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Abstract 

Low income pregnant HIV positive women appear vulnerable because of a host of challenges 
associated with their economic, HIV, and pregnancy status. This study attempted to explore their 
psychological distress and resilience level, associated socio-demographic factors and possible 
relationships between distress and resilience.  For this purpose, a sample of 44 Low income 
pregnant HIV positive women were drawn to be compared with two parallel  groups of a similar 
background (42 Low income pregnant but HIV negative and 34 low income non-pregnant but 
HIV positive groups) from Addis ketema Kifle ketema.  Psychological Distress Scale and 
Resilience Scale were employed to generate data from this group along with other background 
search questions attached to these scales.  Findings indicated that although psychological 
distress was significantly correlated with the resilience of participants, these two variables were 
characteristically different among the participants in so many ways. First and foremost, while 
low income pregnant HIV positive women were significantly more distressed than the other 
groups, resilience score was found to be comparable among the three groups. Furthermore, 
although housing status and number of children were not making significant differences in 
psychological distress and resilience level and yet marital status was rather an important factor 
in both cases such that the currently non-married groups were significantly more distressed and 
less resilient, educational level and place of birth were, however, noted playing a different role 
in the two variables. That is, while psychological distress seemed to significantly reduce with 
increase in educational level, this difference in educational level didn’t, however bring 
differences in resilience score. In the same way, while place of birth didn’t affect psychological 
distress, the outside Addis Ababa groups were, however, found to be more resilient. 
Recommendations were given as to how to intervene to reduce psychological distress and boost 
resilience.  
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I. INTRODUCTION 

1.1. Background 
The epidemiological trend of human immunodeficiency virus (HIV) in 2016 is encouraging, with 

the decline of death from HIV/AIDS by 40% since 2000 (WHO, 2015; UNAIDS, 2015). 

According to the UNAIDS global report at the ending of 2014, 36.9 million people were living 

with HIV, 2 million people were newly infected, and 1.2 million had died from HIV related 

causes. Since 1990, this is the lowest number of new infections that the world has experienced in 

20 years. Most importantly, the numbers of 15-24 years old that are acquiring HIV infection 

have declined from 980,000 (930,000-1,020,000) in 2000 to 620,000 in 2014. This decline is 

largely attributed to Sub Saharan Africa (SSA) where 41% reduction was seen in new HIV 

infections from 2000-2014 (WHO, 2015).  

 

Even though the death rate from AIDS has decreased significantly since the 1980s and 1990s due 

to the advent of more effective medications, HIV/AIDS is still considered to be a serious medical 

condition with many behavioral, cultural, social, psychological, and biological ramifications 

(Samji et al., 2013). HIV/AIDS is also one of the most destructive diseases humankind has ever 

faced. It brings with it profound social, economic and public health consequences. It has become 

one of the world’s most serious health and development challenges. HIV is still a leading cause 

of death worldwide.  

 

Many of the countries hardest hit by HIV also suffer from other serious issues, for example, 

infectious diseases, poverty, food insecurity and facing psychological problem due to stigma and 

discrimination. Women represented approximately 57 percent of all adults living with HIV 

worldwide (WHO, 2013). Women are biologically more susceptible to HIV. In addition to 

suffering from gender inequalities, discrimination and violence can also increase their 

vulnerability to infection.  Young women (aged 15-24) have an especially high risk of acquiring 

HIV, with infection rates twice as high than in young men (WHO,2013).In some countries HIV 

continues to disproportionately affect three categories of populations: people who use drugs, men 

who have sex with men (MSM) and sex workers.  Several structural factors, including poverty, 

discrimination and stigma interact to prevent a better access to essential information, prevention 



and treatment services amongst these vulnerable communities. (Global fact sheet, HIV/AIDS, 

2014) 

Sub-Saharan Africa is a low economic and the hardest hit region by the epidemic. By the end of 

2014, 25.8 million people (70%) were living with HIV of who 2.3 million were children <15 

years of age and 58% were women (UNAIDS, 2014; 2015).In 2014, 1.4 million newly infected 

adults and children resided in SSA (UNAIDS, 2015). Children <15 years old accounted for an 

estimate of 190,000 of the new infections and 130,000 deaths in 2014 (UNAIDS 2015). There 

are regional variations in the severity of the epidemic within Sub- Saharan Africa (WHO, 2015). 

The worst affected sub region is Southern African countries with the highest HIV prevalence 

among 15-49 age adults: Swaziland (31%), Lesotho (26.7%), Zimbabwe (17.7%), South Africa 

(14.1%), Mozambique (13.1%) and Malawi (12.9%) (WHO, 2015). 

 

Since the start of the global HIV epidemic, women have been disproportionately affected by HIV 

in many regions. Data from WHO Africa Region indicate that women were twice more likely to 

be infected than men in all Sub-Sahara African countries (WHO, 2015), and acquire HIV 

infection 5-7 years earlier than men (UNAIDS, 2014). Out of the 2.8 million, aged 15-24, living 

with HIV, 63% are women (Dellar, et al., 2015; UNAIDS, 2014). Today, women constitute more 

than half of all people living with HIV (Foundation for AIDS Research, 2015).  AIDS-related 

illnesses remain the leading cause of death for women of reproductive age (15-44) (UNAIDS, 

2015) . Young women (10-24 years) and adolescent girls (10-19 years) in particular, account for 

a disproportionate number of new HIV infections. In fact, young women are twice as likely to 

acquire HIV as their male counterparts. In 2015, there were on average 4,500 new HIV infections 

among young women every week, double the number in young men (UNAIDS, 2016).In 

Ethiopia, the prevalence in Addis Ababa is 5.2% with the prevalence among men being 4.3% and 

among women 6.0%(DHS 2011). 

 

Antenatal clinic (ANC) sentinel surveillance data has in fact shown that HIV prevalence among 

pregnant women declined from 5.7% in 2003 to 3.3% in 2007 and to 2.3% in 2012(Antenatal 

Surveillance Report, 2014). Despite the declining trend in HIV prevalence, significant challenges 

still remain in addressing the life of those HIV positive pregnant women,(FHAPCO, 2014). 

Particularly associated with economic constraints that would possibly trigger or got perpetuated 



by psychological problems. Low income HIV positive pregnant women are, despite their own 

personal concerns, expected to carry the bulk of the burden of caring for their household often 

without much health and welfare support, particularly in underserved areas with limited 

resources. Such burden may be almost intolerable, increasing vulnerability to physical and 

emotional breakdown as well as the loss of livelihoods and the economic collapse of households. 

In fact, some women may experience resilience while others may not. This study attempts to 

explore psychological distress and resilience of low income HIV positive pregnant women in 

Addis Ababa. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

1.2. Problem Statement  



 

Low income HIV positive pregnant women appear to harbor a range of problems. To begin with, 

this is a country in which women still stager to liberate themselves from the gender inequalities 

that predispose them to different kinds of problems. Furthermore, pregnancy is a moment in life 

that predisposes women to other challenges. Added to this fragile status, having HIV in one’s 

blood is obviously distressing by its nature not only because it entails a deadly disease, stigma 

and discrimination, but also that the HIV positive pregnant women would feel that bearing a 

child may be another double subjective burden during pregnancy and after giving birth; because 

a newly born child is highly vulnerable to the transmission of the virus to his/her blood. 

Economic problem is another burden to the pregnant HIV positive women (Solomon and Girma, 

2014). 

These generally mean that low income HIV positive pregnant women are likely to develop, 

among so many other concerns, what is commonly called ‘psychological distresses. According to 

Caron and Liu (2010), psychological distress is a negative state of mental health that may affect 

individuals directly or indirectly throughout lifetime and connections with other physical and 

mental health conditions.  

Solomon  and Girma (2014) studied generalized psychological distress among HIV-infected 

patients enrolled in antiretroviral treatment in Dilla University Hospital, Gedeo zone, Ethiopia. 

According to them, psychological disorder (like depression and anxiety)is potentially dangerous 

because, in the context of HIV/AIDS, it can influence health-seeking behavior or uptake of 

diagnosis and treatment for HIV/AIDS, create difficulty in adherence to treatment, and increase 

the risk of mortality and morbidity(Solomon and Girma, 2014). Although this research somehow 

addressed psychological distress, it didn’t address the possibility of recovery, resilience, from 

such problem. 

Another foreign study (Herek, Saha&Burack,  2013) has examined psychological distress in a 

better detail associating it with stigma and discrimination. Using a sample of 197 people living 

with HIV/AIDS, these researchers examined how awareness of societal stigma (felt stigma) and 

negative feelings toward oneself as a member of a stigmatized group (self-stigma) are related to 

psychological well-being. Both felt stigma and self-stigma were significantly correlated with 

symptoms of depression and anxiety, but controlling for felt stigma reduced self-stigma's 

association with depressive symptoms to non-significance. Global self-esteem and social 

http://www.tandfonline.com/author/Herek%2C+Gregory+M
http://www.tandfonline.com/author/Saha%2C+Sona
http://www.tandfonline.com/author/Burack%2C+Jeffrey


avoidance fully mediated the associations between self-stigma and distress but only partially 

mediated the associations between felt stigma and distress. Felt stigma mediated the relationship 

between distress and HIV-related changes in physical appearance.  

Another local research (Kahasay, 2015) has also assessed psychological distress among pregnant 

women living with HIV/AIDS and enlisted a host of distress engendered by the multiple 

disabling features associated with this group. 

Despite the efforts above to understanding the situation of low income HIV positive pregnant 

women, there are many questions that still need to be clarified. The first question has to do with 

possible differences among women due in part to their background. HIV positive women across 

the globe may not have the same opportunities and access to key resources necessary for 

effective HIV care and MTCT. Obviously, low income HIV positive pregnant women have, 

compared to others, very low opportunities and access to key resources necessary for effective 

HIV care. Yet, even low income HIV positive pregnant women would significantly differ in their 

psychological profile depending on their personal (education, age), familial (marital status, 

number of children…), and other environmental factors in which they find themselves in. The 

second important question that has not been addressed in previous research is the extent of 

recovery, resilience, of this group of women from their distress. Some women may thrive amidst 

the odds they navigate through; an experience that is called resilience. Charney (2004) has 

defined resilience as a process of well adaption in the situation of trauma, tragedy or any other 

significant event of stress. Charney has further said that resilience is not a personality trait rather 

it involves behavior, thought or action that can be learned by anyone. Hence, the extent to which 

the low income HIV positive pregnant women are resilient needs to be explored at some length.  

 

 

 

 

 



1.3. Research question  
In the light of the discussions held above, this research has attempts to answer the following 

research questions: 

1. What is the level of psychological distress, and resilience among low income pregnant 

women living with HIV/AIDS compared to HIV negative women, and non-pregnant HIV 

positive women?  

2. How do psychological distress and resilience differ across selected socio-demographic 

factors (i.e. marital status, educational level, place of birth, housing condition, age, and 

number of children)? 

3. Is there a statistically significant relationship between psychological distresses and resilience 

among the women? 
 

1.4. Objectives 
In the light of the above questions, the objectives of this research are to: 

1. Examine the psychological distress and resilience of low income pregnant women living with 

HIV/AIDS compared with those without HIV/AIDS, as well as those non-pregnant HIV 

positive women. 

2. Compare psychological distress and resilience of low income pregnant women living with 

HIV/AIDS and the other groups by selected socio-demographic factors (i.e. marital status, 

educational level, place of birth, housing condition, age, and number of children). 

3. Assess the relationship between psychological distresses and resilience. 
 

1.5. Significance of the Study 
This study is highly relevant for psychosocial, economic and mental health policy and program 

appraisal and implementation of government as well as non-governmental organization at grass 

root level. It links women and children healthy lives and promotes well-being that will be meet 

in agenda 2030 sustainable development goal section 3 stated. In addition to that well 

understanding low income pregnant women living with HIV/AIDS psychological and social 

problems and take appropriate action that ensure women and new born`e child right and 

protection as well to contribute global agenda zero new HIV infection, zero AIDS related death 

and zero discrimination in the world 2030 and specifically in Ethiopia. Early identification 



psychological problem take appropriate action before encountering severs and moderate mental 

disorder. 

1.6. Scope the Study 
It is apparent that Addis Ababa city administration has 10 sub cities, and more than 100 woreda, 

but this research was limited to low income pregnant women living with HIV/AIDS in Addis 

Ababa with particular emphasis to those who live in Addis-Ketema sub-city. The study was 

made its focus on the effects of women affirmation status. This was done with the purpose of 

assessing the life experience of the women who are under the age of 15-49 or child bearing ages. 

Women coping method or the grief response, short term the last 4 week psychological distress 

and resilience. However, the study does not cover the long term effects on the family who faced 

and affect as well as infected HIV/AIDS.  

1.7. Operational definitions of variables 
Resilience - is operationally defined as the capacity of low income women living with 

HIV/AIDS to rebound back from a   traumatic event/psychological distress and connotes 

emotional strength as well as courage and adaptability in the wake of their life’s hardship.   
 

Psychological Distress –means feeling tired for no good reason, feeling nervous, feeling  so 

nervous, lacking of interest, feeling depression and anxiety, feeling hopeless about the future, 

feeling emotionally bored (for example, crying easily or feeling like crying, restless) or losing 

interest in things, sadness and feel worthless.  

