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Background: Depression represents a significant mental health problem (MHP)
in low- and middle-income countries (LMICs), especially among early adults.
Nevertheless, most early adults with depression do not seek treatment. Failure
to recognize depression and knowledge about mental health literacy (MHL) may
contribute to poor help-seeking behavior. This study assessed MHL, access and
barriers to mental health care for depression among early adults in Uganda.

Methods: Data were collected from students in two of the largest universities
in Uganda. Participants completed questionnaires on depression, MHL, sources
of barriers and opportunities for MH service. Regression analyses and parametric
tests were used to assess depression, access, barriers and opportunities to
promote MH.

Results: About 12 per cent (n = 56) of the respondents were at the level of
moderately severe to severe depression. Mental health literacy (MHL) scores
were generally low ranging from "Ability to recognize mental disorders” (mean
= 19.32, SD 3.22, range 18-32), and "Knowledge of risk factors” (mean = 4.39,
SD 1.17, range 2-8), and "Knowledge of available information” (mean = 9.59, SD
2.53, range 5-20). Respondents reported barriers such as “stigma/discrimination”
(65.53%), "lack of knowledge of where to receive help” (65.15%), “lack of trust
in health workers” (62.56%), and “distant health facilities” (19.70%) that impede
access to treatment and care. MHL significantly predicted depression (based on
a continuous scale) (B = 0.63, 95% confidence interval [Cl]: [0.56, 0.70]) with the
regression modelyielding a significant fit [R% =0.40, F (2, 460) = 189.84, p < 0.001].

Conclusions: MHL is low among university students amidst several barriers such
as stigma, fear, and lack of trust. To attenuate the negative effects of MHPs on
wellbeing and lower the increased risk of psychopathology into adulthood, it is
critical to prioritize MHL, address barriers to treatment and care, and develop the
requisite infrastructure to tackle depression among early adults.
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Key messages

What is already known on this topic

- The high prevalence of depression among early adults is widely recognized.
- Mental health literacy is low among early adults.
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What this study adds

- To attenuate the harmful effects of MHPs on depression and
lower the increased risk of psychopathology into adulthood,
it is critical to prioritize mental health literacy and address
barriers to treatment and care.

How this study might affect research,
practice or policy

- Prevention and intervention programs for early adults
suffering from depression may benefit from addressing mental
health literacy and tackling barriers to treatment and care to
reduce the toxic effects of depression among early adults.

- Tailored psychoeducation and self-help programs may
potentially reduce depression among early adults.

Introduction

According to the World Health Organization (WHO), 8% (~
586 million) of the total world population suffers from mental
illness (1). Most of the people suffering from mental health
problems, particularly early adults, are in low and middle-income
countries (LMICs), where 85% of the world’s population live and
80% of people with mental illnesses are found (2, 3). In Uganda,
several factors have been implicated in the development and
sustenance of mental disorders such as depression. These factors
include, inter alia, poverty (4), diseases (5), unemployment (6),
and war (7). Depression also represents a risk factor for other
mood disorders and substance abuse (8). Moreover, the burdens of
depression are increased since most people with depression never
seek treatment or usually do so late. Consequently, knowledge
about mental health problems (MHPs) such as depression, mental
health literacy, and barriers to mental health care is crucial to
developing interventions to address MHPs.

In Africa, Uganda is among the countries with high rates of
MHPs such as depression and anxiety disorders (9). The prevalence
of depression is estimated at 4.6% and anxiety at 2.9% (I, 10—
12), which sometimes are associated with suicidal behaviors (13).
Therefore, MHPs are a major public health concern in Uganda yet
the country spends only about 10% of its gross domestic product on
healthcare and a minuscule 1% on mental healthcare (10). Most of
this funding is spent at the national mental health referral facility at
Butabika Hospital in the capital city, leaving the majority of those
suffering from mental illness in the rural areas without any care
or service (10) except the mental health services provided by the
non-governmental organization (NGOs).

Most of the population in LMICs, especially early adults,
experience several barriers to mental health care including low
MHL and poor access to mental health services. MHL is defined
as knowledge and beliefs related to mental disorders that help
in diagnosing, managing, and preventing mental health problems
and is recognized as an important predictor of favorable mental
health outcomes (14, 15). Thus, improved MHL is essential for
early access, diagnosis, and interventions to alleviate psychological
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distress, particularly among adolescents and early adults (15—
17). Even though MHL has been widely studied in Europe and
North America, it remains under-studied in many LMICs including
Uganda, particularly among early adults (18). In Uganda, we found
only one study by Okello et al. (18) on mental health literacy among
early adults, which highlighted poor knowledge and attitudes of
early adults toward mental illness.

Low MHL, negative attitudes, and barriers to accessing mental
health care limit access to treatment and care for early adults
with MHPs (19). Failure to recognize depression as an illness
requiring treatment and knowledge that the treatment can be
beneficial may lead to poor help-seeking behaviors. Yet, improved
MHL has been associated with prevention, increased access to
mental health services, early diagnosis, early treatment and better
treatment outcomes (1). A study to increase public awareness
about depression was associated with positive attitude change that
improves help-seeking (20).

