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Abstract
Globally, depressive symptoms among pregnant and postpartum (i.e., perinatal) women living with HIV (WLWH) are 
alarmingly high and associated with poor outcomes such as suboptimal adherence to antiretroviral therapy (ART), and early 
cessation of exclusive breastfeeding (EBF). Few qualitative studies have described the experience of perinatal depression 
among WLWH to identify the underlying social-structural determinants of poor mental health and potential strategies to 
intervene. We conducted a longitudinal qualitative study applying semi-structured interviews with 30 WLWH at three time-
points (28–38 weeks pregnant, 6-weeks postpartum and 5–7 months postpartum) to understand mental health experiences of 
perinatal WLWH in western Kenya. Financial insecurity emerged as the central theme impacting the mental health of women 
across time. Financial insecurity was often attributed to the loss of employment, related to pregnancy and the demands of 
breastfeeding and caring for an infant, as well as a lack of support from male partners. The loss of income and subsequent 
financial strain contributed to worsening levels of food insecurity and relationship stress and challenged engagement in HIV 
care. In this way, increased financial strain during the perinatal period negatively impacted the mental health of perinatal 
WLWH. Our findings suggest support to meet basic needs and remain engaged in HIV care during pregnancy and postpartum 
could improve perinatal mental health for WLWH in this setting.

Keywords  Perinatal depression · Mental health · Longitudinal qualitative · Financial insecurity · Food insecurity · Women 
living with HIV · Exclusive breast feeding · Prevention of mother to child transmission
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Introduction

Poor mental health, including depression, is a pressing 
global health issue among pregnant and postpartum (i.e., 
perinatal) women living with HIV (WLWH) [1–3], par-
ticularly in sub-Saharan Africa (SSA) where the preva-
lence of HIV among women is disproportionately high [4]. 
Currently, 36% and 21% of WLWH experience depressive 
symptoms during pregnancy and the postpartum period, 
respectively [1]. Depression among perinatal WLWH has 
substantial implications for maternal and child health [5], 
as depression is associated with HIV disease progression 
[6, 7] as well as non-adherence to antiretroviral therapy 
(ART) [8, 9], and reduced exclusive breastfeeding (EBF) 
[10, 11], critical components of the prevention of mother 
to child transmission of HIV (PMTCT) strategies [12, 13].

In SSA, unplanned pregnancies [14], marital status 
[14, 15], difficulties with primary partners [16, 17] and 
social-structural factors such as food insecurity [17–19] 
and low educational level [20] have been associated with 
poor mental health among perinatal women. Yet, little is 
known about the lived experience of perinatal depression 
and HIV, how maternal mental health may vary across the 
perinatal period, and how social-structural factors such as 
food insecurity intersect with mental health and HIV to 
impact maternal and child health, including adherence to 
lifesaving ART. This knowledge is key to addressing the 
mental health needs of WLWH at different stages of the 
perinatal period in settings like SSA where social-struc-
tural factors have been shown to affect HIV-related health 
outcomes and mental health [21, 22]. To fill this gap and 
inform future interventions, we conducted a longitudinal 
qualitative study with perinatal WLWH in western Kenya 
exploring the mental health trajectories from pregnancy 
across the postpartum period.

Methods

Setting

This study was conducted at a subcounty hospital in 
Kisumu, Kenya in the former Nyanza region, where both 
HIV and poverty are widespread public health concerns. 
It is estimated that 17.4% of women in Kisumu county are 
living with HIV [23] and more than 40% of households 
report not having sufficient quantity of food or money to 
procure food [24]. We purposively recruited thirty women 
from Lumumba subcounty hospital in Kisumu who were 
at least 18 years old, between 28 and 38 weeks pregnant, 
living with HIV and with varying degrees of prenatal 

depressive symptoms to explore whether and how vari-
ations in prenatal depressive symptoms and other mental 
health symptoms such as stress and anxiety changed across 
time.

Data Collection

Between March 2019-March 2020, we conducted semi-
structured interviews lasting between 60 and 90 min at 
three consequential time points (i.e., 28–38 weeks preg-
nant, 6-weeks postpartum, and 5–7 months postpartum). The 
interviews elicited information on a range of topics based 
on our previous research [25, 26], and review of the litera-
ture. The interview guide included questions pertaining to 
the women’s feelings about their pregnancy and their HIV 
status, their experiences with HIV care, social support and 
access to food. A female research assistant fluent in Dholuo 
and KiSwahili conducted the interviews, which were audio-
recorded, transcribed, and translated into English. Depres-
sive symptoms were assessed at each time point using the 
validated Patient Health Questionnaire-9 (PHQ-9) instru-
ment [27].