 

 

 

 

 

 

 

 

 

 

 

 



II. LITERATURE REVIEW 

2.1. Global Overview and burden of HIV infection  

HIV/AIDS caused 3.3% of all global disease burdens, and was ranked as the fifth global cause of 

disability adjusted life (Murray CJ, 2010). Disability-adjusted life years (DALYs) for 291 

diseases and injuries in 21 regions, 1990-2010: a systematic analysis for the Global Burden of 

Disease Study 2010. Lancet 380: 2197-2223.  

 

In southern and eastern sub-Saharan Africa, HIV was ranked as the leading cause of disability 

adjusted life years that year. The global HIV prevalence among adults is stable at 0.8% since 

about ten years [UNAIDS (2013) Global report: UNAIDS report on the global AIDS epidemic 

2013. Geneva: UNAIDS.].  

 

The region most heavily affected by HIV is sub-Saharan Africa with an overall HIV prevalence 

at 4.7%, followed by the Caribbean at 1.0%, and Eastern Europe/Central Asia at 0.7% [UNAIDS 

(2013) Global report: UNAIDS report on the global AIDS epidemic 2013. Geneva: UNAIDS.]. 

The countries with the highest HIV prevalence in the world are Swaziland 26.5%, Lesotho 

23.1%, Botswana 23.0%, and South Africa 17.9% [UNAIDS (2013) Global report: UNAIDS 

report on the global AIDS epidemic 2013. Geneva: UNAIDS].  

 

An estimated 35.3 million persons lived with HIV in 2012, globally, representing an increase 

from 30.0 million in 2001[UNAIDS (2013) Global report: UNAIDS report on the global AIDS 

epidemic 2013. Geneva: UNAIDS.]. This increase is driven by a reduction in the number of 

AIDS related deaths (1.9 to 1.6 million), and occurs despite a concurrent reduction in new HIV 

infections (3.4 to 2.3 million)[ UNAIDS (2013) Global report: UNAIDS report on the global 

AIDS epidemic 2013. Geneva: UNAIDS.]. The global HIV incidence probably peaked in 

1997[27]. The causes of the global decrease in HIV incidence are not fully understood [UNAIDS 

(2013) Global report: UNAIDS report on the global AIDS epidemic 2013. Geneva: UNAIDS.], 

but decreased HIV risk behavior in sub-Saharan Africa provides one possible explanation [. 

Stoneburner RL, Low-Beer D (2004) Population-level HIV declines and behavioral risk 

avoidance in Uganda. Science 304: 714-718. 



Human Immunodeficiency Virus (HIV) and Acquired Immune syndrome (AIDS) pandemic has 

been in existence for more than 30 years and has disproportionately affected women and young 

girls than men and boys. AIDS is caused by HIV, which attacks the body‘s immune system, the 

part of the body that fights diseases. AIDS is a stage of the illness where the body is no longer 

able to fight off common diseases as a result of its weakened defense system (NASCOP, 2005). 

HIV is spread through blood, semen, vaginal secretions, and breast milk. The most common 

method of transmission is unprotected sexual intercourse with a HIV-positive person. Other 

routes include transfusions of HIV-infected blood or blood products; tissue or organ transplants; 

contaminated needles, syringes or other skin piercing equipment; mother to child transmission 

during pregnancy, birth, or breast-feeding. HIV is extremely fragile. It cannot survive outside the 

body‘s fluids or tissue and cannot penetrate unbroken skin. Globally, young women are 1.6 times 

more likely to be living with HIV/AIDS than men, and sub-Saharan Africa is the most devastated 

as 77 percent of all HIV- positive women live in sub- Saharan Africa. Since 1985, the numbers 

of women living with HIV/AIDS and those that are newly infected are 2.8 million While those 

who died in the year 2006 are 2.1 million (UNAIDS, 2006). 

2.2. Young women and HIV/AIDS in sub-Saharan Africa 
(UNAIDS (2014) 'The Gap Report 2014' ) indicated that enormous number of new HIV 

infections occur in sub-Saharan Africa   adults population over the age of 25, HIV excessively 

affects young women. More than 4 in 10 new infections among women are in young women 

aged 15-24. 15-19 year olds are particularly at risk equating to higher HIV prevalence rates when 

they are older. For example, in Mozambique, HIV prevalence is 7% among 15-19 year olds but 

rises to 15% for 25 years old. Likewise, in Lesotho, HIV prevalence rises from 4% among 15-19 

year olds to 24% among 20-24 year olds.( UNAIDS (2014) ‘Global AIDS response progress 

reporting 2014’). 

 

A review of 45 studies across sub-Saharan Africa found that relationships between young 

women and older men are common and associated with unsafe sexual behavior and low condom 

use, which heightens their risk of HIV infection.(Leclerc-Madlala, S. (2008) ‘stated that Age-

disparate and intergenerational sex in southern Africa: the dynamics of hyper vulnerability’ 

AIDS 22(Supplement 4):17-25) 

http://www.unaids.org/sites/default/files/media_asset/UNAIDS_Gap_report_en.pdf
http://www.avert.org/node/387
http://www.avert.org/node/399
http://www.unaids.org/en/dataanalysis/knowyourresponse/countryprogressreports/2014countries/
http://www.unaids.org/en/dataanalysis/knowyourresponse/countryprogressreports/2014countries/
http://www.ncbi.nlm.nih.gov/pubmed/19033752
http://www.ncbi.nlm.nih.gov/pubmed/19033752
http://www.ncbi.nlm.nih.gov/pubmed/19033752


2.3. The status of women in Africa  

Women and girls often face discrimination in terms of access to education, employment and 

healthcare. In this region, men often dominate sexual relationships. As a result, women cannot 

always practice safer sex even when they know the risks involved. Gender-based violence has 

been identified as a key driver of HIV transmission in the region. (Ellsberg, A. &Betron, M. 

(2010) 'Preventing Gender-Based Violence and HIV: Lessons from the Field' AIDSTAR-One: 

Spotlight on Gender) 

Efforts are being made to improve the situation regarding women and HIV. For example, a High-

Level Taskforce on Women, Girls, Gender Equality and HIV for Eastern and Southern Africa 

was launched at the 16th International Conference on AIDS and STIs in Africa. It aims to 

improve country actions and monitor the implementation of the draft 'Windhoek Declaration for 

Women, Girls, Gender Equality and HIV'. The Windhoek Declaration draft (April 2011), 

recommends action in a number of areas including sexual and reproductive health, violence 

against women and HIV, as well as the law, gender and HIV.  (UNAIDS (2011) ‘High-level 

Taskforce to tackle gender inequality' , SADC, EAC & COMESA (2011) 'The Windhoek 

Declaration: Women, Girls, Gender Equality and HIV: Progress towards Universal Access’) 

2.4. HIV in pregnant women 

Transmission patterns in the United States indicate increased heterosexual transmission of HIV, 

with rising rates of infection documented in women. The prevalence of HIV among women in 

the United States has directly affected women of childbearing potential, with the majority of new 

infections documented in women between the ages of 25 to 44. The proportion of HIV/AIDS 

cases among women and adolescent girls (age 13 and older) increased by 14% between the years 

1986 to 2001 (Centers for Disease Control and Prevention, 2003). The concentration of 

infections among females aged 15 to 44 years directly impacts women during their highest years 

of fertility, thereby having an impact on pregnancy. Transmission of HIV from mother to child 

has greatly decreased since the advent of antiretroviral therapy, with initial decreases noted with 

Zidovudinemonotherapy (22.6% to 7.6%) and even further reductions with HAART (Centers for 

Control and Prevention, 2002). As women live longer, healthier lives with successful HIV 

http://www.aidstar-one.com/sites/default/files/AIDSTAR-One_Gender_Spolight_Gender-based_violence.pdf
http://www.aidstar-one.com/sites/default/files/AIDSTAR-One_Gender_Spolight_Gender-based_violence.pdf
http://www.aidstar-one.com/sites/default/files/AIDSTAR-One_Gender_Spolight_Gender-based_violence.pdf
http://www.unaids.org/en/resources/presscentre/featurestories/2011/december/20111208uawomen/
http://www.unaids.org/en/resources/presscentre/featurestories/2011/december/20111208uawomen/
http://unaidspcbngo.org/wp-content/uploads/2011/05/Windhoek-Draft-Declaration-FINAL-DRAFT-13th-April.pdf
http://unaidspcbngo.org/wp-content/uploads/2011/05/Windhoek-Draft-Declaration-FINAL-DRAFT-13th-April.pdf
http://unaidspcbngo.org/wp-content/uploads/2011/05/Windhoek-Draft-Declaration-FINAL-DRAFT-13th-April.pdf


treatment, an increasing proportion of HIV-positive women are becoming pregnant (Cohan, 

2003). Although pregnancy has been associated with decreases in absolute CD4 cells, no studies 

have indicated that pregnancy causes an increased rate of disease progression, HIV viral load, or 

death (Centers for Disease Control and Prevention, 2002). Despite these hopeful findings, HIV-

positive women often view themselves as “bad mothers” or “bad women for wanting to become 

mothers” (Sandelowski&Barroso, 2003). 

 

Much of the literature regarding HIV and pregnancy is related to HIV treatment. Antiretroviral 

distribution and metabolism is different in women when compared to men, as women have 

higher percentages of body fat and lower percentages of lean muscle mass than men (Anderson, 

2002; Hader, Smith, Moore, & Holmberg, 2001). Limited pharmacokinetic studies have 

addressed sex-related differences in regard to metabolism of some antiretroviral agents in non-

pregnant women (Anderson, 2002). Physiologic changes that occur during pregnancy may 

change the pharmacokinetic profiles of some antiretroviral agents (Anderson, 2002; Mirochnick, 

2000), thereby prompting the need for additional pharmacokinetic studies in pregnant women 

with HIV. No studies were found in the literature describing the impact of pregnancy on 

depressive and anxiety symptoms in HIV-positive women. Mood disorders, including depression 

and anxiety will be discussed in the next sections. 

2.5. HIV/AIDS and women in Ethiopia  

   The average HIV prevalence in Ethiopia is 1.2% among adults aged 15-49. Among men the 

prevalence is 1.0% while among women it is 1.9%. It indicate that the problem of getting the 

virus in women double than men. However, the prevalence in Addis Ababa is higher at 5.2% 

with the prevalence among men being 4.3% and among women 6.0%. Ethiopia has one of the 

lowest HIV prevalence rates in East Africa, but there are still more than one million people 

estimated to be living with HIV in Ethiopia. Continued education, prevention, and treatment are 

necessary to prevent the spread of future infections and to care for those already infected, HIV 

prevalence in Addis Ababa is very high next to  Gambella 5.2 and 6.5 respectively (DHS 2011). 

 

HIV transmission rate and time of transmission is estimated to be 5% to 10% during pregnancy, 

10% to 15% during delivery, and 5% to 20% during breast feeding. This virus can be transmitted 



to the fetus as early as during the 1st and 2nd trimesters of pregnancy. Nevertheless, mother-to-

child transmission (MTCT) occurs most commonly during the peri natal period. In the absence 

of prevention of mother to child transmission (PMTCT) interventions, the probability of MTCT 

is 15-25% in developed countries and 25-35% in developing countries (cited in Tefera Girma, 

2014). HIV positive women of child-bearing age are the fastest growing HIV positive population 

in the world. As per to the progress reports of the WHO, UNICEF and UNAIDS on HIV/AIDS, 

about 1.49 million infants every year born with HIV positive , cited in Kahasay 

w/selasieHailemariam, 2015) .  
 

This study is basically intended to strengthen low income women living with HIV/AIDS. If the 

women capacitated economically and socially have high opportunity to care their own children. 

Women have access PMCTC and basic health as well as nutrition ART service properly, new 

born children 99% free from HIV virus that ensure child right and protection. 

Low income women living with HIV/AIDS could not afford basic needs of their children like 

food, clothes and others. Due to this reason their children become malnourished, not properly 

attending school, repeatedly sick because of malnourished and poor environmental sanitation and 

personal hygiene. Some of them are discriminated in and out of school by their peer due to 

mothers HIV positive. Children develop low self-esteem, depression and other psychological 

disorder.  

    The underlying causes for low income as follows unemployment or under employment is 

associated with social problem stigma and discrimination, most of the women living with 

HIV/AIDS are illiterate, they face big psychological distress, lack of working capital, market 

information, startup kit, technical and vocational skill and their poor coping strategies,( Addis 

ketema sub city soco-economic study,2010)  

Human Immunodeficiency Virus (HIV) and Acquired Immune Deficiency Syndrome (AIDS) 

pandemic has been in existence in the world for more than twenty nine years and has 

disproportionately affected women and young girls than men and young boys (UNAIDS/WHO, 

2015). Globally, women account for more than half the 36.9 million people living with 

HIV/A1DS (PLWHA) (UNAIDS/WHO, 2015). In sub-Saharan Africa, 59 percent of adults with 

HIV are women (UNAIDS/WHO, 2015). The rates of HIV infection among women and girls are 



a cause for deep concern, but when combined with the workload that women take on as well, the 

situation becomes challenging. Poverty and HIV/AIDS have turned the care burden for women 

into a crisis with far-reaching psychological distress, social, health and economic consequences 

(NACC, 2006).  

