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Abstract
Background: The current study examines the prevalence of depression, anxiety, suicide risk, and PTSD in
Ugandan youth (13-25 years) attending vocational training programs.

Methods: Youth from �ve urban (n=224 females, 81 males) and four rural (n=153 females only)
vocational training centers operated by a non-governmental organization completed demographic and
mental health questionnaires.

Results: Nearly half of the youth reported moderate or severe depression and/or anxiety. More than half
reported anxiety and depression-related impairment. Nearly a quarter of youth had considered or
attempted suicide. More than half screened positive on the PC-PTSD screen. Rural female youth reported
the most food insecurity (56.9%), tra�cking (37.9%), severe depression (35.9%), depression-related
impairment (56.9%), severe anxiety (26.1%), and anxiety-related impairment (55.6%).

Conclusions: Results from this study suggest that Ugandan youth have exceedingly high rates of
depression, anxiety, suicide risk, and probable PTSD. Rural female youth may be especially at risk.
Relevant treatment interventions are needed that can be adapted to youth in vocational training centers.

Background
Depression is the leading cause of disability worldwide and a major contributor to the overall global
burden of disease (World Health Organization, 2017). Among adolescents aged 15-19 years old
worldwide, depression is the leading cause of illness and disability (World Health Organization, 2014).
Suicide, for which depression is a signi�cant risk factor, is the second leading cause of death among
young adults aged 15-29 (World Health Organization, 2016). Most mental disorders begin during
adolescence but often go undetected and untreated, exacting enduring effects on physical health and
educational achievement and increasing the risk of substance abuse, violence, and poor reproductive and
sexual health (Patel et al., 2007; Thapar et al., 2012). Because low and middle income countries (LMICs)
are home to 80% of the world’s population, including the largest proportion of youth, depression has
emerged as a major public health concern there (Kieling et al., 2011). E�cacious and affordable
treatments for depression among youth in these settings are available and can potentially bring a wealth
of bene�t to future adult life (Patton et al., 2016). However, a major gap in knowledge involves the
prevalence of depression and associated factors in these settings (Yatham et al., 2018).

In Uganda, more than 75% of the population is under 30 years of age, and another 22.5% is between ages
18-30 (Ministry of Health of Uganda, 2017; Uganda Bureau of Statistics, 2017). Youth may face multiple
psychosocial stressors, including exposure to physical, emotional, interpersonal, and sexual violence
(Devries et al., 2017; Self-Brown et al., 2018; Swahn et al., 2018). Millions of children have been orphaned
by the AIDS epidemic and suffer high levels of psychosocial and psychological distress as a result
(Atwine et al., 2005). Children living in the slums of Kampala have reported high rates of abuse (N=380,
34.0%) and commercial sexual exploitation (N=593, 39%), (Clarke et al., 2016; Swahn et al., 2017; Swahn
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et al., 2016). Though country-wide poverty has declined signi�cantly in the recent decades, the
unemployment rate is disproportionately higher for youth versus adults and even higher among urban
and female youth when compared to their rural and male counterparts (Uganda Bureau of Statistics,
2017). Poverty and unemployment, in turn, make youth susceptible to forced-labour and sex tra�cking
(U.S. Department of State, 2017). Cumulatively, these stressors can contribute to signi�cant psychiatric
morbidity, including depression, anxiety, and post-traumatic stress disorder, especially among more
vulnerable young people (Kessler et al., 2015; Kilpatrick et al., 2003; Thapar et al., 2012).

The existing literature documenting the need for mental health care among groups of Ugandan youth is
very limited. Several studies have focused on the elevated psychological distress experienced by
Ugandan adolescents with HIV or exposed to war trauma, including being abducted to become child
soldiers (Amone-P’Olak & Ovuga, 2017; Knizek et al., 2017; Mutumba et al., 2017, 2016; Olak et al., 2015).
High rates of suicidal ideation among youth (N=1134, 23.54%), depressive symptoms among
adolescents (N=519, 21.0%), and anxiety disorders among children and adolescents (N=1680, 26.6%)
have also been reported (Abbo et al., 2013; Culbreth et al., 2018; Nalugya-Sserunjogi et al., 2016).