Data Analysis

Interviews were coded using the Dedoose [28] software pro-
gram based on an a priori coding schema while also allow-
ing for emergent codes. The a priori codes were generated 
based on our interview guide and new codes emerged dur-
ing our in-depth reading of the transcripts as we identified 
concepts, ideas and experiences that appeared frequently in 
the women’s responses. First, a thematic analysis [29] of the 
baseline data was conducted to identify emerging themes 
and to inform the 2nd and 3rd interviews. Thematic analy-
ses were then completed using data from each subsequent 
interview. Through these cross-sectional thematic analyses, 
the central theme and its sub-themes from each timepoint 
were established. Using the framework analysis approach 
[30, 31], we then conducted a longitudinal analysis inves-
tigating changes in the central theme across time within 
individuals and among the group. A data matrix was cre-
ated for each participant where sub-themes were rows and 
the timepoints were columns (see Table 1 for an example). 
Using the data matrices established for the 30 women, the 
research team worked collaboratively to describe the range 
of experiences within each sub-theme at each timepoint and 
then describe changes or consistencies in the sub-themes 
across timepoints. Specifically, we aimed to describe the 
experience portrayed by the majority of women and how and 
why the experiences changed or did not change across time. 
We also considered the contributions of exceptional cases 
in terms of how and why they differed from the experiences 
of the majority. The outcome was a detailed description of 
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the central theme’s impact across time on the mental health 
experiences of pregnant and postpartum WLWH.

Results

Thirty women participated in 88 interviews over three time 
points spanning from the third trimester to 5–7 months post-
partum (two participants moved and could not be reached 
for their final interview, data from their first two interviews 
were included in analyses). Of the 30 women, seven were 
first-time mothers and nine had received a diagnosis of HIV 
during the current pregnancy (see Table 2 for participant 
characteristics). At the first interview, 80% of the women 
reported symptoms indicative of probable depression. The 
prevalence of probable depression decreased to 43% at 
6-weeks and 36% at 5–7 months postpartum (see Fig. 1).

Central Theme Across Time: Financial Insecurity

Financial insecurity emerged as the central theme impacting 
the mental health experience of WLWH across the perinatal 
period. Financial insecurity was comprised of several sub-
themes at each time point including, Disruption of income, 
Unplanned pregnancy, Worries about PMTCT and Inad-
equate support. These sub-themes progressed across time 
as women’s transition through the perinatal period evolved 
(see Table 3).

Financial Insecurity in the Third Trimester

Disruption of Income: Pregnancy Related Unemployment 
Increases Food and Financial Insecurity

The majority of women (83%) were employed prior to preg-
nancy. However, by the 28th–38th week of pregnancy, most 
employed women (76%) had left the workforce, primarily 
because of physical limitations related to their pregnancy. 
Their departure from the workplace led to a disruption of 
income, which created stress, anxiety and worry because 
women and their dependent children relied on this income 
for basic needs including, food, rent, transportation to ante-
natal and HIV care appointments, primary school fees, and 
water. Most women had at least one young child at home 
whereby the loss of income caused worry not only about 
their own very basic needs, but also those of their children 
as expressed by participant 025,

“I am fatigued, I feel stressed and I am also experi-
encing many challenges like accessing food… what is 
mainly stressing me is not having a source of income 
and my baby’s father abandoned me. When I came to 
the hospital, I was told that my hemoglobin level was 

low so I am worried about what I will do after giving 
birth or even how my children will survive”.