Low-income earning women are the most hit and the problem is magnified if the woman is the 

bread winner and more so in a female- headed household. Many studies indicated that 

HIV/AIDS prevalence rates were high among the low income earners. Young women are 1.6 

times more likely to be living with HIV/AIDS than men, and sub-Saharan Africa is the most 

devastated as 70 percent of all HIV- positive women live in the region (UNAIDS/WHO).  

2.6. Poverty and Social Problems 
Even though gentrification efforts have revitalized some of these areas, pockets of poverty 

remain (Orfield& Katz, 2002). Many businesses are less likely to locate themselves in these 

areas leading to poor job opportunities for the residents. High rates of unemployment, lower 

resourced schools, and social isolation lead to hopelessness, stress, and an increase in a variety of 

social problems. Williams Julius Wilson (1996) noted that being low income combined with 

being jobless is infinitely more devastating to the psyche that being low income and employed. 

He believed that this phenomenon has led to many social problems for inner city residents such 

as increased social disorganization, the dissolution of families, increased crime rates, and welfare 

dependence. Increased social disorganization, the dissolution of families, poor educational 

attainment which leads to poor health literacy, along other social problems such as crack cocaine 

use, intravenous drug use, and prostitution are all risk factors for transmitting the HIV virus. 
 

2.7. Low Socioeconomic Status and Poor Health Outcomes 
Lack of income and low educational attainment along with stress leads to poorer health status 

and health outcomes (Chen & Miller, 2013). High quality healthcare establishments are less 

likely to be located in inner city areas and low income residents are less able to afford health 

care. In terms of a healthy diet, inner city residents are a lesser amount to be expected to be able 

to afford healthy food. Low income, urban neighborhoods have a higher concentration of high-

speed food restaurants, convenience stores, and liquor stores along with a lower concentration of 

high quality grocery stores and restaurants (Zenk et al., 2011). These areas also have less green 



areas for recreation and are more likely to be affected by air, water, and land pollution than 

suburban areas. 

 

Bolland (2003) surveyed 2,468 adolescents who lived in high poverty, inner city areas and found 

that 25% of the females and 50% of the males reported feelings of moderate to severe 

hopelessness. He also found that these feelings were strongly correlated with incidences of high 

risk sexual and substance use behaviors. Therefore, there is a reciprocal relationship between 

income, education, residential area, and health. Young adults living with HIV/AIDS who live in 

a low income, urban area were specifically chosen as the study population for this project 

because they represent a group with enormous challenges and barriers who need to be examined 

and understood. A better understanding of how ecological and health factors present 

opportunities and challenges for resilience and coping among this group may be valuable for 

educational leaders, healthcare leaders, policymakers, and other professionals who design and 

conduct programs, services, and policies for this group. 
 

2.8. Mental health problems and women  
Mental health problems should be a concern for all of us, rather than only for persons who bear 

from a mental disorder. Mental health problems affect people as a whole, and not just a small, 

isolated segment. They are therefore a major challenge to global development. No group is 

immune to mental disorders, but the risk is higher among the poor, homeless, the unemployed, 

persons with low education, victims of violence, migrants and refugees, indigenous populations, 

children and adolescents, abused women, people living with HIV/AIDS and the neglected 

elderly. For all individuals, mental, physical and social health are closely interwoven, vital 

strands of life. As our understanding of this interdependent relationship grows, it becomes ever 

more apparent that mental health is crucial to the overall well-being of individuals, societies and 

countries. Unfortunately, in most parts of the world, mental health and mental disorders are not 

accorded anywhere the same importance as physical health. Rather, they have been largely 

ignored or neglected. (WHO, 2003) 

2.9. Resilience 

Although there is no universally accepted single definition of resilience, it is seen as successful 

adaptation to negative life events, trauma, stress, and other forms of risk and as having the 



capacity to cope with significant change (Green & Conrad, 2002). Protective factors, such as 

family and community supports, act as buffers against negative outcomes and help promote 

adaptation (Wagnild, 2003). Rutter (1987) suggests that protective factors can also be a personal 

trait or quality unique to an individual. Much of what we know about resilience derives from 

seminal studies in the child development field as researchers investigated the risk and protective 

factors observed among “at-risk” children (e.g., Garmezy, 1993; Hawkins, Catalano, & Miller, 

1992; Werner, 1984). These studies have provided support for in-depth investigations into 

factors that promote resilience in other age groups, including older adults.  

 2.10.   Psychological well-being  

Psychological wellbeing deals with people’s feelings about each day experiences in life actions. 

Such feeling could range from negative mental condition or psychological hurt such as 

nervousness, hopelessness, disturbance, emotional exhaustion, unhappiness, dissatisfaction) to a 

condition which has been recognized as positive mental health (Jahoda, 1958, Warr, 1978) Sell 

and Nagpal (1992) examine that all indicators of psychological well being have objective and 

subjective components. The objective components relate to apprehensions that are in general 

known by the term “standard of living”. However, individual satisfaction or happiness with 

objective reality depends not only on the access to goods and services that are available to the 

community, but also on his expectations and perceived reality. It is the subjective component 

which links the concept of life to subjective well being 

2.11.   Why focus on psychological distress?  

Studies exploring the psychosocial determinants of adherence to ART have either focused on the 

stressors preceding psychological distress or on psychiatric morbidities- the result of prolonged 

exposure to psychological distress. However, the prevalence of psychological distress is difficult 

to pinpoint due to the variety of the scales assessing distress, of the time windows used in the 

documentation of symptoms and of the cut-points applied to dichotomize the score of distress 

and identify individuals with pathological distress. It roughly ranges between 5% and 27% in the 

general population (Benzeval and Judge 2001, Chittleborough et al. 2011, Gispert et al. 2003, 

Kuriyama et al. 2009, Phongsavan et al. 2006) but it can reach higher levels in some segments of 
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the population exposed to specific risk factors such as workers facing stressful work conditions 

and immigrants who must adapt to the host country while holding family responsibilities in the 

homeland.  

The International Labour Office stated that psychological distress affected between 15 and 20% 

of workers in Europe and North America (International Labour Office 2000) and one out of five 

workers may experience repeated episodes of psychological distress (Marchand, Demers, and 

Durand 2005a). The rate of the prevalence of psychological distress observed among immigrants 

ranges from 13% to 39% (Levecque, Lodewyckx, and Bracke 2009, Ritsner, Ponizovsky, and 

Ginath 1999, Sundquist et al. 2000). 

Two characteristics of the prevalence of psychological distress are noteworthy: the widespread 

gender difference and the variation over the lifespan. The prevalence of psychological distress is 

higher in women than in men in most countries (Caron and Liu 2011, Jorm et al. 2005, 

Phongsavan et al. 2006) and in all age groups (Cairney and Krause 2005, Darcy and Siddique 

1984, Myklestad, Roysamb, and Tambs 2011, Paul, Ayis, and Ebrahim 2006, Storksen et al. 

2006, Walters, McDonough, and Strohschein 2002). 

This study focuses on psychological distress because it is more amenable to intervention, 

compared to stressors or psychiatric morbidities. Psychological distress is amenable to a diverse 

array of psychosocial interventions that could prevent or attenuate the impact of stressors and/or 

prevent escalation to psychiatric morbidities.  

HIV/AIDS 

The Human Immunodeficiency Virus is a virus that destroys the immune system in the body 

which makes it vulnerable to different types of cancers and infections (Quinn, 2011). The virus 

lives in certain body fluids and can only be transmitted to others through blood transfusions with 

HIV-positive blood, an organ transplant from an HIV positive person, needle sharing of needles 

sticks from an HIV-positive person, sexual contact with an HIV-positive person, or from an 

HIV-positive mother to her infant during pregnancy, childbirth, and breastfeeding (also known as 

prenatally acquired). Currently, there is no cure for HIV/AIDs and it can be fatal if left untreated. 



However, it can be controlled by certain medications called Highly Active Antiretroviral 

Treatment or HAART. 

Acquired Immunodeficiency Syndrome is the last stage of HIV infection when the body’s 

immune system has been destroyed by the virus and the body can no longer fight off certain 

potentially fatal infections and cancers (Quinn, 2011). 

2.12.  Summary from different related previous research findings 

Different research findings were summarized that, thirty years since the discovery of HIV, the 

HIV pandemic in sub-Saharan Africa accounts for more than two thirds of the world’s HIV 

infections (UNAIDS (2014) 'The Gap Report 2014' ). Southern Africa remains the region most 

severely affected by the epidemic. Women continue to bear the brunt of the epidemic with young 

women infected almost ten years earlier compared to their male counterparts. Epidemiological 

evidence suggests unacceptably high HIV prevalence and incidence rates among women. A 

multitude of factors increase women’s vulnerability to HIV acquisition, including, biological, 

behavioral, socioeconomic, cultural and structural risks. There is no magic bullet and behavior 

alone is unlikely to change the course of the epidemic. Considerable progress has been made in 

biomedical, behavioral and structural strategies for HIV prevention with attendant challenges of 

developing appropriate HIV prevention packages which take into consideration the 

socioeconomic and cultural context of women in society at large (WHO, 2015). 

HIV-related stigmatization remains a potent stressor for HIV-positive people. The previous study 

examined the relationships among stigma-related experiences and depression, medication 

adherence, sero status disclosure, and sexual risk among 221 HIV-positive men and women. In 

vicariate analyses that controlled for background characteristics, stigma was associated with 

depressive symptoms, receiving recent psychiatric care, and greater HIV-related symptoms. 

Stigma was also associated with poorer adherence and more frequent serostatus disclosure to 

people other than sexual partners, but showed no association to sexual risk behavior. In a 

multivariate analysis that controlled for all correlates, depression, poor adherence, and serostatus 

disclosure remained as independent correlates of stigma-related experiences. Findings confirm 

that stigma is associated with psychological adjustment and adherence difficulties and is 

http://www.unaids.org/sites/default/files/media_asset/UNAIDS_Gap_report_en.pdf


experienced more commonly among people who disclose their HIV status to a broad range of 

social contacts. Stigma should be addressed in stress management, health promotion, and 

medication adherence interventions for HIV-positive people become resilient(Herek, 

Saha&Burack,  2013). 

Other study indicated that Health-care providers play a major role in providing good quality care 

and in preventing psychological distress among mothers living with HIV (MLHIV). The study in 

Canada was to explore the impact of health-care services and satisfaction with care providers on 

psychological distress in MLHIV. One hundred MLHIV were recruited from community and 

clinical settings in the province of Quebec (Canada, 2006). Prevalence estimation of clinical 

psychological distress and univariate and multivariable logistic regression models were 

performed to predict clinical psychological distress. Forty-five percent of the participants 

reported clinical psychological distress. In the multivariable regression, the following variables 

were significantly associated with psychological distress while controlling for socio demographic 

variables: resilience, quality of communication with the care providers, resources, and HIV 

disclosure concerns. The multivariate results support the key role of personal, structural, and 

medical resources in understanding psychological distress among MLHIV. Interventions that can 

support the psychological health of MLHIV are discussed. (Blais M, Fernet M, Proulx-Boucher 

K, Lebouché B, Rodrigue C, Lapointe N, Otis J, Samson J. AIDS Care. 2015;27(6):731-8)   
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2.1.5. Conceptual frame work of research variables 

This study is conceptualized as shown below. 

 
 
 
 
 
 
 
 
 
 
 
 

 

 

 

The purpose of this study was to assess magnitude of psychological distress among low income 

pregnant women living with HIV/AIDS (age 15-49+ years), examine the predictors of 

psychological distress, and assess the impact of psychological distress on resilience and 

mitigating stressors and application of psychosocial resources. 
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III. METHODS 
 

3.1. Study  Design 
Quantitative design was employed in this study. While the quantitative design is used to 

determine the magnitude of psychological distress, resilience and the other socio demographic 

factors that influence psychological distress and resilience of the women. 

3.2.  Study Area   
According to reports from the Central Statistics Agency (2005), Addis Ababa has a population 

size of 2.97 million of whom women account for 1.545 million (52%). Addis Ababa is a home of 

various ethnicities: Amhara(48.3%), Oromo (19.2%), Gurage(17.5%), Tigre (7.6%), and others 

(7.4%). The religious composition of the city is 82% Orthodox Christians, 12.7% Muslims, 0.8% 

Catholics and 0.6% others (CSA, 2005). 

Addis Ababa city administration has 10 sub cities namely Addis Ketema, Arada, Gulele, Lideta, 

Kirkos, Bole, Kolfe-keranio, Nifas silk- Lafto, Akaki-Kaliti, and Yeka. For our present purpose, 

Addis KetemaSub Citywas selected. 

Addis ketemaSub-City is one of the ten sub-cities of Addis Ababa and is found at the center of 

Addis Ababa. It is located north of Gulele, south of Lideta, east of Arada and west of 

KolfeKeraniyoSub-Cities. It covers an area of 898 hectares /35.92km2/ and lies between 2300 to 

2500 meters in altitude which is high land (Dega). It enjoys a mild climate with an average 

temperature of 160c. The sub city of Addis Ketema formerly had 21 kebeles but after the 2003 

reform, it was reorganized in to ten districts (local units of administration). This sub city 

isdivided into 10 districts, where the operational area of the charitable society covers 2 districts; 

namely, district 6 and district 7 (formerly called district 13/15 and 14/21). The total location of 

the two districts is 7.42 km2. 