These �ndings underscore the importance of determining the prevalence of common mental illnesses
among groups of Ugandan youth in settings that could provide mental health care. Enabling young
people to enter the workforce is essential for reducing the burden of poverty in Uganda. Identifying key
groups of youth likely to enter the workforce and in need of mental healthcare is key to capitalizing on
their full socioeconomic potential. The present study attempts to address this critical gap in knowledge
by describing the prevalence of depression, anxiety, and PTSD among impoverished and unemployed
Ugandan youth participating in vocational training programs. We compare youth based on gender
because of depression’s well-established disproportionate prevalence among post-pubertal adolescent
and adult females across diverse settings (Kessler & Bromet, 2013; Thapar et al., 2012), as well as the
greater risk Ugandan female youth face for unemployment and sexual exploitation (U.S. Department of
State, 2017; Uganda Bureau of Statistics, 2017). Due to the unique stressors facing rural youth, including
proximity to health care, lacking daily necessities, and greater likelihood of unemployment, this study also
included an urban versus rural analysis (Cooper-Vince et al., 2018; Uganda Bureau of Statistics, 2017). 

Method
Study Sample and Setting

The study sample is comprised of youth ages 13-25 drawn from nine youth drop-in centres. The drop-in
centres are operated by Uganda Youth Development Link (UYDEL) a non-governmental organization
started in 1993 with the aim of enhancing socioeconomic opportunities for vulnerable and
disadvantaged young people. UYDEL targets young people who have been victims of commercial sexual
exploitation and child labour tra�cking, who have suffered from alcohol, drug, and substance abuse, and
who have little ability to obtain gainful employment without training and toolkits to begin gainful
employment. UYDEL provides evaluation of and support for these vulnerable youth, including vocational
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skills training and emotional support at 13 youth drop-in centres located in eight districts in the central
region of Uganda (Kampala, Wakiso, Mukono, Mubende, Mityana, Gomba, Sembabule, Bukomansimbi,
and Rakai). The study sample was drawn from �ve drop-in centres in urban settings and four drop-in
centres in rural settings. Because the rural drop-in centres operate a project exclusively for young women,
no males were drawn from the rural drop-in centres. All youth who visited the drop-in centres on the days
the research team held screenings were invited to participate. A total of 224 women and 81 men from the
urban drop-in centres and 157 women from the rural drop-in centres participated.

Data Collection Procedure

Prior to participating all youth completed informed consent. Staff members at the youth drop-in centres
interviewed each participant individually and entered data into tablets directly. Data was gathered
through October 2017 to May 2018. Less than 2% declined to participate.

Measures

Sociodemographic characteristics included age, sex, and education (less than secondary, some
secondary, and secondary school graduates). Food security was determined by a single question asking
about going without food for a whole day (24 hours) in the past month (never, at least once). Housing
status was evaluated by the number of rooms (single room, two rooms, three or more rooms) or
homelessness. Living situation was based on whether youth were living with their parents or with other
adults. Participants were also asked about a history of being tra�cked for work (yes/no). 

The PHQ-9 is a brief nine-item self-report assessment for screening, diagnosing, monitoring, and
measuring the severity of depression. The PHQ-9 asks about the degree to which the respondent has
been bothered by depressive symptoms over the past 14 days. Response options are measured from 0
(“Not at All”) to 3 (“Nearly Every Day”). Scores range from 0-27 and are categorized as minimal (0-4), mild
(5-9), moderate (10-14), or severe (15 or higher). Good construct, criterion, and external validity have been
demonstrated (Lotrakul et al., 2008).