This study is rooted in the theory of MHL developed by
O’Connor and Casey (21). This theory is based on six pillars:
(1) the ability to recognize specific disorders or different types of
psychological distress, (2), knowledge of risk factors and causes,
(3) knowledge of self-treatment, (4) knowledge of professional
help available, (5) knowledge of where to seek information, and
(6) attitudes that promote recognition or appropriate help-seeking
behavior. The theory was used as a framework within which
to explain the unique needs and circumstances of early adults
regarding their mental health problems.

With a population of about 44 million people, it is estimated
that 14 million people in Uganda have mental illness representing
about 32% of the total population (22) up from a previous estimate
of about 24% a decade ago (23). Moreover, primary healthcare in
Uganda is weak and under-resourced in terms of funding, human
resources, and infrastructure, thus being unable to meet the mental
health needs of the people (22). Furthermore, Uganda has only 53
psychiatrists countrywide; many of whom are placed in towns and
cities leaving the rural areas where the majority of the population
lives without mental healthcare workers (22, 23).

For this reason, this study aimed to evaluate the MHL for
depression in a sample of early adults enrolled in universities in
Uganda. Specifically, the current study will: (1) assess MHL, (2)
measure the level of depression, (3) assess barriers to care for
depression, and (4) quantify the extent to which MHL predicts
depression among early adults. Previous studies indicate that
depression is more common among women than men (24) and
that more women access and use mental health services than men
(25), thus the current study will also examine gender differences
regarding MHL and depression.

Method

Design and sample

We conducted a quantitative study using cross-sectional design
to assess the levels of MHL and depression, barriers to care
and treatment, and the associations between MHL and levels
of depression among early adults following various courses in
tertiary education in 2022. In this study, a regression statistical
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analysis using G*Power 3.1.9.2 software was used to compute the
sample size (26). Based on an effect size of 0.8, a significance level
of @ = 0.05, and a statistical power of 1-8 = 0.8, the power
analysis indicated a sample size of 450 students enrolled in different
study programmes. Originally, 492 students were requested to
participate in the study, 17 of whom refused to take part, seven
(7) were underage, and (6) inadequately responded to the items
in the questionnaires. Accordingly, data from 462 participants,
representing a response rate of 94 per cent, of those originally
invited were included for analyses.

Procedure and ethical considerations

Lecturers and faculty administrators granted permission to
research assistants to distribute questionnaires during class hours
in the lecture rooms and theaters. The research assistants explained
the purpose of the study to the students and informed them
about the anonymity, confidentiality, and voluntary nature of
their participation in the study before the questionnaires were
distributed to the students. Next, the questionnaires were handed
to students who agreed to take part in the study. In addition, the
participants were requested not to indicate any identifying mark
on the questionnaire. The questionnaire took about 10 min to fill
out. Ethics approval for the current study was granted by Makerere
University Ethics Committee in 2022. All participants provided
written informed consent before the questionnaire was handed
to them.

Measures

In this study, a self-report questionnaire comprising the
following three sections: (1) socio-demographic questions (age,
gender, year of study, parental educational attainment, and (2)
Mental Health Literacy Scale (MHLS) developed by O’Connor and
Casey (21), and (3) the nine-item Patient Health Questionnaire
(PHQ-9) depression scale (27, 28) were used. Barriers to care for
depression were assessed by 11 items included in Table 3.

Patient health questionnaire-9 (PHQ-9)

The 9-item Patient Health Questionnaire (PHQ-9) (27, 28) is a
widely used depression screening instrument used in non-clinical
settings. The PHQ-9 is based on the 9 Diagnostic and Statistical
Manual of Mental Disorders, 4th Edition (DSM-IV) criteria of major
depression measured on a 4-point Likert-type scale from “0” (not at
all) to “3” (nearly every day) assessing depressive symptomatology
over the previous 2 weeks. The total score on the PHQ-19 ranges
from 0 to 27, with high scores meaning high depression. The
scores are interpreted as follows: no depression (0-4), mild (5-9),
moderate (10-14), moderately severe (15-19), or severe (20-27). A
cut-off score of 10 is suggested as indicating a possible diagnosis
of depressive disorder. The PHQ-9 has previously been used in
Uganda with excellent psychometric properties (29).
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The mental health literacy scale (MHLS)

The Mental Health Literacy Scale (MHLS) consists of 35
questions categorized into six dimensions: (1) ability to recognize
disorders, (2), knowledge of risk factors and causes, (3) knowledge
of self-treatment, (4) knowledge of available professional help, (5)
knowledge of where to seek information, and (6) attitudes that
promote recognition or appropriate help-seeking behavior. MHLS
was initially developed by O’Connor and Casey (21).

Ability to recognize disorders

This attribute consists of eight questions that were measured
using a 4-point Likert scale (very unlikely, unlikely, likely, very
likely). This attribute refers to “the ability to correctly identify
features of a disorder, a specific disorder, or category of disorders”.

Knowledge of risk factors and causes

This attribute was measured with two questions and using a
4-point Likert scale (very unlikely, unlikely, likely, very likely).
This attribute refers to “knowledge of environmental, social,
familial or biological factors that increase the risk of developing a
mental illness”.