Addis KetemaSub-City is estimated to have 326,109 people of whom 159,457 are males and 

166,652 are females with an average annual growth rate of 2.79% as projected for 2007 census 

(CSA, 2005).  People living in the area are predominantly comprised of Christians and Muslims. 

Most of the dwellers live in slums. The survey studies of Labor and Social Affairs Bureau 



pointed out that there are 726 privately owned houses and 2197 (61.3%) government houses in 

the area. Accordingly, the average household family size in the sub city is 5.43 which is above 

the national average (social and civil affairs department, Addis ketema Sub City, 2010). 

According to the socio-economic assessment of households in Addis ketemaSub City done on 

June 2010, 55.58% of the households earn their livelihood from the informal sectors of the 

economy. They are engaged in baking “Injera”, petty trading, washing clothes, prostitution, ‘bed 

renting’, and ‘child renting’, though the families engage in the above activities, the household 

income is very low. Although some of the dwellers always struggle to improve their income, 

they couldn’t succeed and make a significant change in their household life due to different 

social, health, economic and psychological problems. In the area many street children and 

women are found (social and civil affairs department, Addis ketema Sub City, 2010). So, that the 

researcher selected this area purposively to conduct current research. 

3.3. Participants, population and sampling  
The site for the present research (Woreda 7 Health Center) is located in district 7 of the Addis 

KetemaSub City (Addis Ababa) at 90 North latitude and 38.42o East longitude. 

Sample was drawn from two sources. First source came from those low income women attending 

antenatal care in Woreda 7 Health Center of the Addis Ketema Sub City. Second group came 

from those low income women attending social services offered to them by a community based 

Organization Merkato Child and Family Charitable Society previously Christian children fund. 

 

During the study period, an estimated number of 350pregnant women were attending antenatal 

clinic in the health center and a sample of 90 were considered from this group through 

convenience sampling technique. Again, an estimated number of 720 women- headed 

households were attending the social service center of the community-based organization and 

getting humanitarian aid and a sample of 30 women who fulfill the research criteria were 

considered. Women found within the so-called child bearing age (15-49 years) were generally 

included while those women from high income group were excluded regardless of HIV status. 

Hence, a total sample size of one hundred twenty (N=120) low income women were considered. 

Classified by sero status, this means that 44of the women were living with HIV/AIDS, 42 were 

HIV negative, and the remaining 34 women were non-pregnant but HIV positive. 



 

Convenience sampling technique was employed at all levels in sampling areas as well as the 

participants. is a type of non-probability or nonrandom sampling where members of the target 

population that meet certain practical criteria, such as easy accessibility,  availability at a given 

time, or the willingness to participate are included for the purpose of the study. It is also referred 

to the researching subjects of the population that are easily accessible to the researcher. 

Convenience samples are sometimes regarded as ‘accidental samples’ because elements may be 

selected in the sample simply as they just happen to be situated, spatially or administratively, 

near to where the researcher is conducting the data collection.  Other example of convenience 

sampling includes data taken subjectively near the working areas where density is known to be 

high. Convenience Sampling is affordable, easy and the subjects are readily available. It is 

compulsory for the researcher to describe how the sample would differ from the one that was 

randomly selected. It is also necessary to describe the subjects who might be excluded during the 

selection process or the subjects who are overrepresented in the sample, (Dörnyei, 2007). 

3.4. Data Collection Instruments 

Questionnaire is used for data collection. This questionnaire is composed of rating scales that 

attempt to measure levels of low income women’s psychological distress and resilience. The first 

part of the questionnaire deals with demographic and socio-economic information of the 

respondents.  It was comprised of Place of birth, age, educational level, marital status, 

livelihood/income source, housing condition, number of children, and current pregnancy status.  

 

The second part of the questionnaire was composed of the Psychological Distress Measure, “The 

Kessler Psychological Distress Scale (K10)”. The Kessler Psychological Distress Scale (K10) is 

a straightforward measure of psychological distress. The K10 scale involves 10 questions about 

emotional states each with a five-level rating point. It is intended to yield a global measure of 

distress based on questions about anxiety and depressive symptoms that a person has 

experienced in the most recent 4 weeks period. The measure can be used as a brief screen to 

identify levels of psychological distress. Each item is scored from one ‘none of the time’ to five 

‘all of the time’. Scores of the 10 items are then summed, yielding a minimum score of 10 and a 

maximum score of 50. Low scores indicate low levels of psychological distress and high scores 

indicate high levels of psychological distress.  



 

Following the ABS (2003), we also provide in the data set a derived categorical variable that 

uses the K10 scores to divide the population into four groups based on their level of 

psychological distress: a total score of 10 - 19 is likely to be well, 20 - 24 is likely to have a mild 

psychological disorder, 25 - 29 is likely to have a moderate psychological disorder, and 30 - 50 is 

likely to have a severe psychological disorder. That is, in addition to continuous scores, a binary 

variable was calculated for descriptive purposes using a cutoff score of ≥  22. This cutoff has 
been used in a number of other studies as well, for example the Australian Bureau of Statistics 

National Health Surveys.  

 

The reliability of the instrument is a Cronbach alpha of .887. The K10 was also a well validated 

and utilized screening measure of psychological distress comprising. Firstly, the English versions 

were translated in to the local language (Amharic) of participants with the help of two language 

expertise. Then, two other language experts translated the Amharic versions back into English. 

Then, the present researcher and the thesis advisor attempted to jointly check the items with 

remarkable deviations of meaning and then rephrased to make them more appealing to the 

original meaning. Finally, the tools were printed out for pilot testing before actual data collection 

to check for feasibility and reliability of these measures. 

 

The third part of the questionnaire is composed of the ‘Resilience Scale’. The 

purpose of the resilience scale is to identify the degree of individual’s resilience, considered a 

positive personality characteristic that enhance individual adaptation.  Resilience scale was 

developed from qualitative study of 24 women who had adapted successfully following major 

life events (Wagnild and Young, 1990) and was initially available and pretested since 1988. It is 

an instrument used to measure psychosocial adaptation from mid to high level of moral and 

social involvement. The definition and perspective of resilience scale were validated and 

clarified by reviewing other literature on resilience and related philosophic and psychological 

writings. Originally, all items were scored on 7 point scale from 1 strongly disagree to 7 strongly 

agree. All items were worded positively and reflect accurately the verbatim statements made by 

participants in the original studies (Wagnild and Young,1990). Possible scores ranged from 25 to 



175 with higher score reflecting higher resilience and vis versa. The reliability of the instrument 

is a Cronbach alpha of .836. 

 

In the current study, items are scored on a 5 points scale from 1 strongly disagree to 5 strongly 

agree in view of the lower educational level of participants making it difficult for them to 

understand finer distinctions among scale points. Possible scores range from 25 to 125 with 

higher score reflecting higher resilience and vice versa.  

 

The original classification schemes of the scale for the total scores by making adjustments for the 

reduced rating scale points are as follows: 

 

• Very Low  resilience tendency=25-50  

• Low   resilience tendency=51-75  

• High  resilience tendency=76-100  

• Very high  resilience tendency=101-125  

 

3.4. Instrument validation 
Attempts were made to check the relevance, cultural sensitivity, and format of scaling of the 

items of the two measures. Two graduate students and the thesis advisor of this student were 

imputed with these three important responsibilities. While the relevance and cultural sensitivity 

were highly welcomed, the 7 point rating scale was found to be unfriendly to the uneducated 

people who are less sophisticated to make finer distinctions and, therefore, was recommended to 

collapse it into five. This comment was incorporated and then translation of the instruments 

followed. This translation took a forward and backward translation. 

Firstly, the English versions were translated in to the local language (Amharic) of participants 

with the help of two language expertise. Then, two other language experts translated the Amharic 

versions back into English. Then, the present researcher and the thesis advisor attempted to 

jointly check the items with remarkable deviations of meaning and then rephrased to make them 



more appealing to the original meaning. Finally, the tools were printed out for pilot testing 

before actual data collection to check for feasibility and reliability of these measures. 

The instruments were pre- tested using those participants in Addis ketema Sub City Health 

centers who were not included in the major study. The pre-test done on 15% of the total sample 

size reliability and the questionnaire was assessed for its clarity, length and completeness. 

Finally, the responses of the participants were entered to SPSS version 20 to compute the 

reliability of the 35 items in Cronbach-Alpha in order to evaluate the scales and their reliability. 

The pretest seemed to justify that our original hunch about the 7 point scale was appropriate 

because even the 5 point scale needed time for women to process the distinctions. Some 

wordings were found to be a bit abstract and, therefore, we were urged to rephrase them. Finally, 

the reliability coefficients of the two scales were calculated using the Cronbach’s Alpha and 

yielded reasonably higher coefficients:   Cronbach's Alpha for psychological distress is .744 

while the coefficient for the resilient scale is .770 

3.5. Data Collection Procedures 
After checking the instrument validity and reliability, we directly got into the actual data 

collection process. The data collection took more than two months. Data were collected using 

two nurses working at the health centers while the student researcher conducted the interview 

himself.  

The two nurses had to read out the questionnaire aloud and record responses because participants 

couldn’t read and write. But, at the beginning they were advised to solicit the consent of the 

participants to engage in the process; only then was further query of interviewing proceeded to 

generate their responses on all the items of the two scales. 

3.6. Data Analysis 
Descriptive statistics (frequency, percentage, mean, standard division) was used to determine the 

level of psychological distress and resilience. Then, ANOVA was conducted to determine socio-

demographic differences (marital status, sero status, educational level, place of birth) in 

psychological distress and resilience. Correlation analysis also helped to determine how the 

continuous socio-demographic variables (i.e. age and number of children) are correlated with 



psychological distress and resilience. Finally, correlation between psychological distress and 

resilience was calculated. 

3.7. Ethical consideration 
Permission to conduct the research was obtained from the Review committee of Addis Ababa 

University of behavioral studies, Psychology department. Permission was obtained from 

respective health institutions as well as nearby social organization, and informed verbal consent 

was obtained from individual respondent. All the interviews with subjects were made with strict 

privacy after getting informed consent from the respondents and assuring the confidential nature 

of the responses. Their dignities have been respected. The right of the respondents to refuse to 

answer few or all of the questions was respected. Awareness of the purpose and procedure of the 

study was carried out. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



IV. RESULT 

4.1. Background of participants  

The summarized socio- demographic background of participants is presented in Table 1. Nearly 
over a third of participants are from Addis Ababa, while comparable proportion of a lesser 
amount came from Amhara, Oromia, and Southern regions. As indicated in this table, the 
participants are within the reproductive age of 15 to49 years with a mean age of 30 years. Over 
70% of the participants are with educational level that is below secondary school. While 72% are 
currently in matrimonial relationship, about 20% are not yet married. The greater majority are 
hose wives and therefore dependent of income of their spouse, while the rest seem to engage in 
petty income generating activities including those that seem socially unacceptable like beginning 
and commercial sex work  and yet they have an average of 1.66 children. Only, 12.5% of them 
live in their own private house while about 27% live in the worst kind of housing that includes 
plastic housing on street sides. 

Table -1 Background factor of participants 

Variables Groups  Frequency  Percentile  
Place of birth  Addis Ababa  46 38.30% 

Oroamia 27 22.50% 
Amhara 22 18.30% 
Southern region  24 20% 

Age  15-25 years 48 40% 
26-35 64 53.3% 
36 – 49+ years 8 6.7% 
Mean= 30 
SD + .534 

  

Educational level  Cannot read and write 21 17.50% 
Read and write  30 25% 
Primary education 32 26.70% 
Secondary and higher education 37 30.90% 

Marital status  Never married  24 20% 
Currently Married  87 72.50% 
Divorce and widowed  9 7.50% 

Livelihood source  House wife  44 36.70% 
Pension  12 10% 
Daily labor 21 17.50% 
Street and begging  4 3.40% 
Others (commercial sex worker, renting bed, renting children for begging 
purpose, selling local drink) 

39 32.50% 

Number of children  Women having one child  45 37.50% 
Women having two children  25 20.80% 
Women having three and four children  16 13.30% 
Women having no child  34 28.30% 

Housing status  Private house 15 12.50% 

Rented house  75 60% 

Plastic shelter road side 5 4.20% 

Others (like kebele house, road side, street, along river side) 28 23.30% 

 



4.2. Level of psychological distress and resilience 

Our major analysis begins with examining psychological distress and resilience among the low 

income women in general. To begin, with psychological distress, participants were asked to rate 

their level of distress on 10 items against a five point scale, now reclassified into 3 levels (see 

Table 2). 

Table -2 Psychological Distress both HIV positive and HIV negative. 

During the last 30 days, about how 
often did you feel: 

None of the 
time (1)to a 
little of the 
time (2) 

 
Some 
of the 
time (3) 

Most of the 
time (4) to 
all of the 
time(5) 

Mean S.D 

1. Tired out for no good reason? 52 63 5 2.61 0.714 
2. Nervous? 85 27 8 2.27  .780  
3. So nervous that nothing could 

calm you down? 85 28 7 
2.03 .896  

4. Hopeless? 85 18 17 2.00 1.10  
5. Restless or fidgety? 71 42 7 2.28 .842  
6. So restless you could not sit 

still? 84 32 4 
2.08 .808  

7. Depressed? 71 36 13 2.36  .872  
8. That everything was an effort? 51 53 16 2.638  .796  
9. So sad that nothing could cheer 

you up? 84 25 11 
2.218  .835  

10. Worthless? 91 21 8 1.89  .9186  
Total  759 345 96 2.24 0.714 

 

As per the scale, psychological distress   rating is expected to range from an average minimum of 

1 to an average maximum of 5. As we can see in Table 2,  out of eight of the ten items measuring 

psychological distress, over 60% of ratings are less than the scale point indicating that 

psychological distress is occurring ‘some of the time’ during the last 30 days. As indicated in 

Table 2, the total mean rating observed is 2.24; a rating point that is  closer to the one showing 

that during the last 30 days, participants have felt tiredness, nervousness, hopelessness, 

restlessness, depression, sadness, and worthlessness  only a little of the time. 