Many women described sadness, frustration and embar-
rassment over not being able to provide food and school 
fees for their children (see Table 4 for additional illustrative 
participant quotes). The loss of income led to both physical 
and mental anguish for women during their pregnancies and 
many women reported plans to rapidly return to the work-
force after giving birth as a means of improving their access 
to food and ability to meet the needs of their children as seen 
in participant 08,

Unplanned Pregnancy

There was an added layer of hopelessness, stress and sadness 
for most women whose pregnancies, and therefore reduc-
tions in household income, were unplanned. Unplanned 
pregnancies were especially difficult to accept for nearly a 
third of the women who conceived while using long-acting 
contraception. Several women also reported being aban-
doned by their partners after revealing their unplanned preg-
nancy as expressed by participant 025,

“I got pregnant while on implant. I used to see myself 
growing fat little, but I didn’t know that I had con-
ceived already… I decided to go to a chemist in car-
wash (name of place) to buy a pregnancy test kit and 
after testing, I found out that I was pregnant. From 
that time, I started feeling stressed and my partner had 
already abandoned me”.

Women described mental health symptoms such as feel-
ing sad and stressed about their untimely pregnancy, its 
impact on their ability to earn an income, or the anticipated 
burden of providing for the child. At least 7 women experi-
enced severe financial strains and food insecurity which led 
them to deliberate over the difficult decision of whether or 
not to terminate the pregnancy.

Worries About PMTCT: Increased by Food and Financial 
Insecurity

Women also described how financial insecurity caused 
stress and anxiety by making adherence to ART difficult. 
Women were highly committed to their HIV care and 
reported that worry about vertical HIV transmission was 
a primary motivator for their own adherence. Yet, many 
women described being unable to pay for transportation to 
the clinic and struggling to walk to the clinic during late 
pregnancy. In addition, without money for food, women 
experienced dizziness, nausea and other uncomfortable 
side effects from taking ARTs while hungry. While strug-
gling to remain adherent to ART, women also worried 
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about how their lack of money and food would impact 
their ability to protect their babies from HIV by EBF for 
the first six months. Most women were uncertain if they 
would have enough food to ensure adequate breastmilk 
supply and many feared that EBF would interfere with 
their return to work as heard by this mother (025),

“Another thing is that I must have breastmilk con-
stantly though sometimes I may not have food to eat 
and I need food to have enough breastmilk because 
the baby will be breastfeeding exclusively without 
giving even water for 6 months.”

Inadequate Support and Abandonment

During this period of financial insecurity, when women 
might turn to their partners for support, there were only 

five women who were in committed partnerships where the 
wellbeing of the family was a shared priority and their part-
ners were able to provide enough support to meet the fam-
ily’s basic needs. The remaining women described partners 
who were unwilling or unable to compensate for their lost 
income, with many women expressing uncertainties about 
how much their partner was earning or how he was allocat-
ing his income. Some women reported partners having extra-
marital affairs or having drinking problems, and believed 
their partner was diverting his funds to these activities rather 
than providing for their family. Nearly half of the women 
were not living together with the father of their baby. This 
was either because they were separated, they were a second-
ary wife in a polygamous marriage, they had yet to move 
in together, or they had been abandoned completely. For a 
third of the women in our cohort, their partner abandoned 

0%

10%

20%

30%

40%

50%

60%

70%

80%

90%

100%

28-38 weeks pregnant 6-weeks postpartum 5-7 months postpartum

No depression (<5) Mild depression (5-9) Moderate depression (10-14) Moderately severe depression (15-19)

Fig. 1   Depressive symptom scores using the patient health questionnaire 9 (PHQ-9)

Table 3   Central theme with progression of subthemes across the perinatal period

Central theme across time: financial insecurity

28–38 weeks pregnant 6-weeks postpartum 5–7 months postpartum

Sub-themes with description across time
 Disruption of income Loss of employment related to preg-

nancy leads to increased food and 
financial insecurity for the family

Unemployment and food insecurity 
persist due to continued lack of 
income

Hopeful about resuming work despite 
challenges, yet food insecurity per-
sists for most

 Unplanned pregnancy The impact of unplanned pregnancy
 Worries about PMTCT​ Financial and food insecurity 

increase worries about PMTCT​
Financial and food insecurity persist, 

sustaining worries about PMTCT​
Worries about PMTCT are reduced but 

still present
 Inadequate support Abandonment and inadequate sup-

port
Support insufficient to compensate 

for lost income, difficult to rely on 
others

Continued difficulties relying on others
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them after discovering they were pregnant as seen by this 
example (019),

“I went to the hospital, got tested and I was told that I 
was pregnant. I felt bad since I was not ready to have 
a child and [when I told the father] he told me that 
he was not ready to be a father- that is the reason we 
broke up”.