Knowledge of self-treatment

This attribute consists of two questions that were measured
using a 4-point Likert scale (very unhelpful, unhelpful, helpful, very
helpful). This attribute refers to “knowledge of typical treatments
recommended by mental health professionals and activities that an
individual can conduct”.

Knowledge of professional help available

This attribute was measured with three questions and using a
4-point Likert scale (very unlikely, unlikely, likely, very likely). This
attribute refers to “knowledge of mental health professionals and
the services they provide”.

Knowledge of where to seek information

This attribute consists of four questions that were measured
using a 5- option Likert scale (strongly disagree, disagree, neither
agree nor disagree, agree, strongly agree). This attribute refers to
“knowledge of where to access information and capacity to do so”.

Attitudes that promote recognition or appropriate
help-seeking behavior

This attribute consists of sixteen questions and was measured
using a 5-option Likert scale (strongly disagree, disagree, neither
agree nor disagree, agree, strongly agree) or (definitely willing,
probably willing, neither willing nor unwilling, probably unwilling,
definitely unwilling). This attribute refers to “attitudes that impact
on the recognition of disorders and willingness to engage in help-
seeking behavior”.

frontiersin.org


https://doi.org/10.3389/fpubh.2023.1054918
https://www.frontiersin.org/journals/public-health
https://www.frontiersin.org

Amone-P'Olak et al.

The 35 MHLS items are grouped as follows: the ability
to recognize disorders (8 items), knowledge of where to
seek information (4 items), knowledge of risk factors and
causes (2 items), knowledge of self-treatment (2 items),
knowledge of professional help available (3
attitudes that promote recognition or appropriate help-
seeking behavior (16 items). The MHLS has vyielded very

good psychometric properties concerning internal consistency,

items) and

content and structural validity (30) and internal and test-
retest reliability (21). The internal consistency of the MHL
questionnaire as evaluated by Cronbach’s alpha was good and
0.873) (21). While there
are items related to the relevant attributes, they are often

acceptable at (Cronbach’s alpha =

considered together.

We performed principal component analyses (PCAs) using
the direct oblimin rotation method for the MHL scale based
on scores of the total sample (N = 462) to confirm the factor
structure of the instrument. The eigenvalues in the scree plot
(31) and the eigenvalue rule (32) were employed to decide on
the number of factors in the MHL scale. The construct validity
was computed based on the 35 items that constitute the MHL
scale. A Kaiser-Meyer-Olkin (KMO) value obtained was 0.71
(recommended value is 0.60). The Bartlett’s Sphericity test outcome
was X2 (43) = 1,239, p < 0.001, indicating sufficient correlation
structure to carry out the factor analyses employing the PCA
extraction technique. Subsequently, a PCA with a direct oblimin
rotation technique with a cut-off of 0.30 and using the Kaiser’s
(32) criterion of eigenvalues yielded a six-factor solution as the
best fit for the data, accounting for 67.1% of the variance.
Seven- to eight-factor solutions explained only 8 and 4% of the
variance, respectively.

Data analysis

Descriptive statistics (mean, SD, and range) were run to
assess the levels of MHL, depression and barriers to care for
depression. Domains of MHL and total MHL were standardized
to a mean of 0 and standard deviation (SD) of 1 (z scores)
before performing all the analyses. Univariate regression models
were fitted to assess the extent to which each of the domains
of MHL and total MHL scores predicted depression based on a
continuous scale. Finally, a multivariate regression model was fitted
to assess whether the MHL domains that significantly predicted
depression in univariable models uniquely and independently
predicted depression based on a continuous scale. The severity of
depressive symptoms was used as the dependent variable in a one-
way analysis of variance (ANOVA) with the different domains of
MHL as the independent variable. Tukey HSD test for multiple
comparisons was used to examine significant differences between
levels of severity of depression. To examine the possible modifying
effect of age and sex, we assessed the interaction between the
total MHL X age and the total MHL X sex on depression as
a continuous variable. All analyses were conducted using Mplus
version 8 (33) with a p-value of 0.05 to indicate the level
of significance.
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Results

Socio-demographic characteristics of
study participants

The overall socio-demographic characteristics of the study
population are presented in Table 1 based on data obtained
from 462 participants (male 268, 58%). The average age of
participants was 22.39 (SD = 2.13, range: 18-25) years with
male students (M = 23.83, SD = 1.78) significantly older
than their female peers (M = 21.25, SD = 1.96; t = 4.53, p
<0.01).

Levels of MHL and prevalence of
depression among study participants

Similarly, the different levels of MHL are presented in Table 1.
Compared to previous studies, the levels of MHL were generally
low in all domains of the MHL questionnaire (Table 1). Similarly,
female participants scored higher than their male peers on all
domains of MHL (Table 1) demonstrating that female students in
tertiary education were generally more literate than their male peers
regarding mental health. On the contrary, female students scored
higher than their male counterparts on depression. About 12 per
cent (n = 56) of the respondents were at the level of moderately
severe to severe depression.