The question is if this minimal psychological distress is comparable among low income pregnant 

HIV positive women and those others who are either pregnant but HIV negative or are HIV 



positive but non-pregnant. The cross-tabulations of the three levels of psychological distress by 

the three types of groups are presented in Table 3 along with the subsequent test of significance 

of differences in psychological distress among the three groups of women. As we can refer to the 

cross-tabs in Table 3, comparable proportion of low income HIV positive pregnant women 

(52.3%) and HIV positive but non pregnant women (52.9%) tend to experience a 

disproportionately higher level of psychological distress. However, nearly 95 % pregnant but 

HIV negative women reported experiencing “no to Mild Psychological distress”. One way 

ANOVA was conducted to test the significance of these differences of the three groups in 

psychological distress score. Results in Table 3 confirm that the differences noted are indeed 

significant (F2, 117=31.63, P<.01). 

Table -3 the magnitude of Psychological distress of the respondents by sero status 
 

Frequencies  ANOVA 
Level of 
psycholo
gical 
distress  

Pregna
nt 

&HIV
+ve 

Pregna
nt  and 
HIV 

negati
ve 

Non 
pregnan

t 
&HIV+

ve Total  

Source 
of 
variation 

Sum 
of 
Squa
res df 

Mea
n 
Squa
re F Sig.  

    

 

 

 

 

 

      
No to 
Mild 

Psychol
ogical 

distress 
21 
(39%) 

40 
 (95%) 

16 
(47%) 

77 
(65%) 

Between 
Groups 

13.3
5 

2 17.1
01 

31.
63 

0.00
1 

Moderat
e 

Psychol
ogical 

distress 
17 
(39%) 

2 
(4.8%) 

6 
(16%) 

25 
(21%) 

Within 
Groups 

65.0
1667 

117 0.55
1 

    

Sever 
Psychol
ogical 

distress 
6 
(22%) 

0 
 

12 
(38%) 

18 
(15%) 

Total 
 

 

78.3
67 

119       

Total 
44 (37
%) 

42 
( 35%) 

34( 28
%) 

120 
  

 

Resilience of the low income women is the second major issue of analysis. Table 4 presents 

summary of the responses against a list of 24 resilience items being rated in a five point scale but 

again collapsed into three categories now only for convenience sake. Ratings in almost all the 



items, except 2 items, show a disproportionate orientation towards endorsing the positive end of 

the scales. Hence, the total mean rating on the resilience items is well above the midpoint of the 

scale, i.e.  “Neither Agree nor Disagree” (3). 

Our concern here is again if all the three groups of women are equally resilient. It was expected 

that HIV positive pregnant women are more vulnerable, as partly shown earlier, and, hence, their 

resilience being correspondingly compromised. Table 5 presents cross-tabs as well as test of 

significance of differences seen in the cross tabs. 

 
Table - 4 Resilience score by each items both HIV positive and negative 

 
 
 
 
 

Items/Questions 

Strongly 
disagree 

(1) to 
Disagree 

(2) 

Neithe
r agree 

nor 
disagre
e (3) 

Agree 
(4) to 

strongl
y agree 

(5) 

 
 
Mean 

St.D 

1.When I make plans, I follow through with them 3 37 80 3.90 0.82 
2.I usually manage one way or another/ 6 23 91 3.80 0.67 
3.I am able to depend on myself … 23 22 75 3.59 1.03 
4.Keeping interested in things is important to me 63 20 37 2.47 1.22 
5.I can be on my own if I have to 6 12 102 3.92 0.72 
6.I have accomplished things in my life 6 12 102 4.11 0.81 
7.I usually take things in my stride 29 27 64 3.63 0.98 
8.I am friends with myself 2 31 87 4.05 0.85 
9.I feel that I can handle many things at a time 23 24 73 3.48 0.91 
10.I am determined 16 16 88 3.92 1.00 
11.I seldom wonder what the point of it all is 31 32 57 3.22 1.10 
12.I take things one day at a time 26 12 82 3.57 0.96 
13.I can get through difficult times … 34 26 60 3.14 1.23 
14.I have self-discipline/self- control 5 19 96 4.05 0.85 
15.I keep interested in things 33 39 48 3.09 1.38 
16.I can usually find something to laugh about 20 39 61 3.43 0.88 
17.Belief in myself gets me through hard times 21 35 63 3.47 1.09 
18. I’m somebody people can rely on 21 29 71 3.48 1.08 
19.I can look at a situation in a number of ways 14 21 85 3.63 0.81 

20.Sometimes I do things whether I want to or not 12 23 85 3.69 0.80 
21.My life has meaning 18 23 79 3.72 1.07 

22.I don’t dwell on things I can’t do anything about 11 10 99 3.91 0.88 
23.In difficult situation, I can find my way out  9 37 74 3.52 0.86 
24.I have enough energy to do what I have to do. 19 14 87 3.73 0.92 

25.It’s okay if there are people who don’t like me 33 32 55 3.10 1.36 

Total 484 617 1899 3.59 0.97 



 

The analysis summarized in Table 5 shows that frequencies in the cross tab section of the table 

are more or less comparable. In a similar vein, the ANOVA yields that the three groups do not 

significantly differ in resilience score (F2, 117=.116, P>.05). 

Table- 5 Level of Resilience score pregnancy and sero status 
Frequencies ANOVA 

Level of  
Resilience   

Pregnant 
&HIV+ve 

Pregnant 
& HIV-
ve 

Non –
pregnant 
&HIV+ve Total 

  

Source 
of 
variation 

Sum of 
Squares Df 

Mean 
Square F Sig.  

Low  
2 
  

1 
  

13 
  

16 
  

Between 
Groups 

0.033 1 0.033 0.116 0.734 

High  
12 
  

38 
  

44 
  

94 
  

Within 
Groups 

33.933 118 0.288     

Very high  
4 
  

3 
  

3 
  

10 
  

Total 33.967 119       

Total 18   
          42 

 60 120 
  
              

  
 

4.3. Socio-demographic differences in Psychological distress and resilience 

Now, we shall examine the extent to which psychological distress and resilience differ across 

different socio-demographic factors including marital status, educational level, and place of birth 

(PoB), housing status, and number of children in the family. 

Table -6  Psychological Distress in Relation to participants’ Marital Status 

Descriptive statistics 

 

 

 

ANOVA 

Marital status N Mean 
Source of 
variation 

Sum of 
Square
s Df 

Mean 
Square F Sig.  

Currently non– married 
(never  
married=24divorced 
=6widowed =3) 

33 
(27.5) 

3.07 Between 
Groups 

5.328 1 1.776 2.821 0.042 

Currently- married 87 
(72.5) 

2.49 Within 
Groups 

73.04 118 0.63     

 Total 120 2.93 Total 78.36 119    

 



4.3.1. Marital status 
 

To begin with, the role of marital status is examined using descriptive statistics and ANOVA and 

results are summarized in Table 6 and Table 7 for psychological distress and resilience 

respectively. As indicated in both tables, the greater majority (72.5%) are in marital relationship 

while the remaining minority (27.5 %) is currently non-married (Never married=24, divorced =6, 

and widowed =3). 

Table 6 presents ANOVA for psychological distress by marital status. As it can be referred to 

this table unmarried women are significantly more distressed than the married counter parts (F1, 

118=2.82, P<.05). 

 

Table- 7  Participants’ resilience across Marital Status of the women                                   
 

Descriptive statistics 

 

ANOVA 
Marital 

status N Mean SD 
Source of 
variation 

Sum of 
Squares Df 

Mean 
Square F Sig. 

Currently 
non - 

married 33 
3.013 0.484 

Between 
Groups 

4.112 3 1.371 5.33 .002 

Currently 
married 87 3.03 0.745 

Within 
Groups 

29.855 116 .257     

Total 120 3.0175 0.54925 Total 33.967 119       

*Never married=24, divorced =6, and widowed =3 
 

In the same way, Table 7 presents ANOVA of the resilience score by marital status. As it can be 

referred to this table, married women are significantly more resilient than the un-married group 

(F3, 116=5.33, P<.01). 

4.3.2. Educational level 

Educational level is a second important factor to be examined for possible differences in 

psychological distress and resilience of low income women. While Table 8 presents summary 

data and analysis for psychological distress, Table 9 deals with resilience. 

It is indicated in both Tables (8 and 9), participants are from a wide range of educational level 

beginning from those who are unable to read and write (17.5%) to secondary and post-secondary 

(31%). In fact, proportions of women are not widely different across grade levels.  



 

 

Table 8 shows that psychological distress score seems to decline with increases in educational 

level (see mean scores). The ANOVA section of the same table shows that there is a significant 

difference among the four educational levels in psychological distress (F3, 116=2.55, P<.05). 

Although it may require post hoc comparison to determine the groups contributing for this 

difference (this is not made in the interest of space), it seems that the difference between the first 

and last educational group. 

 

 

 

 

 

 

 

 
 

  
Table -8 Psychological distress in Relation to their Educational Levels 

 

Descriptive statistics 

 

ANOVA 

Educational 
status N Mean 

Source 
of 
variation 

Sum of 
Squares df 

Mean 
Square F Sig. 

Cannot read 
and write 

21 
(17.5%) 3.0 

Between 
Groups 

6.384 3 1.596 2.550 .043 

Read and 
write 

30 
(25%) 2.77 

Within 
Groups 

71.983 116 .626 

  
Primary (1-
8) 

32 
(26.7%) 2.38 

Total 78.367 119 

   

Secondary 
(9-12) and 
higher 
education 

37 
(31%) 2.45 

Total  120 2.62 



Table -9 Resilience in Relation to participants Educational Levels 

Descriptive statistics 

 

ANOVA 

Educational 
status  N Mean 

Source 
of 

variation 
Sum of 
Squares df 

Mean 
Square F Sig. 

Cannot read 
and write 

21 
(17.5%) 

3.14 Between 
Groups 

.948 3 .237 .825 .512 

Read and 
write 30 

(25%) 

2.93 Within 
Groups 

33.019 116 .287   

Primary (1-8) 32 
(26.7%) 

3.09 Total 33.967 119    

Secondary (9-
12) and 
higher 
education 

37 
(31%) 

2.965 

Total 120 3.02 
 

Table 9 presents the resilience data and analysis. The mean resilience scores seem closer to one 

another and in the same way the ANOVA yields that there is no significant difference in 

resilience among the four educational levels (F3, 116=.825, P>05). 

 4.3.3. Place of birth 

The place of birth for 38% of participants is Addis Ababa and for 62.8% it is out of Addis 

Ababa. Psychological distress score appears to fail to differ for the two groups (F1, 118=.493, 

P>05). 

 
Table -10 Participants’ Psychological distress PoB Status of the women 

 

Descriptive statistics ANOVA 

 
N Mean 

 

Source of 
variation 

Sum of 
Squares df 

Mean 
Square F Sig. 

Addis Ababa 46 
(38%) 

2.61 Between 
Groups 

.326 1 .326 .493 .975 

outside Addis 
Ababa 

74 
(62%) 

2.84 Within Groups 78.041 118 .661   

Total 120 2.62 Total 78.367 119 Total   

 



In the contrary, there is a significant difference between the two groups in resilience scores (F1, 

118=3.74, P<.01) as indicated in Table 11; the outside Addis Ababa group being more resilient. 
 

Table – 11 Participants’ Resilience PoB Status of the women 
 

Descriptive statistics ANOVA 
POB N Mean  Source 

of 
variation 

Sum of 
Squares 

df Mean 
Square 

F Sig. 

Addis Ababa 46 
(38%) 

3.02 Between 
Groups 

1.071 1 1.071 3.74 .006 

Out of Addis 
Ababa 

74 
(62%) 

4.33 Within 
Groups 

32.896 118 .286   

Total  3.68 Total 33.967 119    

 

4.3.4. Housing status 

Housing status is a very good indicator of economic status in Addis Ababa. Hence, as it can be 

seen in Table 12, very few of the women have their own private house. The greater majority live 

either in a rented house or on plastics around streets. 

Table 12  Housing  status by Psychological distress as well as resilience 
Descriptive statistics ANOVA 

Var 
 

Housing status  
  N 

Mea
n  

Source 
of 

variatio
n 

Sum of 
Squares df 

Mean 
Square F Sig. 

