Adama, Ethiopia (n=231). 
 

Variable 
Depressive disorders 

Crude OR at 95% CI Adjusted OR at 95% CI 
Yes No 

Occupation     

Employee  27 36 1.07(.46, 2.50) 1.22(.36, 4.16) 

Housewife 31 107 .43(.19, .95) .40(.13, 1.28) 

Own business 14 20 1 1 

Previous abortion     

Yes 23 25 2.52(1.31, 4.84) 2.86(1.13, 7.24)* 

No 49 134 1 1 

Chronic illness     

Yes 12 8 3.77(1.47, 9.70) 1.04(.23, 4.68) 

No 60 151 1 1 

Marital conflict     

Yes 31 3 39.32(11.45, 135.02) 22.68(3.61, 142.33)* 

No 41 156 1 1 

Economic problem     

Yes 39 9 19.70(8.70, 44.58) 9.52(2.21, 22.17)* 

No 33 150 1 1 

Husband support     

Good 44 146 1 1 

Poor 28 13 6.30(3.0, 13.26) .38 (.05, 2.87) 

Fear of pregnancy complications     

Yes 32 32 3.17(1.73, 5.82) 3.49 (1.45, 8.41)* 

No 40 127 1 1 

Unwanted pregnancy     

Yes 41 11 17.79(8.24, 38.43) 6.99 (2.68, 33.78)* 

No 31 148 1 1 

Unwanted pregnancy by husbands     

Yes                28 150 10.61(4.66, 24.15) 2.04(.29, 14.46) 

No                                                                                                    44 9 1 1 
 
 
 

feel comfortable reporting dissatisfaction because the 
survey took place at the hospital.    

Marital conflict was associated to antenatal depressive 
disorders [AOR=22.68, CI (3.61, 142.33)] and this was 
similar to other studies (Pereira et al., 2009; Hartley et al., 
2011). Opposite to societal values about pregnancy as 
joyful period for women, about 45% of study subjects 
declared pregnancy did not brought extra joy. This was 
also in line with other studies (Bennettt et al., 2004). 

As limitation of this, it prone to demerits of the study 
design nature being cross sectional. The other limitation 
could be information bias may be introduced while using 
the measurement of BDI. 
 
 

Conclusion  
 

The prevalence of antenatal depressive disorder was 
high among Adama Hospital antenatal clinic attendants. It 
could be because this study is inclusive to all types of 
depressive disorders likely to occur at antenatal period. 

The effects of previous abortion, fear of pregnancy 
complications, economic problems, unwanted pregnancy 
and marital conflict have significant association with the 
development of antenatal depressive disorders. There 
should be consideration of integration of mental health 
service to antenatal clinic services by the hospital. 
Moreover; refreshment of the Hospital health 
professionals on antenatal depressive disorders, 
including common mental disorders within the contents of 
health education and early screening of pregnant women 
may help more.  
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