Univariable regression analyses of domains
of MHL and total MHL and depression

Table 2 presents the results of the univariable regression models
of domains of MHL and total MHL on depression. Overall, all
the domains of MHL significantly predicted depression in separate
analyses (based on a continuous scale) in univariable regression
analyses (Table 2). Comparative Fit Indices (CFI) ranged from 0.96
to 0.98, and root mean square error of approximation (RMSEA)
ranged from 0.04 to 0.06 for the models for the separate models.
Often, CFI values (0.96) and RMSEA values of 0.06 indicate
excellent model fit (34, 35).

Multivariate regression analyses of domains
of MHL and depression

Table 3 presents the results of the multivariable regression
models aimed at assessing the extent to which the different
domains of MHL independently and uniquely predict depression.
The outcome of this analysis indicated that “knowledge
“help-
seeking attitudes”, and “knowledge of available information”

of risk factors”, “ability to recognize disorders”,
independently predicted depression. Likewise, the CFI was 0.96
and RMSEA was 0.05 for the multivariable regression model

(Table 3).
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TABLE 1 Socio-demographic characteristics, mental health literacy and depression among study participants.

Total Male Female
Mean/no (SD/%) Mean/no  (SD/%) Mean/no  (SD/%) t-test
Participants N =462 100% N =268 58% N =194 42%
Age 22.39 SD=2.13 23.83 SD 1.78 21.25 SD 1.96 2.52,p < 0.05
Mean (SD) Range @ Mean (SD) Range Mean(SD) Range
Mental health literacy subscales 62.87 (7.42) (29-130) 58.51 (6.83) (29-130) 67.23 (6.31) (29-130) 5.29, p < 0.001
Ability to recognize disorders (8 items) 19.32(3.22) (8-32) 18.01 (3.52) (8-32) 20.63 (2.52) (8-32)
Knowledge of risk factors (2 items) 4.39(1.17) (2-8) 3.84 (1.07) (2-8) 494 (1.23) (2-8)
Knowledge of self-treatment (2 items) 4.05(0.81) (2-8) 3.17 (0.84) (2-8) 4.93 (0.98) (2-8)
Knowledge of available help (3 items) 5.13 (1.15) (3-12) 4.37 (1.15) (3-12) 5.89 (1.78) (3-12)
Knowledge of available information (4 items) 9.59 (2.53) (5-20) 8.26 (2.71) (5-20) 10.92 (2.73) (5-20)
Help-seeking attitudes (16 items) 33.58 (4.28) (16-80) 31.57 (5.30) (16-80) 35.59 (5.11) (16-80)
Depression (PHQ-9 scores) 25.05 SD = 14.46 17.69 SD 13.08 28.09 SD 13.93 4.72,p < 0.001
Frequency % Frequency % Frequency % ‘
Minimal or no depression (0-4) N =241 52.2 N =156 58.2 N=285 43.8
Mild depression (5-9) N =98 21.2 N =55 20.5 N =43 222
Moderate depression (10-14) N=67 14.5 N=35 13.1 N=32 16.5
Moderately severe depression (15-19) N=41 8.9 N=17 6.3 N=24 124
Severe depression (20-27) N=15 32 N=5 1.9 N=10 5.1

N/n, number; SD, standard deviation.

TABLE 2 Univariable regression model of the unique influence of
different domains of mental health literacy and total mental health
literacy on depression based on a continuous scale.

TABLE 3 Multivariable regression model of the unique influence of
different domains of mental health literacy on depression based on a
continuous scale.

Mental health B (SE) p <value CFIl Mental health B(SE) p<value CFI RMSEA
literacy literacy
Age 0.02 (0.04) ns 0.95 0.06 Sex 0.15 (0.06) 0.05 0.95 0.05
Sex 0.21 (0.04) 0.01 0.95 0.06 Knowledge of risk 0.23 (0.04) 0.01

factors
Knowledge of risk factors 0.41 (0.04) 0.01 0.96 0.05

Ability to recognize 0.18 (0.05) 0.05
Ability to recognize 0.34 (0.04) 0.01 0.95 0.06 disorders
disorders

Help-seeking attitudes 0.17 (0.06) 0.05
Help-seeking attitudes 0.33 (0.04) 0.01 0.95 0.06

Knowledge of available 0.16 (0.06) 0.05
Knowledge of available 0.33 (0.04) 0.01 0.96 0.05 information
information

B, standardized beta; SE, standard errors; CFI comparative fit indices; RMSEA, root mean
Knowledge of 0.28 (0.04) 0.01 0.96 0.06 squared error of approximation; ns, not significant.
self-treatment
K ledge of availabl 0.25 (0.04 0.01 0.95 0.05 . . .
heri;w ccge of avarble ©04) MHL and sex and total MHL the interaction terms did not confer
any additional significant influence on depression among the early

Total MHL 063 (004 0ot 097 0.05 adults. The results of the interaction analyses are not presented but

B, standardized beta; SE, standard errors; CFI, comparative fit indices; RMSEA, root mean
squared error of approximation; ns, not significant; MHL, mental health literacy. All
significant associations are in bold.

Moderating effects of age and sex on
depression

Sex and age did not significantly modify the effect of MHL on
depression. After entering the interaction terms of age with total
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were as follows: age X total MHL: p = —0.08, 95% CI (—0.16, 0.01)
and sex X total MHL: b = 0.06, 95% CI (—0.03, 0.15).