Psych.  
distress 

 
 

Private house 
15 2.47  Between 

Groups 
1.673 2 .834 1.27 .073 

kebeleand street  
plastic shelter  

30 2.60  Within 
Groups 

76.693 117 .655   

Rented house 
from  

private owners 

75 2.57  Total 78.367 119    

Total 120 2.62        

Resilien
ce 

 
 

Private house 
15 2.93  Between 

Groups 
.569 2 .285 1.00 .079 

kebele, street 
and  

plastic shelter  
house 

30 3.20  Within 
Groups 

33.39 117 .285   

Rent house 75 2.99  Total 33.96 119    

  120 3.02        
 



The difference among the various housing groups seems minimal because all of them are of a 

low quality. Hence, these minimal differences in housing don’t seem to bring differences in 

psychological distress (F2, 117=1.27, P>.05) as well as resilience (F2, 117=1.00, P>.05). 

 4.3.4. Number of children 

Table 13 presents psychological distress and resilience by number of children a woman has. 

ANOVA yields that differences in number of children don’t make differences in psychological 

distress (F3, 116=1.187, P>.05) as well as resilience (F3, 116=1.37, P>.05). 
 

Table  13  Psychological distress status as well as resilience by number of  children 
Frequencies ANOVA 

Psych. 
distress 

 
 

Number  
of children N % Mean 

Source of 
variation 

Sum of 
Squares Df 

Mean 
Square F Sig. 

No  child 34 28.33 2.38 Between 
Groups 

3.107 3 .777 1.187 .320 

One child 45 37.5 2.64 Within 
Groups 

75.259 116 .654   

Two children 25 20.83 2.76  
Total 

78.367 119       

3 and above  
children 

16 13.33 2.85 

Total 120 100 2.62 

 
 
 

Resilience 

No  child 34 3.00 3.00 Between 
Groups 

1.163 3 .388 1.37 .400 

One child 45 3.11 3.11 Within 
Groups 

32.803 116 .283   

Two children 25 3.00 3.00  
Total 

33.967 119     

3 and above  
children 

16 2.85 2.85 

Total  120  3.02 

 

4.4. Relationship between Psychological distress and resilience 

Finally, the relationship between psychological distress and resilience was calculated and was 

found to be significant (r12=-.234, P<.01). This relationship is inverse as expected; higher 

distress implying lower resilience. 

Table 14 - the relationship between psychological distress and resilience 

  Resilience 
score 

  
Psychological distress score 

Resilience score  (1) 1 -0.237** 

Psychological distress score (2) -.237** 1 



V. DISCUSSION 

This chapter discusses the major study findings in line with the basic research objectives and 

review of the related literature. 

5.1.   The magnitude of Psychological Distress, and Resilience among low 

          income pregnant women living with HIV/AIDS were compared with  

          those without HIV/AIDS. 

This study found that majority of participants’ 63(52%) having mild to severe psychological 

distress. This finding is in line with the findings of local study conducted in Ethiopia, (Gondar 

University, 2015) Prevalence of mental distress among students was found to be 40.9% (95% CI 

37.6, 44.1%). Relatively high (44.6%) prevalence of mental distress was found among female 

students as compared to males (38.8%).  Other study conducted in South Africa, (Afr J AIDS 

Res, 2006), (Olley BO, 2006), HIV diagnosis is generally accompanied by high levels of 

psychological distress, including depression and anxiety & (Mello VA, Segurado AA, 

Malbergier A, 2010), Receiving an HIV-positive diagnosis is particularly traumatic during 

pregnancy. The mother fears infecting her infant is concerned over her own health and doubts 

whether she will be able to provide for the baby.  

Psychological distress among HIV-infected adolescents has received less attention, compared to 

psychiatric and neurocognitive disorders. However, the available data indicates a high 

prevalence of psychological distress among HIV-infected adolescents.  In a study conducted 

among 24 HIV-infected youth (16-24 years) found that 54% of respondents score above the 

clinical cut-off for psychological distress on the Brief Symptom Index (United States (U.S.), 

(Naar-King et al., 2006). Related study in Kenya, among young women screened, 58% had 

moderate and 21% had high psychological distress as measured by the K-6 scale. and lastly, but 

not the least in Uganda found that 51% of the adolescents had psychological distress (Musisi & 

Kinyanda, 2009). 

It was hypothesized that higher levels of stressful events would be associated with higher levels 

of anxiety and depression, but this association would be moderated by satisfaction with social 

support and by adaptive coping. Despite the fact that, all participants found to be prevalent mild 

to severe psychological distress, but the degree or magnitude of psychological distress is high 



prevalent among low income pregnant and non - pregnant women living with HIV/AIDS than 

the other group.  

As you can see above table 3, the status of severe psychological distress among low income 

pregnant women (22%) and low income non pregnant HIV positive women, (38%) sever 

psychological distress in HIV positive women than pregnant and HIV negative women (0%) 

sever psychological distress, but that means they are not free from any degree of psychological 

distress and they have some degree of psychological distress from mild to moderate. It indicated 

that people living with HIV/AIDS prevalent higher psychological distress than those having HIV 

negative status. The degrees of psychological distress among HIV negative pregnant women 

were insignificant. That means pregnancy only contributing less psychological distress, but it 

become cause and problem of psychological distress associated with low economic. ANOVA 

was conducted to test the significance of these differences of the three groups in psychological 

distress score. Results in Table 3 confirm that the differences noted are indeed significant (F2, 

117=31.63, P<.01). 

US survey that used a stratified sample designed to provide estimates for the civilian non 

institutionalized population found that among women aged greater than or equal >18 years, only 

3.9% had high psychological distress as measured by the K-6 scale, (Pratt LA, Dey AN, Cohen 

AJ., 2001–2004. Adv Data. 2007 ;(382):1–18.) Other studies touching on psychiatric issues in 

Kenya, which did not use the K-6 scale, found a 10.8% prevalence of common mental disorders 

(eg, depressive episodes, panic disorder, obsessive–compulsive disorder) among a rural general 

population determined using the Clinical Interview Schedule – Revised and the Psychosis 

Screening Questionnaire, (Jenkins R, Njenga F, Okonji M, et al.2012;9(5):1810–1819 )and a 

20% prevalence of psychiatric disorders (eg, anxiety and depression) among patients in a clinic 

determined using a systematic psychiatric interview,( Ndetei DM, Muhangi J., 1979;135:269–

272.)  

Prevalence of non-specific psychological distress is important from a holistic health perspective 

because, as noted by the WHO in their constitution, “Health is a state of complete physical, 

mental and social well-being and not merely the absence of disease or infirmity” WHO. 

Preamble to the Constitution of the World Health Organization, International Health Conference, 

New York, June 19–22, 1946. Public health, including physical and mental health, is influenced 



not only by individual characteristics but also by social, cultural, economic, and political factors: 

http://www.who.int/mental_health/action_plan_2013/en/. Accessed September 21, 2015. 

 

In HIV-positive women from South Africa the degree of stressful event was significantly 

associated with psychological distress (Olley BO. Psychological distress in the first year after 

diagnosis of HIV infection among women in South Africa. Afr J AIDS Res 2006; 5: 207_15). 

Common psychological distresses like anxiety and depression can cause stress, which, in turn, 

can trigger a psychological distress. In fact, further research is recommended, such as a 

longitudinal study to examine the cause-and-effect association of stress and psychological 

distress. 

Little is known about the prevalence and correlates of psychological distress among HIV-

infected adolescents in sub-Saharan Africa, where the burden of HIV remains disproportionately 

high (UNAIDS, 2013b). For example, only two studies have assessed the psychological 

wellbeing of HIV-infected adolescents. An unpublished 2003 study found high rates of 

depression (41.5%), anxiety (58.5%) and suicide attempts (20%) among HIV-infected children 

(Musisi&Kinyanda, 2003). Also, these findings are consistent with study reports from high-

income countries (Murphy et al., 2001; Naar-King et al., 2006).  

Regarding resilience, the ANOVA yields that the three groups do not significantly differ in 

resilience score (F2, 117=.116, P>.05). To compare with other related resilience research hard to 

find.   

5.2. Compare psychological distress and resilience of low income pregnant  

       women living with HIV/AIDS and the other groups by selected socio- 

        demographic factors (i.e. marital status, educational level, place of birth,  

        housing condition, age, and number of children). 
Regarding the marital status greater majority (72.5%) are in marital relationship while the 

remaining minority (27.5 %) is currently non-married (Never married=24, divorced =6, and 

widowed =3). Table 6 presents ANOVA for psychological distress by marital status. As it can be 

referred to this table unmarried women are significantly more distressed than the married counter 

parts (F1, 118=2.82, P<.05).  



 Educational level, Psychological distress score seems to decline with increases in educational 

level (see mean scores in above table 8). The ANOVA section of the same table shows that there 

is a significant difference among the four educational levels in psychological distress (F3, 

116=2.55, P<.05). The resilience  data and analysis. The mean resilience scores seem closer to 

one another and in the same way the ANOVA yields that there is no significant difference in 

resilience among the four educational levels (F3, 116=.825, P>05).  Kirsi Talala,(2013), Stress was 

most common among the highest educated, whereas lower educated had more extremely high 

stress. This finding was almost similar to the current finding. 

Regarding place of birth, the place of birth for 38% of participants is Addis Ababa and for 62.8% 

it is out of Addis Ababa. Psychological distress score appears to fail to differ for the two groups 

(F1, 118=.493, P>05). In the contrary, there is a significant difference between the two groups in 

resilience scores (F1, 118=3.74, P<.01) as indicated in Table 11; the outside Addis Ababa group 

being more resilient. 

These minimal differences in housing don’t seem to bring differences in psychological distress 

(F2, 117=1.27, P>.05) as well as resilience (F2, 117=1.00, P>.05). 

Psychological distress and resilience by number of children a woman has. ANOVA yields that 

differences in number of children don’t make differences in psychological distress (F3, 116=1.187, 

P>.05) as well as resilience (F3, 116=1.37, P>.05). 

 

5.3. Assess the relationship between psychological distresses and resilience. 
Finally, the relationship between psychological distress and resilience was calculated and was 

found to be significant (r12=-.234, P<.01). This relationship is inverse as expected; higher 

distress implying lower resilience. This result is similar with the results of other researches.  For 

example South Africa, Depression and resilience in women with HIV and early life stress, there 

was a significant negative correlation between depression and resilience  scores, r= −0.28, 

p=<0.01, Spies G, Seedat S., ( 2014).  

 

 

 



VI. CONCLUSION AND RECOMMENDATION 

6.1. Conclusion 

    Below are the major findings of the research: 

1. While low income pregnant HIV positive women were significantly more stressed than 

the other groups, there was comparable or non significant resilience score among the 

three groups 

2. A number of socio-demographic factor were explored for possible contributions in 

psychological distress and resilience score. Findings indicated that while housing status 

and number of children were not making significant differences both in psychological 

distress and resilience level, marital status was rather an important factor in both cases 

such that the currently non-married groups were significantly more distressed and less 

resilient. However, educational level and place of birth played a different role in the two 

variables. That is, while psychological distress seemed to significantly reduce with 

increase in educational level, this difference in educational level didn’t, however bring 

differences in resilience score. In the same way, while the place of birth didn’t affect 

psychological distress, the outside Addis Ababa groups were, however, found to be more 

resilient.  

3.       As expected, there was a strong correlation between psychological distress and resilience 

     suggesting that managing women’s distress would help boosting their resilience. 

6.2. Limitations of the Study 
 

This study had several limitations.  Sample size was limited and convenience sampling 

was used to recruit participants; thus, the women in this study may not be representative 

of women residing in the Addis ketema sub-city target population.  The researcher was 

not able to determine causality in stating that certain variables contributed to 

psychological distress. Strength of this study is that it provides information about the 

important issue of psychological distress in an African setting where little published 

information is available. Disclosure rate were Limited among people living with 

HIV/AIDS, and lack of willingness to participate in studies among some of the target 



groups. Budget shortage, and  education  program nature also challenge and not easily 

accessible to contact everything with teachers, students or class mate to share information 

and using school libraries for further reading and digging information.  

6.3. Recommendations 
 

   In view of the above conclusions, the following recommendations are made:  

• Invest on low income pregnant as well as  non pregnant HIV positive women cost 

effective strategy to prevent new HIV infection that will be created HIV free 

generation that enable to meet global agenda 2030. 

• Provide psychosocial support and life skill trainings especially attention for non 

married women that enable to reduce psychological distress and increase resilience as 

well as self-esteem.  

• Expand Education programs for all, but especial attention for vulnerable groups that 

enhancing to reduce psychological distress, increase resilience and mitigate other 

related social ill. 

• Appropriate screening and treatment for psychological distress should be considered 

in comprehensive HIV/AIDS care and support programs that enable to address hard 

to reach vulnerable groups. 

• Indigenous social support mechanism is needed to reduce stress and the negative life 

events associated with psychological distress.  

• The findings are important in terms of their relevance to identifying high-risk groups 

for psychological distress and, thus, preventing distress through integrating mental 

health services with HIV/AIDS care and support program, ANC and PMTCT visit. 

• Social worker, Counselors and other implementers on HIV/AIDS should be 

emphasized not only to the infected but also to the families or people handling the 

HIV/AIDS victims. Family counseling especially alleviates the psychological and 

social problems such as negative reaction of family members, stigma and 

discrimination in society among other problems.  

• The low-income pregnant women living with HIV/AIDS and those who are 

Deprived, excluded and vulnerable (DEV) HIV should be encouraged to engage in 



different income generating activities to enable them raise enough money to keep 

themselves and their families.  