Each study participant was asked to answer yes or no to the following questions about suicide risk: 1)
“Has there been a time in the past month when you have had serious thoughts about ending your life?”;
2) “Have you ever in your whole life tried to kill yourself or made a suicide attempt?”; and 3) “Have any of
your blood relatives committed suicide?”.

We assessed anxiety using the Generalized Anxiety Disorder 7 (GAD-7), a brief seven-item self-report
questionnaire for screening and assessing severity of generalized anxiety disorder. Response options
describe the number of days symptoms have been experienced over the past two weeks, from 0 (“Not at
All”) to 3 (“Nearly Every Day”). Scores range from 0-21 and are categorized as minimal (0-4), mild (5-9),
moderate (10-14), and severe (15 or higher). Reliability as well as criterion, construct, factorial, and
procedural validity have been well established (Lowe et al., 2008).
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After completing the PHQ-9, participants reported depression’s associated degree of functional
impairment by responding to “How di�cult have these problems made it for you?” (“not di�cult at all,”
“somewhat di�cult,” “very di�cult,” “extremely di�cult”). They reported the degree of anxiety-related
impairment in a similar fashion after completing the GAD-7. 

The Primary Care PTSD (PC-PTSD) Screen is a 4-item, self-report screening tool. It includes an
introductory sentence to cue respondents to traumatic events followed by four symptoms items
pertaining to a DSM-IV diagnosis of PTSD. Screens are considered positive if the participant answers yes
to any three items. A cut-off score of 3 is considered optimally sensitive for a probable diagnosis of PTSD
(Prins et al., 2004).

Data Analyses

We conducted bivariate analyses to compare gender (female vs. male) from urban and geographic area
(rural vs. urban) among females with sociodemographic factors and depression variables. We present
means with standard deviation for continuous variables or percentages for categorical variables. These
analyses used t-tests for continuous variables and Chi-square tests for categorical variables. For
variables with small cell sizes (expected values less than 5), we conducted sensitivity analyses using the
Fisher exact test, with no change in results.

Results
Sample characteristics of urban youth, male versus female

Table 1 presents the demographic similarities and differences between male (n=81) and female (n=224)
participants drawn from the �ve urban youth drop-in centres. Males (17.9+2.3, 13-24) and females
(17.9+2.2, 13-25) were of similar age. They reported similar educational background, food insecurity,
housing, and living arrangements. For example, only a very small percentage completed secondary
education (8.6% for males and 4.5% for females), and most lived in either one or two-room homes with
only 1.2-1.3% reporting homelessness. Nearly a third reported living with adults other than their parents
(30.6-31.9%), while a lesser though still notable number reported a history of being tra�cked for work
(9.9% for males and 14.7% for females). Male youth (53.1%) reported greater food insecurity compared to
female youth (33.9%).

Depression, suicide risk, anxiety, and PTSD for urban male versus female youth

As noted in Table 2, both male and female youth reported high rates of moderate (34.6-40.6%) and severe
(9.9%-11.2%) depression and somewhat depression-related impairment (25.9-35.7%). However, female
youth (26.8%) were more likely than males (12.3%) to report suicidal ideation in the past month, but both
groups shared similar histories of previous suicide attempts (16.0-22.8%) and family histories of suicide
(9.9-15.2%). The majority of youth reported mild (35.8-37.9%) to moderate (29-37%) anxiety; females
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experienced greater anxiety-related impairment (35.7% vs. 23.5%). More than half screened positive on
the PC-PTSD (51.9-54.5%).

Sample characteristics of female urban versus rural youth

Table 3 presents the demographic similarities and differences between females from the �ve urban
(n=224) and four rural (n=153) drop-in centres. The rural youth (19.3+2.4, 15-24) were older than the
urban youth (17.9+2.2, 13-25) but had similar educational backgrounds and housing arrangements. More
speci�cally, only 3.3-4.5% completed secondary school, while 0.7-1.3% were homeless, and a substantial
number (35.9-42.9%) were living in single-room dwellings. Compared to urban female youth, rural female
youth were more likely to report food insecurity (56.9% vs. 33.9%), a history of tra�cking (37.9% vs.
14.7%), and living with adults other than their parents (69.1% vs. 31.9%).