Barriers to seeking help for depression

Participants who scored higher (scores 15-27) and were in
the range of moderately severe to severe depression as measured
by PHQ-9 reported significantly more barriers to care than those
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TABLE 4 Perceived barriers to seeking help for depression stratified by scores 0-14 and 15-27 on PHQ-9.

S/No  Barriers to seeking help for depression PHQ-9 scores HQ-9 scores x2 (1, N = 462)
(0-14) (n = 406) —27) (n = 56) p-value

1 Fear of stigma/discrimination from the community 262/406 (65.53%) 42/56 (75.00%) x? =48.11, p<0.05
2 Do not know where to receive help from 261/406 (65.15%) 39/56 (69.64%) x> =5843p < 0.05
3 Fear of break-up 257/406 (63.30%) 37/56 (66.07%) x:= 97.28,p < 0.05
4 Lack of trust in help providers 254/406 (62.56%) 43/56 (76.79%) X? =6.47,p < 0.05

5 Busy (studying, business, etc.) 253/406 (62.32%) 36/56 (64.29%) %2 =61.30,p < 0.05
6 Counseling does not help much 200/406 (49.26%) 35/56 (62.50%) X = 23.05,p < 0.05
7 Do not know where to go 194/406 (47.78%) 34/56 (60.71%) X = 35.42,p < 0.05
8 Financial difficulties 169/406 (41.63%) 32/56 (57.14%) x:= 57.33,p < 0.05
9 Fear of problems worsening 159/406 (39.16%) 29/56 (51.79%) x?=36.12,p < 0.05
10 Distant health facility (hospital) 80/406 (19.70%) 27/56 (48.21%) X = 18.45,p < 0.05
11 Traditional healers 63/406 (15.52%) 13/56 (23.21%) %2 =9.41,p <0.05

PHQ-9-9-item patients health questionnaire.

who scored lower (i.e., scores between 0 and 14) (Table 3). The
majority reported a lack of trust in help providers, “stigma”, lack

of knowledge about where to get help, and “fear” (Table 4).

Discussion

From the onset, the current study aimed to assess MHL, how
it was associated with depression and the barriers to accessing
services to mitigate depressive symptoms among students pursuing
higher education in Uganda. The current study showed low levels
of mental health literacy, high levels of depressive symptomatology,
and many barriers to accessing services that may improve
knowledge of why early adults with depression do not access
mental health services. The fact that well-educated early adults
in institutions of higher learning could have such low levels of
MHL serves as a yardstick for later studies on MHL for depression
and other MHPs for folks in the community. Previous studies
showed that participants with low MHL were 3 times more likely to
have depression (36). Furthermore, there were gender differences
regarding MHL and depression. The gender differences highlight
the need to factor gender in intervention designs.

The results of this study suggest that, indeed, low MHL
predicts adverse mental health problems such as depression. All
domains of MHL significantly predicted depression (see Table 2).
Consequently, improved mental health literacy skills may inform
interventions to reduce depression that is common among early
adults in institutions of higher learning where MHPs appear to be
on the increase (7, 37).

Agreement with previous studies

The results of this study agree with previous studies that MHL
predicts poor mental health outcomes such as depression (36).
Regarding the prevalence of depression, our findings are in tandem
with previous findings with similar rates of depression among
students pursuing higher education in tertiary institutions (7, 37).
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If we took the cut-off points of a score of 10 on the PHQ-9
questionnaire, those with moderate to severe depression were 26.6
per cent (n = 123) and those with moderately severe and severe
depression were 12.1% (n = 56). On the other hand, MHL was very
low for all the dimensions of the MHL questionnaire (38).

On the predictors of depression by different dimensions of
MHL, we could not point to specific dimensions as the main
predictors because many of them were significantly correlated in
preliminary analyses indicating that they were possibly working in
tandem to predict depression. There may be several mechanisms
through which depression and MHL may be related. For instance,
lack of knowledge about MHPs (e.g., depression), stigma and low
access to services have been associated with poor help-seeking
behaviors (39).

Limitations and strengths of the study
findings

The results of this study may be limited in many ways. First,
the cross-sectional design may inherently include biases arising
from self-report measures. Second, the homogenous sample of
university students (e.g., in terms of age, education, or income)
may not be representative of early adults out of school, thus,
it may be difficult to extrapolate the results to other samples
of early adults outside school. Third, the source of information
for both MHL and depression is the same. Consequently, this
might have led to inflated coeflicients as a result of biases arising
from the same source variance. Last, other factors such as sources
of depression, background characteristics, and anxieties related
to the COVID-19 pandemic were not assessed or adjusted for
in the analyses. These factors might have inflated depressive
symptoms. Nevertheless, the current study adds to the scanty
literature on mental health literacy in low- and middle-income
countries, particularly among early adults. Finally, we employed
the robust multivariate rigorous structural equation modeling
technique known to reduce measurement errors, increasing the
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credibility of our results. Furthermore, the Mplus software is
recognized to be robust enough to limit the effects of type II errors
(34, 35). The fit indices in the Mplus software such as RMSEA (0.06)
and CFI (0.95) yielded acceptable limits for this study (34, 35).