• These findings provide simple direction that can help health care providers, 

counselors, psychiatrists and other social scientists recognize low income HIV 

positive women who are at increased risk for the development of mental health 

problems like mood disorder and others.  Since it emerged that HIV/AIDS is rapidly 

spreading among the DEV women, unless aggressively work in this group it leads to 

more people getting new HIV infection.  

• The government and other stakeholders should conduct voluntary counseling and 

testing centers (VCT)/HIV counseling and testing/HVC/ near the grassroots 

throughout the country to take care of HIV/AIDS victims and also those seeking such 

services even if not infected.  

6.3.1. Suggestions for Further Research  

• The researcher recommends further research to be done on the following aspects of 

HIV/AIDS and its effect like psychological distress.  

• Further research with a primary focus on resilience, psychological distress, coping 

mechanisms and other related socio-demographic factors, large sample size using 

both qualitative and quantitative methods and either of the one method would 

advance understanding of this important conceptual framework as it relates to chronic 

and life-threatening illnesses. 

• Current research cover small area, but other researcher will cover large area to have 

deep understanding the problem of low income earning women 

• A comprehensive survey should be done on the prevalence and factors contributing 

to the rapid spread of new HIV/AIDS infection among low income earning women.  

• Also further research is recommended, such as a longitudinal study to examine the 

cause-and-effect association of stress and psychological distress. 
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    Appendices 
  
  Appendices: A English version of the instruments   

  Addis Ababa University College of Education and Behavioral Studies Institute of  

   psychology  

Social psychology masters of Art  

The purpose of this questionnaire is to gather information regarding to psychological distress, 

resilience of low income pregnant women living with HIV/AIDS and without HIV/AIDS for 

compression purpose. This questionnaire has two parts: the first part has demographic questions 

about the respondents; the second part has Kessler Psychological Distress Scale (K-10), 

Psychometric long version Resilience scale. The information you provide has a very important 

input in the direction and completion of this study, so please try to be honest, and careful. There 

is no one to judge you because there is not right or wrong answer for the questions.  

The information will be kept confidential and be only applied for the study. Yours right 

information helps to reach the goals of the study.  

Thank you for investing your time and honesty providing this information.  

Part one፡ Background Information  

Direction: please indicate your answer by making ( ) in the box that corresponds to your 
answer or to write the correct answer on blank space 

1. Part one – personal information  

1.1.Respondent’s Background Information 

Cod No _________________  

           1      Place of birth 1) Addis Ababa   2) oromia  3) Amhara   4) south region   

              5) Others ------------------ 

         2. Age     1) 15-24         2) 25-35          3) 36 -49 

         3. Level of education     1) cannot read and write       2) read and write    3) primary (1-8)    

4) secondary (9-12)     5) Higher education (college)  

       4. Marital status    1) never married    2) currently married    3) divorced   4) widowed  

       5.  Religion?      1) Orthodox         2) Protestant        3) Catholic            4) Muslim                  

                                  5) other (specify)--------------- 

      6.  Are you currently employed? 1) yes 2) no 



     7. If your answer for question number 6 is “yes”, how much is your average monthly income    

1) 201-400           2) 401-800           3) 801 and above 

     8.  . If your answer for question 6 is “no”, your employment status is  

        1) Housewife         2) pensioner         3) casual worker  

         4) Other (specify) _____________ 

     9. Do you have children? 1) Yes 2) No  

     10. If your answer for question 9 is "yes", how many are they?  

          1) One         2) two        3) three         4) four and above  

     11. What type of house do you live in?  

           1) Rented from private         2) rented from kebele         3) private  

           4) Parents’ house                 5) sharing with other people  

           6)  Plastic shelter                  7)       other (specify) 

     12. serological -status 1) positive 2) negative  

    13. Pregnancy status   1) yes   2) no 

2. Part two – closed ended question  

2.1. Kessler Psychological Distress Scale (K-10) 
Item 1=  

None 

of the 

time 

 2= A 

little of 

the time    

3= 

Some of 

the time    

4= 

Most of 

the time    

5= 

All of 

the 

time 

During the last 30 days, about how often did you feel tired out for no good reason?      

During the last 30 days, about how often did you feel nervous?      

During the last 30 days, about how often did you feel so nervous that nothing could 

calm you down? 

     

During the last 30 days, about how often did you feel hopeless?      

During the last 30 days, about how often did you feel restless or fidgety?      

During the last 30 days, about how often did you feel so restless you could not sit 

still? 

     

During the last 30 days, about how often did you feel depressed?      

During the last 30 days, about how often did you feel that everything was an effort?      

During the last 30 days, about how often did you feel so sad that nothing could 

cheer you up? 

     

During the last 30 days, about how often did you feel worthless?      

 

 

 



2.2.   Psychometric long version Resilience scale ( Wagnild and Young 1990)  .  

Item  1=  

Strongly 

disagree 

 2= 

Disagree 

3= 

Neither 

agree nor 

disagree 

4= 

Agr

ee 

5= 

Extre

mely 

agree 

When I make plans I follow through with them      

I usually manage one way or another/      

I am able to depend on myself more than anyone else      

Keeping interested in things is important to me      

I can be on my own if I have to      

I feel proud that I have accomplished things in my life      

I usually take things in my stride      

I am friends with myself      

I feel that I can handle many things at a time      

I am determined      

I seldom wonder what the point of it all is      

I take things one day at a time      

 I can get through difficult times because I’ve experienced difficulty 

before 

     

I have self-discipline/self- control      

I keep interested in things      

I can usually find something to laugh about      

My belief in myself gets me through hard times      

In an emergency, I’m somebody people generally can rely on      

I can usually look at a situation in a number of ways      

Sometimes I make myself do things whether I want to or not      

My life has meaning      

I do not dwell on things that I can’t do anything about      

When I am in a difficult situation, I can usually find my way out of 

it. 

     

I have enough energy to do what I have to do.      

It’s okay if there are people who don’t like me      

 

 

 

 

 

    Appendices -B     Amharic version of the instruments               



    ፡፡፡ ፡፡፡ ፡፡፡፡፡፡ ፡፡፡-፡፡፡፡፡ ፡፡ ፡፡፡-፡፡፡ ፡፡፡  

 ፡፡፡፡፡፡ ፡፡፡፡፡ ፡፡፡ ፡፡፡፡ ፡፡፡ ፡፡፡ ፡፡፡፡፡ ፡፡-፡፡፡ ፡ 2፡ ፡፡፡ ፡፡፡፡፡ ፡፡፡፡ ፡፡፡፡ 

፡፡፡ ፡፡፡፡ ፡፡ ፡፡፡ ፡፡፡፡፡ ፡፡ ፡፡፡፡፡፡ ፡፡፡፡፡ ፡፡ ፡፡፡ ፡፡፡ ፡፡፡፡  ፡፡ ፡፡፡፡ ፡፡፡  ፡፡፡-

፡፡፡ ፡፡፡ ፡ ፡፡፡፡ ፡፡፡፡፡ ፡፡፡፡ ፡፡ መቋቋም ፡፡፡ ፡፡፡፡ ፡፡ ፡፡፡፡ ፡፡፡፡፡፡ ፡፡፡፡ ፡፡፡ 

፡፡፡ ፡፡፡፡፡ ፡፡፡ ፡፡፡፡፡፡ ፡፡፡፡ ፡፡፡፡ ፡፡፡  ፡፡ ፡፡ ፡፡፡፡ ፡፡፡፡፡ ፡፡፡፡፡፡፡ ፡፡፡ 

፡፡፡፡፡ ፡፡፡፡ ፡፡፡፡፡፡ ፡፡፡ ፡፡፡፡ ፡፡፡፡፡፡ ፡፡፡፡፡ ፡፡፡ ፡፡፡፡፡ ፡፡፡ ፡፡፡ ፡፡፡-፡፡፡ 

፡፡፡፡፡፡፡፡ ፡፡፡፡፡ ፡፡፡፡ ፡፡፡፡፡፡ ፡፡፡፡ ፡፡፡፡፡  ፡፡፡፡፡ ፡፡፡፡፡ ፡፡፡ ፡፡፡፡፡ ፡፡፡፡ 

፡፡፡፡፡ ፡፡፡፡ ፡፡፡፡፡፡ ፡፡፡፡ ፡፡፡፡ ፡፡፡፡ ፡፡፡ ፡፡፡ ፡፡፡፡ ፡፡፡፡ ፡፡፡፡፡፡ ፡፡፡፡፡፡ 

፡፡፡፡፡፡ ፡፡፡፡፡፡፡ ፡፡፡ ፡፡፡፡፡ ፡፡፡፡፡ ፡፡፡፡፡፡፡፡  

፡፡፡፡፡፡ ፡፡፡ ፡፡፡ ፡፡፡፡፡፡፡ ፡፡፡፡ ፡፡፡፡፡፡፡፡፡ ፡፡፡ ፡፡፡፡፡፡ ፡፡፡ ፡፡፡፡፡፡፡ ፡፡፡፡፡ 

፡፡፡፡ ፡፡፡ ፡፡፡ ፡፡፡፡፡፡ ፡፡፡፡ ፡፡ ፡፡፡፡፡፡፡ ፡፡፡፡ ፡፡፡፡ ፡፡፡ ፡፡ ፡፡፡፡ ፡፡፡፡ 

፡፡፡፡፡፡ ፡፡፡፡፡፡ ፡፡፡ ፡፡፡፡፡ ፡፡ ፡፡ ፡፡፡፡፡ ፡፡፡፡ ፡፡፡፡፡፡፡ ፡፡፡፡፡ ፡፡፡፡፡፡፡  

፡፡፡ ፡፡፡፡ ፡፡፡፡፡ ፡  ፡፡፡፡፡፡ ፡፡፡፡ ፡፡፡፡፡፡፡፡ ፡፡፡፡ ፡፡፡፡፡ ፡፡፡ ፡፡፡፡፡፡፡!!  

፡፡፡ ፡፡፡ ፡፡፡፡ ፡፡፡  

፡፡፡፡፡- ፡፡፡፡፡፡ ፡፡፡፡ ፡፡፡፡ ፡፡፡ ፡() ፡፡፡፡ ፡፡፡፡፡ ፡፡፡፡፡፡ ፡፡ ፡፡፡፡ ፡፡፡፡፡፡፡ 

፡፡፡፡ ፡፡ ፡፡፡፡፡ ፡፡፡፡፡ 

             ፡፡፡ ፡፡፡፡       ፡፡፡ ፡፡፡፡ ፡፡፡ ፡፡፡ 

፡፡፡ ፡፡፡ ------------------------------ 

1. ፡፡፡፡፡ ፡፡፡፡ ፡/፡፡፡ ----------------፡፡፡ ----------------------------- 

2. ፡፡፡፡፡ ፡፡ 1)  ፡፡፡ ፡፡፡    2)  ፡፡፡ ፡፡፡  3)  ፡፡፡፡ ፡፡፡   4) ፡፡፡ ፡፡፡ 5) ፡፡፡ ----------- 

3. ፡፡፡    1) 15-25        2)  25-35      3) 35-49   

4. ፡፡፡፡፡፡ ፡፡፡     1) ፡፡፡፡፡    2) ፡፡፡፡ ፡ ፡፡፡   3) ፡፡፡፡ ፡፡፡ 1-8   4) 2፡ ፡፡፡ 9-12   5) 

፡፡፡፡ ፡፡፡፡፡ ፡፡፡ 

5. ፡፡፡፡ ፡፡፡  1) ፡፡፡፡   2) ፡፡፡   3)፡፡፡፡   4) ፡፡ ፡፡፡፡፡  ፡፡ 

6. ፡፡፡፡፡  1) ፡፡፡፡፡፡ ፡፡፡፡፡፡    2) ፡፡፡፡     3)፡፡፡፡፡፡፡   4) ፡፡፡፡ 5) ፡፡---------- 

7. ፡፡፡፡ ፡፡  ? 1)፡፡    2) ፡፡፡፡፡    

8. ፡፡ ፡፡፡ 6 ፡፡ ፡፡፡ ፡፡፡  ፡፡    1) 200-400 ፡፡   2) 401-800 ፡፡ 3) ፡800 ፡፡ ፡፡፡ 

9.  ፡፡ ፡፡፡ 6 ፡፡፡፡፡ ፡፡፡ ፡፡፡፡፡፡ ፡፡፡፡፡ ? 1)፡፡፡ ፡፡፡፡   2) ፡፡፡  3) ፡፡፡ ፡፡ 4)፡፡፡ 

፡፡፡፡ 5) ፡፡፡    6) ፡፡፡---------------------------- 

10. ፡፡፡ ፡፡፡  ? 1)፡፡    2) ፡፡፡፡፡ 

11. ፡፡ ፡፡፡  ፡፡ ፡፡፡ ፡፡፡ ፡፡፡ ፡፡፡ ?   1)  ፡፡፡    2)  ፡፡፡    3)   ፡፡፡    4)፡፡፡ ፡፡ ፡፡ ፡፡፡ 

12. ፡፡ ፡፡፡፡ ፡፡ ፡፡፡ ? 1) ፡፡ ፡፡  2)፡፡፡ ፡፡ 3) ፡፡፡፡ ፡፡ ፡፡፡፡ ፡፡  4)፡፡፡ 

13. ፡፡ ፡፡፡ ፡፡፡፡ ፡ ፡፡ ፡፡፡ ፡፡? 1)፡፡ 2) ፡፡፡ 

 

 

 

 



 

 

 
     ፡፡፡ ፡፡፡  

፡፡፡፡፡፡ ፡፡፡፡ ፡፡፡፡ ፡፡፡፡ ፡፡፡፡፡፡ ፡፡ ፡፡ ፡፡፡፡፡፡ ፡፡፡፡፡፡ ፡፡፡ ፡፡ ፡፡፡፡፡፡፡ ፡፡፡፡፡፡ ፡፡፡ 

፡፡፡፡ ፡፡፡ ፡፡፡፡ ፡፡፡፡ ፡፡፡ ፡፡፡፡፡፡ ፡፡፡፡፡፡፡ ፡፡፡፡፡፡፡ ፡/፡፡፡፡ ፡፡፡ ፡፡፡ ፡፡፡ ፡፡፡፡፡፡፡፡ 

፡፡፡ ፡፡፡፡፡፡፡፡፡፡ ፡፡፡፡፡፡  

3. Kessler Psychological Distress Scale (K-10)/ ፡፡፡-፡፡፡ ፡፡፡ ፡፡፡ ፡፡፡፡/ 
Item/፡፡፡፡ ፡፡፡፡/ 1=  

፡፡፡፡/፡፡፡ 

፡፡፡፡፡፡፡ 

 2= ፡፡፡ 

፡፡፡ ፡፡    

3= 

፡፡፡፡፡ ፡፡    

4= 

፡፡፡፡፡፡ 

፡፡   

5= 

፡፡ ፡፡ 

ባለፉት 30 ቀናት ውስጥ ያለበቂ ምክንያት ምን ያህል 

ጊዜ የድካም ስሜት ተሰማሽ? 