Depression, suicide risk, anxiety, and PTSD of female urban versus rural youth

The majority of youth reported moderate or severe depression and depression related impairment, but
rural youth reported a greater burden of severe depression (35.9% vs 11.2%) and impairment (56.9% vs
35.7%). Both groups reported similar lifetime histories of suicide attempts (21.6-22.8%) and family
histories of suicide (15.2-19.6%). However, rural youth were also more likely to report suicidal ideation in
the past month (37.9% vs. 26.8%). While the overall rates of moderate (29.4%) and severe (12.7%) anxiety
were high, rural youth were much more likely to report severe anxiety (26.1% vs. 3.6%). Rural youth
experienced greater anxiety-related impairment (55.6% vs 35.7%). Over half (54.5-62.1%) screened
positive on the PC-PTSD.

Discussion
High rates of depression, anxiety, and probable PTSD were reported among Ugandan youth attending
vocational training programs. Furthermore, just under a quarter of these youth considered or had
attempted suicide in the past. Over half of these youth felt that depression and anxiety made it very or
extremely di�cult for them to function. This strongly suggests that evidence-based interventions, such as
cognitive behavioural therapy, should be provided within these settings to support these youth as they
gain vocational skills and gain employment.

Several factors likely contribute to the high rates of emotional disorders and impairment noted in these
youth. They have low levels of educational attainment, and many experience extreme stressors such as
food insecurity. Nearly a quarter have been subjected to human tra�cking. These factors may help
explain depression differences based on gender and geographical residence. The current study found no
gender differences in rates of depression or related impairment, or rates of anxiety or PTSD. This is
surprising given that post-pubertal females are typically more likely to be depressed than males (Kessler
& Bromet, 2013; Thapar et al., 2012). It is possible that the occurrence of major stressors experienced by
both female and male youth in our sample may account for the high rates of depression among both
genders. In contrast, rural female youth were more likely than urban female youth to endorse severe
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depression and anxiety, as well as related impairment. Rural youth in the current sample were also more
likely to experience major stressors and a history of tra�cking, which may have contributed to their
heightened rates of depression.

Gender and geographic differences also emerged in suicide risk among youth in the current sample.
While female youth were more likely to endorse active SI, no differences emerged in rates of past suicide
attempts. Several studies have documented that females are more likely to experience SI and attempt
suicide than males (McKinnon et al., 2016). However, much of this research is based on high income
countries. Research examining suicide risk in African LMICs suggests that gender differences may not be
as pronounced as in high-income countries (WHO, 2019; McKinnon et al., 2016). Similarly, rural vs. urban
female youth were more likely to endorse SI but not SA. More population-level data is needed to
understand suicide in Uganda. The current �ndings indicate that among largely disadvantaged youth
who are preparing to enter the workforce, suicidal ideation and prior attempts are a signi�cant problem.

Existing studies have suggested that rates of psychopathology are high among Ugandan youth. However,
little is known about youth attending settings where services could potentially be provided. NGOs and
other organizations that provide services to youth often prepare them for the workforce, but maybe miss
important psychological problems that can further improve the chances youth will be able to maintain
work and stable life. Furthermore, youth who are already linked to a service, such as the drop-in centres in
our study, may be easier to engage in mental health care. Youth who are already engaged with a type of
service setting may experience fewer logistical barriers related to accessing mental health care. The
current study recruited youth from drop-in centres providing vocational training and emotional support to
disadvantaged youth. Despite being connected to some support at the drop-in centres, youth in the
current study still reported high rates of psychopathology. Fortunately, these youth have an opportunity to
develop vocational skills that could improve their lives signi�cantly. The social work staff in these
settings are potentially available to provide evidence-based care for depression and anxiety within the
vocational training program. Future research should examine the effectiveness of evidence-based mental
health treatments, such as cognitive-behavioural therapy, for disadvantaged youth in these settings.