For women who were abandoned as such, this also 
marked their first pregnancy with the father of the baby. 
Women attributed being abandoned to a variety of rea-
sons including, the partner not being ready for or wanting 
a child, disclosing their HIV status to their partner, or the 
increased pressure on partners to provide financial support 
after women stopped working during pregnancy.

Without support from the father of the baby, women were 
forced to turn to others such as neighbors, friends, relatives 
or in-laws for food or money and they were met with varying 
degrees of support. Many women felt uncomfortable asking 
others for help and became increasingly anxious by their 
accumulating debts. Notably, some women were received 
poorly by family when they sought needed support. Mean-
while, others were reluctant to ask for help fearing their fam-
ily’s reactions to their pregnancy and need for support. Most 
women, even those receiving adequate support, still desired 
the security of having their own source of income over the 
uncertainty and discomfort of relying on others.

Financial Insecurity at 6‑Weeks Postpartum

Disruption of Income: Unemployment and Food Insecurity 
Persist

At 6 weeks postpartum, financial insecurity persisted or 
worsened for the majority of women. Most women remained 
unemployed often citing the need to EBF as a primary rea-
son for delaying their return to work as expressed by this 
mother (001),

“I will try to look for a job closer to me so that the 
person whom I shall leave with the baby can come 
over but not now, for now, I want to be with her for six 
months until she starts eating, then it will be better”.

Two-thirds of women reported struggling to access 
food due to a lack of income and half explicitly said their 
family missed meals or even went full days without food. 
Women expressed continued feelings of worry about their 
other dependent children and having adequate amounts of 
money and food to meet the family’s basic needs. Of the 
four women who returned to work, three were unable to earn 
enough to notably reduce their financial and food insecurity. 
Only one woman was able to return to work and change her 
situation such that she reported less stress from financial 

insecurity. This woman also received substantial financial 
support from friends and family and was able to resume 
work as a housekeeper where she could bring her baby 
and a babysitter along to help her. Despite a solid support 
system, she reported struggling to balance work with EBF 
during this early postpartum time, eventually introducing 
supplemental feeds at 3-months postpartum. Although most 
women remained unemployed during this early postpartum 
period, nearly all expressed a desire or pressure to quickly 
return to work to provide financial support for their family.

Worries About PMTCT: Financial and Food Insecurity Persist

At this time, financial insecurity continued to cause women 
anxiety, stress, worry and feelings of hopelessness by chal-
lenging their HIV care and their adherence to the PMTCT 
guidelines. Although women remained engaged in HIV care, 
they continued to worry about the transmission of HIV to 
their infants. Furthermore, many reported continued strug-
gles to pay for transportation to the clinic especially since 
infant care appointments were now separate from their own 
as expressed by this mother (028),

“I don’t get fare easily; I try and if I don’t get money 
to board a motorbike then I look for 20 shillings [U.S 
20 cents] for boarding a vehicle…Once I get fare for 
coming, I walk home and that’s why I tag along with 
his sister because we carry the baby in turns”.

A lack of food to take medications with, continued to 
threaten adherence to ARVs, meanwhile prenatal worries 
about breastfeeding had developed into active struggles 
with EBF. Nearly half of the women reported they had milk 
insufficiency related to their own inadequate food intake and 
a third of women described fearing that their babies were 
not gaining weight and were frequently crying from what 
seemed to be hunger as heard by these women,

“I asked and I was told that there was nothing else I 
could give her, but sometimes I experience a challenge 
because the baby breastfeeds and night comes before I 
have even eaten anything since morning. I sometimes 
have pity on the baby because there is no way she can 
even add weight (025)”,

“[when my] baby is breastfeeding, and the breastmilk 
is not sufficient, he breastfeeds and cries because he 
does not get enough milk (022)”.

Some women wanted to introduce supplemental feeds 
because of milk insufficiency and many others faced pres-
sure from family members to do so, creating feelings of fear, 
confusion, anxiety and worry as women understood EBF to 
be an important part of PMTCT. EBF was also in jeopardy 
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for women who considered returning to work to improve 
their access to food.