Implications of the findings

Knowledge about the low levels of MHL and depression
and that low levels of MHL predict depression are crucial in
planning interventions to educate early adults about common
mental disorders and access mental health services. With the
increase in depression and other common mental disorders, more
research and interventions are required to understand the sources
of common mental disorders and to educate and empower early
adults to reduce the toxic and long-term effects of mental illness.
Knowledge of common mental disorders is critical in creating
awareness and accessing mental health services. Nonetheless, it
is imperative to be aware that improving knowledge alone may
not be adequate to increase the uptake of mental health services.
Stigma and other barriers to treatment and care need to be tackled
too. The results of this study should herald further longitudinal
studies with bigger sample sizes to delineate the role of MHL in the
awareness and access to mental health services among students in
institutions of higher learning. Mainly, research should emphasize
MHL in overcoming the barriers to treatment and care such as
lack of trust, stigma, and knowledge of where to receive help,
among others. Programs on interventions to reduce depression
should target students with various forms of life challenges such as
academic stress, relationship difficulties, and financial stress, among
others. The early adult population at risk of serious depression
needs to be treated, so higher education institutions should set up
counseling clinics and psychosocial support services.

Conclusion

The lack of policy frameworks that address MHPs, stigma, fear,
and limited access to mental health professionals and services are
some of the factors contributing to the low level of MH literacy
among university students. Opportunities exist for simple, less
costly and easy-to-follow stress management techniques offered
by non-professionals. Developing MH infrastructure to address
MHPs and interventions to address low MHL and poor attitudes
to increase service use is required. To attenuate the negative

References

1. WHO (2017). Depression and other common mental disorders: global health
estimates (No. WHO/MSD/MER/2017, 2). Geneva: World Health Organization.

2. Patel V. Mental health in low-and middle-income countries. Br Med Bull. (2007)
81:81-96. doi: 10.1093/bmb/ldm010

3. Rathod S, Pinninti N, Irfan M, Gorczynski P, Rathod P, Gega L, et al. Mental health
service provision in low- and middle-income countries. Health Serv Insights. (2017)
28:1-7. doi: 10.1177/1178632917694350

4. Ssebunnya J, Kigozi F, Lund C, Kizza D, Okello E. Stakeholder perceptions of
mental health stigma and poverty in Uganda. BMC Int Health Hum Rights. (2009)
9:1-9. doi: 10.1186/1472-698X-9-5

Frontiersin Public Health

10.3389/fpubh.2023.1054918

effects of MHPs on depression and lower the increased risk of
psychopathology into adulthood, it is critical to prioritize MHL,
address barriers to treatment and care, and develop the requisite
infrastructure to tackle depression among early adults.

Data availability statement

The
article will be

raw data supporting the conclusions of this

made available by the authors, without

undue reservation.

Ethics statement

The studies involving human participants were reviewed
and approved by Makerere University Human Research Ethics
Committee. The patients/participants provided their written
informed consent to participate in this study.

Author contributions

KA-P’O was responsible for this study, conceived, and designed
the study. KA-P’O, BO, AIK, and HK participated in preparing the
manuscript, read, and approved the final manuscript. All authors
contributed to the article and approved the submitted version.

Conflict of interest

The authors declare that the research was conducted in the
absence of any commercial or financial relationships that could be
construed as a potential conflict of interest.

Publisher’s note

All claims expressed in this article are solely those
of the authors and do not necessarily represent those of
their those of the publisher,
the editors and the reviewers. Any product that may be

affiliated organizations, or

evaluated in this article, or claim that may be made by
its manufacturer, is not guaranteed or endorsed by the
publisher.

5. Vancampfort D, Byansi PK, Namutebi H, Kinyanda E, Bbosa RS, Ward PB, et al.
The efficacy of lay health workers-led physical activity counselling program in patients
with HIV and mental health problems: a real-world intervention from Uganda. AIDS
Care. (2021) 33:1189-95. doi: 10.1080/09540121.2021.1874268

6. Hawkins C, Bwanika JM, Ibanda M. Socio-economic factors associated with
mental health disorders in Fort Portal, western Uganda. South African ] Psychiatry.
(2020) 26:1-8. doi: 10.4102/sajpsychiatry.v26i0.1391

7. Amone-P’Olak K, Letswai NK. The relationship between adverse
childhood  experiences and depression: A  cross-sectional survey with
university students in Botswana. South African ] Psychiatry. (2020)

26:a1444. doi: 10.4102/sajpsychiatry.v26i0.1444

frontiersin.org


https://doi.org/10.3389/fpubh.2023.1054918
https://doi.org/10.1093/bmb/ldm010
https://doi.org/10.1177/1178632917694350
https://doi.org/10.1186/1472-698X-9-5
https://doi.org/10.1080/09540121.2021.1874268
https://doi.org/10.4102/sajpsychiatry.v26i0.1391
https://doi.org/10.4102/sajpsychiatry.v26i0.1444
https://www.frontiersin.org/journals/public-health
https://www.frontiersin.org

Amone-P'Olak et al.