Several limitations should be noted with this study. The participants are a volunteer sample, although
nearly all youth attending the programs were screened. The instruments were screening instruments and
might not be indicative of need for treatment for all youth who screened positive. Nonetheless, this study
clearly identi�es a need for mental health treatment to be embedded within vocational training programs
for Ugandan youth to improve the quality of their lives, as well as help them to potentiate the training.
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  Analytic
n

Overall
(n=305)

Male

(n=81)

Female
(n=224)

p-
value

Age  

  304 17.9±2.2(13-
25)

17.9±2.3(13-
24)

17.9±2.2(13-
25)

0.99

Education 0.365

Seven years of education or
less

305 151/305

(49.5%)

38/81

(46.9%)

113/224

(50.4%)

 

Some secondary education 305 137/305

(44.9%)

36/81

(44.4%)

101/224

(45.1%)

 

Secondary education
completed

305 17/305

(5.6%)

7/81

(8.6%)

10/224

(4.5%)

 

Food insecurity past month 0.002

Never 305 186/305

(61.0%)

38/81

(46.9%)

148/224

(66.1%)

 

At least once 305 119/305

(39.0%)

43/81

(53.1%)

76/224

(33.9%)

 

Housing 0.621

Homeless 305 4/305

(1.3%)

1/81

(1.2%)

3/224

(1.3%)

 

One room 305 137/305

(44.9%)

41/81

(50.6%)

96/224

(42.9%)

 

Two rooms 305 90/305

(29.5%)

23/81

(28.4%)

67/224

(29.9%)

 

Three or more rooms 305 74/305

(24.3%)

16/81

(19.8%)

58/224

(25.9%)

 

Living arrangements 0.839

With parents 254 174/254

(68.5%)

50/72

(69.4%)

124/182

(68.1%)

 

With others 254 80/254 22/72 58/182  
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(31.5%) (30.6%) (31.9%)

Tra�cked for work 0.272

Yes 305 41/305

(13.4%)

8/81

(9.9%)

33/224

(14.7%)

 

Table 2. Depression, suicide risk, anxiety, PTSD by gender (urban)
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  Overall

(n=305)

Male

(n=81)

Female

(n=224)

p-
value

PHQ-9 (depression) results 0.399

Minimal 63/305

(20.7%)

22/81

(27.2%)

41/224

(18.3%)

 

Mild 90/305

(29.5%)

23/81

(28.4%)

67/224

(29.9%)

 

Moderate 119/305

(39.0%)

28/81

(34.6%)

91/224

(40.6%)

 

Severe 33/305

(10.8%)

8/81

(9.9%)

25/224

(11.2%)

 

Depression related impairment 0.109

Very or extreme di�culty functioning 101/305
(33.1%)

21/81
(25.9%)

80/224
(35.7%)

 

Suicide risk        

Has there ever been a time in the past month when you
had serious thoughts about ending your life?

70/305

(23.0%)

10/81

(12.3%)

60/224

(26.8%)

0.008

Have you ever in your whole life tried to kill yourself or
made a suicide attempt?

64/305

(21.0%)

13/81

(16.0%)

51/224

(22.8%)

0.203

Have any of your blood relatives committed suicide? 42/305

(13.8%)

8/81

(9.9%)

34/224

(15.2%)

0.235

GAD-7 (anxiety) results 0.572

Minimal 86/305

(28.2%)

20/81

(24.7%)

66/224

(29.5%)

 

Mild 114/305

(37.4%)

29/81

(35.8%)

85/224

(37.9%)

 

Moderate 95/305

(31.1%)

30/81

(37.0%)

65/224

(29.0%)

 

Severe 10/305

(3.3%)

2/81

(2.5%)

8/224

(3.6%)
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Anxiety related impairment 0.043

Very or extreme di�culty functioning 99/305

(32.5%)

19/81
(23.5%)