Inadequate Support: Difficult to Rely on Others

Meanwhile, most women continued to report that their part-
ners, regardless of relationship status (e.g., living together, 
separated, or polygamous), provided insufficient support for 
meeting their basic needs. Several women reported receiving 
less support than during pregnancy or noted a deterioration 
of their relationship or worsening emotional or verbal abuse. 
Thus, for the majority, partners provided little relief from the 
physical and psychological burden of severe financial and 
food insecurity. Even among the few who reported receiving 
support from their family, there continued to be an underly-
ing discomfort, stress, or feeling of insecurity that came with 
relying on others as reflected by this mother (017),

“It was challenging because waiting for the money is 
not easy, waiting for him until he gets back, unsure 
whether he is going to come back with some money 
or he will not make any, it is a challenge.”

Financial Insecurity at 5–7 Months Postpartum

Disruption of Income: Hopeful About Resuming Work 
Despite Challenges

For many women, 5–7 months postpartum seemed to be a 
turning point. The negative impact of financial insecurity on 
mental health, including depressive symptoms, had reduced 
for nearly a third of the women (see Table 2 / Fig. 1 for 
PHQ-9 results) and most described new hopefulness and 
relief that the prescribed EBF period was ending and they 
could look for work or resume work at full capacity. Only 
four women, who were married and living together with 

their partners, described plans to further delay their return 
to work in order to care for their baby. The remaining women 
were imminently planning to resume work despite the many 
challenges faced in rejoining the workforce. For nearly half 
of the women, a lack of start-up capital was a major bar-
rier to resuming work. Women, who had been buying and 
selling goods such as food or clothing prior to pregnancy, 
were ready to restart their small businesses. However, many 
explained that during the prenatal and early postpartum 
period, when they were unable to work, they used the capital 
reserved for their businesses for food and other expenses (see 
Box 1). Women also described challenges balancing work 
with infant care and some reported they had returned to work 
bringing their babies along. Despite difficulties, more than a 
third of the women had resumed work in some capacity. Yet, 
less than half of those who returned to work reported mark-
edly improved household income or access to food. Most of 
the women who had returned to work still reported ongoing 
worries about finances as they were underemployed and still 
struggling to make ends meet while hoping for a better job 
or additional work.

Worries About PMTCT: Reduced, but Present

Despite hopefulness, and for some the return to work, the 
majority of women reported that financial insecurity con-
tinued to challenge their HIV care, though to a lesser extent 
than during pregnancy or early postpartum. Although most 
women still described difficulties accessing fare to the 
clinic, walking was now easier than during pregnancy or 
just after birth. Also, fewer women described difficulties tak-
ing ARTs when hungry. Worries about HIV transmission to 
their infants had also decreased by this time, as the results 
of the baby’s first HIV test had been confirmed negative for 
the 28 women whom we interviewed at this timepoint (two 
participants were lost to follow up). Additionally, despite 

Box 1: Narrative from a participant (011) exhausting the capital from her small business. 
“I have gone through difficult times because I had told you that before I got pregnant for this baby, I 
had a business and I had some laxity due to the pregnancy. I started the business on my own through 
working for someone in her house. I said instead of going to work, I should start a business, so I 
started with a stall which later on became a kiosk. With this pregnancy, I kept on falling sick until it 
reached a point when I could not continue, and we also moved out of that place. I took that money, 
bought a sim card and saved the money in the line, it was 5000 Kenyan shillings (KSh). He [father of 
baby] also knew that I had money because I usually do not hide when I have money, so I kept the 
money so that I could start a business after the baby became older. You know my mother is alone at 
home and my father died long time ago when I was still young so she usually falls ill frequently, one 
of her legs gives her problems a lot so she used to call me to ask me to send her money for treatment 
and when I called my husband and since he knew that I had money, he told me that I should remove 
some money from the one I had and that he would refund. That’s what happened and my mother’s leg 
did not heal, it gave her a hard time for a very long time. I could withdraw 800 KSh or 1000 KSh
whenever she told me she was given a referral to go somewhere for treatment. He could tell me to 
withdraw money from my line and that he would refund later on so that I could continue with my 
work. He also fell ill and I had to withdraw some money to use and after we had used all the money, 
he hasn’t refunded to date and there is no place I can borrow from to start my business and right now 
I have a small baby, no one can allow me to work for him/her”. 
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ongoing worries about not having enough food to produce 
adequate breastmilk, the majority of women persevered and 
were able to EBF for the first six months, with most women 
expressing relief that they had reached the end of the recom-
mended EBF period. However, with the end of EBF, espe-
cially for those who were most financially insecure, new 
worries emerged about how to access cow’s milk, formula 
or other supplements for the baby.