8. Nalwadda O, Rathod SD, Nakku J, Lund C, Prince M, Kigozi F et al
Alcohol use in a rural district in Uganda: findings from community-based
and facility-based cross-sectional studies. Int ] Ment Health Syst. (2018) 12:1-
10. doi: 10.1186/s13033-018-0191-5

9. Miller AP, Kintu M, Kiene SM. Challenges in measuring depression among
Ugandan fisherfolk: a psychometric assessment of the Luganda version of the Center
for Epidemiologic Studies Depression Scale (CES-D). BMC Psychiatry. (2020) 20:1-
13. doi: 10.1186/512888-020-2463-2

10. Molodynski A, Cusack C, Nixon J.
desperate  challenges but real opportunities.
100. doi: 10.1192/52056474000002129

11. WHO-AIMS report (2006). Mental Health System in Uganda. Kampala, Uganda.
12. WHO  report (2019). Mental World Health
Organization (WHO).

13. Hosein Farzaei M, Bahramsoltani R, Rahimi R, Abbasabadi E Abdollahi M. A
systematic review of plant-derived natural compounds for anxiety disorders. Current
Topics Med Chem. (2016) 16:1924-42. doi: 10.2174/1568026616666160204121039

14. Jorm AF, Korten AE, Jacomb PA, Christensen H, Rodgers B, Pollitt P. Public
beliefs about causes and risk factors for depression and schizophrenia. Soc Psychiatry
Psychiatr Epidemiol. (1997) 82:143-8. doi: 10.1007/BF00794613

Mental healthcare in Uganda:
BJPsych  Int. (2017) 14:98-

disorders.  Geneva:

15. Wei Y, McGrath PJ, Hayden J, Kutcher S. Measurement properties of mental
health literacy tools measuring help-seeking: a systematic review. ] Mental Health.
(2017) 26:543-55. doi: 10.1080/09638237.2016.1276532

16. Reavley NJ, Morgan AJ, Jorm AF. Development of scales to assess mental
health literacy relating to the recognition of and interventions for depression, anxiety
disorders and schizophrenia/psychosis. Aust New Zealand ] Psychiatry. (2014) 48:61-
9. doi: 10.1177/0004867413491157

17. Waldmann T, Staiger T, Oexle N, Riisch N. Mental health literacy and help-
seeking among unemployed people with mental health problems. ] Mental Health.
(2019) 2019:1-7. doi: 10.1080/09638237.2019.1581342

18. Okello ES, Abbo C, Muhwezi WW, Akello G, Ovuga E. Mental health literacy
among secondary school students in North and Central Uganda: a qualitative study.
World Cult Psychiatry Res Rev. (2014) 9:70.

19. Nejatian M, Tehrani H, Momeniyan V, Jafari A. A modified version of the
mental health literacy scale (MHLS) in Iranian people. BMC Psychiatry. (2021) 21:1-
11. doi: 10.1186/s12888-021-03050-3

20. Kim EJ, Yu JH, Kim EY. Pathways linking mental health literacy to professional
help-seeking intentions in Korean college students. J Psychiatr Ment Health Nurs.
(2020) 27:393-405. doi: 10.1111/jpm.12593

21. O’Connor M, Casey L. The mental health literacy scale (MHLS): a new
scale-based measure of mental health literacy. Psychiatry Res. (2015) 229:511-
6. doi: 10.1016/j.psychres.2015.05.064

22. Opio JN, Munn Z, Aromataris E. Prevalence of mental disorders in
Uganda: a systematic review and meta-analysis. Psychiatr Q. (2022) 93:199-
226. doi: 10.1007/s11126-021-09941-8

23. Kigozi F, Ssebunnya J, Kizza D, Cooper S, Ndyanabangi S. An overview of
Uganda’s mental health care system: results from an assessment using the World Health

Frontiersin Public Health

08

10.3389/fpubh.2023.1054918

Organization’s Assessment Instrument for Mental health Systems (WHO-AIMS). Int J
Ment Health Syst. (2010) 4:1-9. doi: 10.1186/1752-4458-4-1

24. Marcus  SM, Kerber KB, Rush AJ, Wisniewski SR, Nierenberg
A, Balasubramani G, et al. Sex differences in depression symptoms in
treatment-seeking  adults:  confirmatory analyses from the Sequenced

Treatment Alternatives to Relieve Depression study. Compr Psychiatry. (2008)
49:238-46. doi: 10.1016/j.comppsych.2007.06.012

25. Pattyn E, Verhaeghe M, Bracke P. The gender gap in mental health service use.
Soc Psychiatry Psychiatr Epidemiol. (2015) 50:1089-95. doi: 10.1007/s00127-015-1038-x

26. Faul E Erdfelder E, Buchner A, Lang AG. Statistical power analyses using G*
Power 3.1: tests for correlation and regression analyses. Behav Res Methods. (2009)
41:1149-60. doi: 10.3758/BRM.41.4.1149

27. Kroenke K, Spitzer RL. The PHQ-9: a new depression diagnostic and severity
measure. Psychiatr Ann. (2002) 32:509-15. doi: 10.3928/0048-5713-20020901-06

28. Kroenke K, Spitzer RL, Williams JB. The patient health questionnaire-
2: validity of a two-item depression screener. Med Care. (2003) 1284-
92. doi: 10.1097/01.MLR.0000093487.78664.3C