80/224
(35.7%)

 

PC-PTSD (post-traumatic stress disorder) results

Screened positive 164/305

(53.8%)

42/81

(51.9%)

122/224

(54.5%)

0.686

Table 3. Sample characteristics of women by residential status (urban versus rural)
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  Analytic
n

Overall

(n=377)

Urban

(n=224)

Rural

(n=153)

p-
value

Age

  358 18.4±2.4,

13-25

17.9±2.213-
25

19.3±2.4, 15-
24

<0.001

Education 0.682

Less than seven years of
education

377 186/377
(49.3%)

113/224
(50.4%)

73/153
(47.7%)

 

Some secondary education 377 176/377
(46.7%)

101/224
(45.1%)

75/153
(49.0%)

 

Secondary education
completed

377 15/377
(4.0%)

10/224
(4.5%)

5/153
(3.3%)

 

Food insecurity past month <.001

Never 377 214/377
(56.8%)

148/224
(66.1%)

66/153
(43.1%)

 

At least once 377 163/377
(43.2%)

76/224
(33.9%)

87/153
(56.9%)

 

Housing 0.122

Homeless 377 4/377 (1.1%) 3/224 (1.3%) 1/153
(0.7%)

 

One room 377 151/377
(40.1%)

96/224
(42.9%)

55/153
(35.9%)

 

Two rooms 377 107/377
(28.4%)

67/224
(29.9%)

40/153
(26.1%)

 

Three or more rooms 377 115/377
(30.5%)

58/224
(25.9%)

57/153
(37.3%)

 

Living arrangement <.001

With parents 321 167/321
(52.0%)

124/182
(68.1%)

43/139
(30.9%)

 

With others 321 154/321
(48.0%)

58/182
(31.9%)

96/139
(69.1%)

 

Tra�cked for work

Yes 377 91/377
(24.1%)

33/224
(14.7%)

58/153
(37.9%)

<.001

Table 4. Depression, suicide risk, anxiety, PTSD for women by residential status (urban versus rural)
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  Overall

(n=377)

Urban

(n=224)

Rural

(N=153)

p-
value

PHQ-9 (depression) results <.001

Minimal 60/377
(15.9%)

41/224
(18.3%)

19/153
(12.4%)

 

Mild 109/377
(28.9%)

67/224
(29.9%)

42/153
(27.5%)

 

Moderate 128/377
(34.0%)

91/224
(40.6%)

37/153
(24.2%)

 

Severe 80/377
(21.2%)

25/224
(11.2%)

55/153
(35.9%)

 

Depression related impairment <.001

Very or extreme di�culty functioning 167/377
(44.3%)

80/224
(35.7%)

87/153
(56.9%)

 

Suicide risk

Has there ever been a time in the past month when you
had serious thoughts about ending your life?

118/377
(31.3%)

60/224
(26.8%)

58/153
(37.9%)

0.022

Have you ever in your whole life tried to kill yourself or
made a suicide attempt?

84/377
(22.3%)

51/224

(22.8%)

33/153
(21.6%)

0.783

Have any of your blood relatives committed suicide? 64/377
(17.0%)

34/224
(15.2%)

30/153
(19.6%)

0.261

GAD-7 (anxiety) results <.001

Minimal 89/377
(23.6%)

66/224
(29.5%)

23/153
(15.0%)

 

Mild 129/377
(34.2%)

85/224
(37.9%)

44/153
(28.8%)

 

Moderate 111/377
(29.4%)

65/224
(29.0%)

46/153
(30.1%)

 

Severe 48/377
(12.7%)

8/224
(3.6%)

40/153
(26.1%)

 

Anxiety related impairment <.001

Very or extreme di�culty functioning 165/377
(43.8%)

80/224
(35.7%)

85/153
(55.6%)

 

PC-PTSD (post-traumatic stress disorder) results

Screened positive 217/377
(57.6%)

122/224
(54.5%)

95/153
(62.1%)

0.141