Inadequate Support: Continued Difficulties Relying 
on Others

For some women, a lack of support from the father of the 
baby persisted and continued to cause sadness or stress. For 
a few women their partners or family started to provide some 
support helping to alleviate stress, including several women 
who relocated to live with family members who could better 
support them. For a few other women, their partner’s income 
increased, or the relationship had improved which led to 
better financial support. Regardless of the level of support 
they were receiving, women continued to feel financially 
insecure without their own source of income—often citing 
either insufficient support, unreliable support or other nega-
tive feelings that came with depending on others such as 
embarrassment or being a “burden”—simply put by par-
ticipant 015,

“You just feel like everything is good when you have 
your money and you are not depending on a man’s 
money”.

Discussion

Our objective was to understand the mental health expe-
riences of WLWH in western Kenya across the perinatal 
time period. We found increased financial insecurity attrib-
uted to the pregnancy and postpartum period was the most 
prominent theme impacting mental health among WLWH. 
Moreover, our findings demonstrate women’s departure 
from the workforce (and resultant loss of income) during 
late pregnancy triggered acute stress, sadness and depres-
sive symptoms as women were no longer able to meet their 
families’ most basic needs. These negative feelings persisted 
into the immediate postpartum period (6-weeks), then gener-
ally reduced as women made plans to resume or had resumed 
work. By 5–7 months postpartum, women expressed relief 
that they’d completed the 6-month EBF recommendation 
bringing about newfound hope that they had protected their 
babies from contracting HIV and returning to work was in 
sight. Across the perinatal time frame, feelings of hopeless-
ness, worry and sadness from the strain of financial inse-
curity were intensified by factors such as having dependent 

children to provide for, unplanned pregnancy, a lack of sup-
port from the father of the baby or other family as well as 
living with HIV, which for nearly a third of women was a 
new diagnosis.

Our study offers a novel finding that identifies women’s 
departure from the workforce during pregnancy as a pri-
mary factor impacting symptoms of perinatal mental health. 
Although more than half of our sample of women had only 
a primary school education or less (limiting employability 
and access to higher paying jobs) and more than two-thirds 
worked strictly in the informal sector, their income (how-
ever small it may have been) was critical to their family’s 
survival prior to pregnancy. Studies have linked unintended 
pregnancy [32], lack of support [33], financial constraints 
[32] and food insecurity [34] to poor perinatal mental health 
for WLWH in similar settings. However, we have exposed a 
pathway (see Fig. 2), clearly described by women, whereby 
pregnancy interrupts gainful employment, which in the set-
ting of inadequate support, increases financial insecurity 
leading to stress, hopelessness and worry about paying 
for food and other basic needs to support their infant and 
other dependent children. The negative impact of the loss of 
employment on women’s mental health may also be a reflec-
tion of women’s feelings of empowerment from personal 
income and the subsequent feelings of disempowerment that 
may arise from the leaving the workforce.

Furthermore, our findings reveal that stress and worry 
from financial insecurity were acutely worse when the preg-
nancy and subsequent income loss was unplanned. This was 
especially true when unplanned pregnancy was coupled with 
being abandoned by the father of the baby (as was the case 
for a third of the women). Moreover, the majority of women 
who experienced unplanned pregnancy and abandonment 
were also simultaneously coping with a new diagnosis of 
HIV. Qualitative descriptions indicated that unplanned 
pregnancy, abandonment and a new HIV diagnosis caused 
women the greatest stress and sadness during pregnancy 
with the impact of all three fading across time. Meaning, 
with time, women came to accept their HIV diagnosis, 
view their pregnancy more positively and come to terms 
with being a single mother after being abandoned by the 
father of their baby. Indeed, several other studies have linked 
unintended pregnancy to antenatal depression [35] and this 
may explain why our PHQ-9 scores show more women 
were experiencing symptoms indicative of depression dur-
ing pregnancy than postpartum. Importantly, PHQ-9 scores 
dropped substantially across time despite women reporting 
continued worry and stress related to financial and food inse-
curity at 6 weeks and 5–7 months postpartum. This supports 
the idea that the negative impact of circumstances during 
pregnancy on women’s mental health (i.e. unplanned preg-
nancy, abandonment or a new HIV diagnosis) reduced across 
time and/or women developed coping strategies to mitigate 
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their depressive symptoms. We also found women’s need for 
financial and food support to compensate for lost income, 
was primarily unrelieved by partners or family whose sup-
port was insufficient, unreliable or too shameful to solicit, 
thus contributing to a sense of being alone and loss of secu-
rity previously felt from personal income. This highlights 
the need to better understand women’s relationships with 
the babies’ fathers during the perinatal period including the 
social and cultural context, especially in this setting where 
polygamy is an acceptable practice and where single mother-
hood [36, 37] is both highly prevalent and associated with 
poor outcomes including mental health.