29. Miller AP, da Silva CE, Ziegel L, Mugamba S, Kyasanku E, Bulamba RM,
et al. Construct validity and internal consistency of the Patient Health Questionnaire-
9 (PHQ-9) depression screening measure translated into two Ugandan languages.
Psychiatry Res Commun. (2021) 1:100002. doi: 10.1016/j.psycom.2021.100002

30. Wei Y, McGrath PJ, Hayden J, Kutcher S. Measurement properties of tools
measuring mental health knowledge: a systematic review. BMC Psychiatry. (2016)
16:1-16. doi: 10.1186/512888-016-1012-5

31. Cattell RB. Scree test for number of factors. Multivar Behav Res. (1966) 1:245-
76. doi: 10.1207/s15327906mbr0102_10

32. Kaiser HF. The application of electronic-computers to factor-analysis. Educ
Psychol Meas. (1960) 20:141-51. doi: 10.1177/001316446002000116

33. Muthén LK, Muthén BO. Mplus User’s Guide (Version 7). Los Angeles, CA:
Author (1998). p. 1008.

34. Hu L, Bentler PM. “Evaluating model fit,” In: Hoyle RH ed, Structural equation
modelling: concepts, issues, and applications. Thousand Oaks: Sage (1995). p. 76-99.

35. Kline RB. Principles and Practices of Structural Equation Modelling, 3rd ed.
Guildford Press, New York (2011).

36. Gazmararian J, Baker D, Parker R, Blazer DG. A multivariate analysis of
factors associated with depression: evaluating the role of health literacy as a potential
contributor. Arch Intern Med. (2000) 160:3307-14. doi: 10.1001/archinte.160.21.3307

37. Hetolang, L. T. and Amone-P’Olak, K. (2018). The associations between stressful
life events and depression among students in a university in Botswana. South Afr |
Psychol. 48:255-67. doi: 10.1177/0081246317711793

38. Ganasen KA, Parker S, Hugo CJ, Stein DJ, Emsley RA, Seedat S, et al.
Mental health literacy: focus on developing countries. Afr J Psychiatry. (2008) 11:23-
8. doi: 10.4314/ajpsy.v11i1.30251

39. Almanasef M. Mental health literacy and help-seeking behaviours among

undergraduate pharmacy students in Abha, Saudi Arabia. Risk Manag Healthc Policy.
(2021) 14:1281. doi: 10.2147/RMHP.S289211

frontiersin.org


https://doi.org/10.3389/fpubh.2023.1054918
https://doi.org/10.1186/s13033-018-0191-5
https://doi.org/10.1186/s12888-020-2463-2
https://doi.org/10.1192/S2056474000002129
https://doi.org/10.2174/1568026616666160204121039
https://doi.org/10.1007/BF00794613
https://doi.org/10.1080/09638237.2016.1276532
https://doi.org/10.1177/0004867413491157
https://doi.org/10.1080/09638237.2019.1581342
https://doi.org/10.1186/s12888-021-03050-3
https://doi.org/10.1111/jpm.12593
https://doi.org/10.1016/j.psychres.2015.05.064
https://doi.org/10.1007/s11126-021-09941-8
https://doi.org/10.1186/1752-4458-4-1
https://doi.org/10.1016/j.comppsych.2007.06.012
https://doi.org/10.1007/s00127-015-1038-x
https://doi.org/10.3758/BRM.41.4.1149
https://doi.org/10.3928/0048-5713-20020901-06
https://doi.org/10.1097/01.MLR.0000093487.78664.3C
https://doi.org/10.1016/j.psycom.2021.100002
https://doi.org/10.1186/s12888-016-1012-5
https://doi.org/10.1207/s15327906mbr0102_10
https://doi.org/10.1177/001316446002000116
https://doi.org/10.1001/archinte.160.21.3307
https://doi.org/10.1177/0081246317711793
https://doi.org/10.4314/ajpsy.v11i1.30251
https://doi.org/10.2147/RMHP.S289211
https://www.frontiersin.org/journals/public-health
https://www.frontiersin.org

	Barriers to treatment and care for depression among the youth in Uganda: The role of mental health literacy
	Key messages
	What is already known on this topic
	What this study adds
	How this study might affect research, practice or policy

	Introduction
	Method
	Design and sample
	Procedure and ethical considerations
	Measures
	Patient health questionnaire-9 (PHQ-9)
	The mental health literacy scale (MHLS)
	Ability to recognize disorders
	Knowledge of risk factors and causes
	Knowledge of self-treatment
	Knowledge of professional help available
	Knowledge of where to seek information
	Attitudes that promote recognition or appropriate help-seeking behavior

	Data analysis

	Results
	Socio-demographic characteristics of study participants
	Levels of MHL and prevalence of depression among study participants
	Univariable regression analyses of domains of MHL and total MHL and depression
	Multivariate regression analyses of domains of MHL and depression
	Moderating effects of age and sex on depression
	Barriers to seeking help for depression

	Discussion
	Agreement with previous studies
	Limitations and strengths of the study findings
	Implications of the findings

	Conclusion
	Data availability statement
	Ethics statement
	Author contributions
	Conflict of interest
	Publisher's note
	References