     

ባለፉት 30 ቀናት ውስጥ ምን ያህል ጊዜ 

የመደናገጥ/የመረበሽ/ የስጋት ስሜት የተሰማሽ? 

     

ባለፉት 30 ቀናት ውስጥ ሊያረጋጋሽ የሚችሉ ነገሮች 

በማጣትሽ የተነሳ ምን ያህል ጊዜ ነው ከሚገባው በላይ 

የመረበሽ/የመደናገጥ ስሜት የተሰማሽ? 

     

ባለፉት 30 ቀናት ውስጥ ምን ያህል ጊዜ ተስፋ 

የመቁረጥ ስሜት የተሰማሽ? 

     

ባለፉት 30 ቀናት ውስጥ ምን ያህል ጊዜ ነው እረፍት 

የለሽ/ ቁንጥንጥ ስሜት የተሰማሽ? 

     

ባለፉት 30 ቀናት ውስጥ የማረፍ ጊዜ ባለማግኘት 

የተነሳ ምን ያህል ጊዜ ነው በከፍተኛ ሁኔታ እረፍት 

የለሽ ስሜት የተሰማሽ? 

     

ባለፉት 30 ቀናት ውስጥ ምን ያህል ጊዜ ነው 

የመከፋት/ደስታ የማጣት ስሜት የተሰማሽ? 

     

ባለፉት 30 ቀናት ውስጥ ምን ያህል ጊዜ ነው 

ማንኛውም ነገር አድካም/ጥረት የሚጠይቅ ነገር 

እንደሆነ ስሜት የተሰማሽ? 

     

ባለፉት 30 ቀናት ውስጥ ሊያበረታቱሽ የሚችሉ 

ነገሮች በመጥፋት ምክንያት በምን ያህል ጊዜ ነው 

የማዘን ስሜት የተሰማሽ? 

     

ባለፉት 30 ቀናት ውስጥ በምን ያህል ጊዜ ነው የዋጋ 

ቢስነት/አይረባነት ስሜት የተሰማሽ?    

     

 

 



 

 

 

1. Psychometric long version Resilience scale ( Wagnild and Young 1990)/ ፡፡፡-፡፡፡ 

፡፡፡፡፡፡፡፡ ፡፡፡፡፡   ፡፡፡፡ ፡፡ መቋቋም/ .    

Item  1=  

፡፡፡ ፡፡፡፡፡፡ 

 2= ፡፡፡፡፡፡ 3= 

፡፡፡፡፡፡፡ 

4= 

፡፡፡፡፡፡ 

5= 

፡፡፡ ፡፡፡፡፡፡ 

ካቀድኩኝ በእቅዴ እመራለሁ/እከተላለሁ      

በአብዛኛው ጊዜ ነገሮች በአንድ አቅጣጫ ወይም በሌላ አቅጣጫ 

እመራለሁ 

     

በሌሎች ሰዎች ጥገኛ ከመሆን ይልቅ በራሴ መተማመን እችላለሁ      

ለመስራት የሚፈለግ ነገር ጠብቆ መቆየት ለእኔ አስፈላጊ ነው      

መወጣት/ማከናወን ያለበት ነገር ቢኖር እወጠዋለሁ      

ነገሮችን በራሴ ሲያከነውን/ሲፈፅም የኩራት ስሜት ይሰማኛል      

በአብዛኛው ነገሮችን በብቃት  አስክዳለሀ/በረጅሙ መራመድ እችላለሁ      

ከራሴ ጋር ጓደኛ ነኝ      

ብዙ ነገሮችን ማከናወን እንደሚችል ይሰማኘል      

 ቆራጥ/ቁርጠኛ ነኝ      

ማንኛውም ነገር እምብዛም አያስደንቀኝም      

ነገሮችን በጊዜው ካስብኩት አደርሳለሁ      

ቀደም ስል ችግሮችን የማለፍ ተሞክሮ ስላለኝ በአስቸጋር ጊዜ/ሁኔታ 

ውስጥ ማለፍ እችላለሁ 

     

ስነ-ስርዓት አለኝ/ራሴን እቆጣጠራለሁ      

በነገሮች እመሰጣለዉ       

አብዛኛውን ጊዜ ሊያስቁኝ የሚችሉ ነገሮችን እፈልጋለሁ      

በራሴ ላይ ያለኛ መተማመን አስቸጋሪ  ጊዜዬን እንደልፍ አስችሎኛል      

በድንገት ለሚፈጠሩ/ለሚከሰቱ ነገሮች እኔም እንደማንኛውም ሰው በራሴ 

እተማመናለሁ 

     

አብዛኛውን ጊዜ ነገሮችን በተለያዩ መንገድ ማየት እችላለሁ      

አልፎ አልፎም ቢሆን የሚወደውም ነገር ለመስራት ራሴን ማዘጋጀት/ 

የሚወደው/ የማልወደው ስራ ቢያጋጥም እወጠዋለሁ/ራሴን አዘጋጀዋለሁ 

     

ሕይወቴ ትርጉም አለው      

ማንኛውም ነገር ለማድረግ/ለመስራት ጥገኛ መሆን አልፈልግም      

በአስቸጋር ሁኔታ ውስጥ በሚሆንበት ስዓት መዉጫዉን መፈለግ 

እችላለሁ 

     



መስራትያለብኝ ነገር ለማከናወን በቂ ጉልበት/ኃይል አለኝ      

እኔን ለማይወዱኝ ሰዎች ብዙም ግድ የለኝም      

 
Item Statistics 

  Mean 

Std. 
Deviatio

n N 
during_the_last_30_days_about_how_often_did_you_feel_tired_out_for_no_good_rea
son? 

2.6167 .71224 120 

During the last 30 days, about how often did you feel nervous? 2.3000 .81581 120 
During the last 30 days, about how often did you feel so nervous that nothing could 
calm you down? 

2.0250 .89313 120 

During the last 30 days, about how often did you feel hopeless? 2.0167 1.09991 120 

During the last 30 days, about how often did you feel restless or fidgety? 2.2750 .83979 120 
During the last 30 days, about how often did you feel so restless you could not sit still? 2.0833 .80527 120 

During the last 30 days, about how often did you feel depressed? 2.3667 .86901 120 
During the last 30 days, about how often did you feel that everything was an effort? 2.6417 .79701 120 

During the last 30 days, about how often did you feel so sad that nothing could cheer 
you up? 

2.2250 .83477 120 

During the last 30 days, about how often did you feel worthless? 1.9000 .92036 120 

 
Item-Total Statistics 

  

Scale 
Mean if 

Item 
Deleted 

Scale 
Varianc
e if Item 
Deleted 

Correct
ed Item-

Total 
Correlati

on 

Cronbach'
s Alpha if 

Item 
Deleted 

during_the_last_30_days_about_how_often_did_you_feel_tired_out_for_
no_good_reason? 

19.8333 34.224 .277 .896 

During the last 30 days, about how often did you feel nervous? 20.1500 31.826 .494 .885 

During the last 30 days, about how often did you feel so nervous that 
nothing could calm you down? 

20.4250 28.902 .764 .865 

During the last 30 days, about how often did you feel hopeless? 20.4333 26.869 .786 .863 
During the last 30 days, about how often did you feel restless or fidgety? 20.1750 31.255 .541 .882 
During the last 30 days, about how often did you feel so restless you 
could not sit still? 

20.3667 30.167 .704 .871 

During the last 30 days, about how often did you feel depressed? 20.0833 30.262 .630 .875 

During the last 30 days, about how often did you feel that everything was 
an effort? 

19.8083 31.820 .510 .883 

During the last 30 days, about how often did you feel so sad that nothing 
could cheer you up? 

20.2250 29.840 .713 .870 

During the last 30 days, about how often did you feel worthless? 20.5500 28.619 .769 .865 

 
 
 
 
 



 
 
 

Item Statistics 

  Mean Std. Deviation N 
When _I_ make_ plans_ I _follow_ through_ with_ them 3.9167 .82588 120 

I usually manage one way or another 3.8083 .67731 120 

I am able to depend on myself more than anyone else 3.6000 1.03225 120 

Keeping interested in things is important to me 2.4917 1.22985 120 
I can be on my own if I have to 3.9250 .72370 120 

I feel proud that I have accomplished things in my life 4.1167 .81151 120 
I usually take things in my stride 3.6333 .97819 120 

I am friends with myself 4.0583 .85303 120 
I feel that I can handle many things at a time 3.4917 .91666 120 

I am determined 3.9250 .99716 120 
I seldom wonder what the point of it all is 3.2333 1.09800 120 
I take things one day at a time 3.5833 .95779 120 
 I can get through difficult times because I’ve experienced difficulty 
before 

3.1583 1.24344 120 

I have self-discipline/self- control 4.0583 .85303 120 

I keep interested in things 3.1000 1.38054 120 

I can usually find something to laugh about 3.4417 .88684 120 

My belief in myself gets me through hard times 3.4833 1.09991 120 

In an emergency, I’m somebody people generally can rely on 3.4917 1.08462 120 

I can usually look at a situation in a number of ways 3.6333 .80891 120 

Sometimes I make myself do things whether I want to or not 3.7000 .80544 120 

My life has meaning 3.7333 1.07479 120 
I do not dwell on things that I can’t do anything about 3.9167 .88482 120 

When I am in a difficult situation, I can usually find my way out of 
it. 

3.5333 .85929 120 

I have enough energy to do what I have to do. 3.7333 .92340 120 

It’s okay if there are people who don’t like me 3.1083 1.36459 120 

 
 
 
 
 
 
 
 
 
 



 
Item-Total Statistics 

  

Scale 
Mean if 

Item 
Deleted 

Scale 
Variance if 

Item 
Deleted 

Corrected 
Item-Total 
Correlation 

Cronbach's 
Alpha if Item 

Deleted 
When _I_ make_ plans_ I _follow_ through_ with_ them 85.9583 114.259 .534 .825 

I usually manage one way or another 86.0667 119.407 .304 .833 

I am able to depend on myself more than anyone else 86.2750 110.420 .594 .821 

Keeping interested in things is important to me 87.3833 123.096 -.009 .848 
I can be on my own if I have to 85.9500 118.535 .337 .832 

I feel proud that I have accomplished things in my life 85.7583 115.597 .465 .827 
I usually take things in my stride 86.2417 109.697 .669 .819 

I am friends with myself 85.8167 115.764 .429 .828 
I feel that I can handle many things at a time 86.3833 111.953 .596 .822 

I am determined 85.9500 110.266 .626 .820 
I seldom wonder what the point of it all is 86.6417 121.744 .058 .843 
I take things one day at a time 86.2917 109.603 .690 .818 
 I can get through difficult times because I’ve experienced difficulty 
before 

86.7167 112.810 .379 .830 

I have self-discipline/self- control 85.8167 115.882 .422 .829 

I keep interested in things 86.7750 124.966 -.081 .854 

I can usually find something to laugh about 86.4333 118.432 .266 .834 

My belief in myself gets me through hard times 86.3917 107.131 .704 .816 

In an emergency, I’m somebody people generally can rely on 86.3833 109.230 .616 .820 

I can usually look at a situation in a number of ways 86.2417 115.193 .490 .827 

Sometimes I make myself do things whether I want to or not 86.1750 112.936 .630 .822 

My life has meaning 86.1417 112.240 .482 .826 
I do not dwell on things that I can’t do anything about 85.9583 119.250 .224 .835 

When I am in a difficult situation, I can usually find my way out of it. 86.3417 111.235 .684 .820 

I have enough energy to do what I have to do. 86.1417 111.501 .616 .821 

It’s okay if there are people who don’t like me 86.7667 133.777 -.357 .866 
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