Our study expands on current evidence to lend impor-
tant insight into how stress and sadness related to financial 
insecurity uniquely impact WLWH during the perinatal 
period and how it unfolds across time. We show that the 
mental health impacts from worsening financial and food 

insecurity are magnified for WLWH as a lack of money and 
food made it increasingly difficult for women to adhere to the 
PMTCT guidelines, thereby increasing their worries about 
MTCT [3, 32]. Additionally, women were under pressure to 
adhere to the recommendation from providers to EBF for 
6-months (a public health and PMTCT recommendation), 
yet, this became progressively challenging across time as the 
period of financial and food deficits persisted. Women faced 
a dilemma: returning to work would interfere with EBF, but 
without income from work they felt their access to food was 
inadequate to support sufficient breastmilk production. This 
was further complicated by the fact that the women received 
little to no instruction from healthcare providers about how 
to practice EBF, alternative infant feeding options, or even 
general breast health or breastfeeding practices. In addition, 
evidence shows an inadequate support system for middle-
income and low-wage working mothers in Kenya who wish 

Fig. 2   Conceptual pathway of perinatal mental health among WLWH
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to continue breastfeeding while returning to work [38, 39]. 
Thus, women who prioritized EBF over work faced pro-
longed unemployment and corresponding food insecurity. 
This is in line with findings from Garcia et al. [34] who 
showed increasing household food insecurity among post-
partum mothers living with HIV. We go beyond these find-
ings to show a link between food insecurity and the stress 
and anxiety of perceived milk insufficiency during the EBF 
period which persist to 6-month postpartum.

Public Health and Policy Implications

Our study highlights the importance of access to safe and 
reliable family planning. Despite improvements in access 
to family planning in Kenya [40], two-thirds of women in 
our cohort had unplanned pregnancies. In addition, nearly a 
third of women reported using long-acting contraception at 
the time they became pregnant (most often monthly injec-
tions or 3–5-year implants). Importantly, ongoing research is 
investigating the potential effect of ARTs on different types 
of contraception [40–42]. This is urgently needed as seen 
here by the number of pregnancies occurring while on con-
traception (around 30%). Consequently, the substantial nega-
tive impact of unintended pregnancies on women’s mental 
health may have largely contributed to women’s symptoms 
indicative of probable depression being twice as prevalent 
during pregnancy than postpartum (see Fig. 1). In addition, 
male partner involvement and support was limited to non-
existent, especially among WLWH whose pregnancies were 
unplanned, placing them in further financial hardship during 
an especially vulnerable period of time. Above all, these 
findings illustrate the need for improved family planning 
support for women of childbearing age, including updated 
and targeted family planning options for WLWH.

Finally, our research indicates three areas where interven-
tions and policies could support the perinatal mental health 
of WLWH: (1) financial and food support during late preg-
nancy and early postpartum, (2) interventions and policies to 
support EBF including more support and information from 
healthcare providers and support for working mothers and 
(3) access to capital and training for postpartum women re-
entering the workforce as small-scale entrepreneurs includ-
ing as vendors or through farming [43].

Limitations

This study aimed to understand how the experience of 
pregnancy and the postpartum period impacts the men-
tal health of perinatal WLWH. While our findings sug-
gest that the 5th–7th month postpartum seemed to be a 
turning point for many, we were unable to follow-up with 
women at 9th–12th months as planned due to the limita-
tions related to the COVID-19 pandemic. Nevertheless, 

we were able to capture and report an in-depth perspective 
of how financial insecurity, the most prominent theme, 
impacts WLWH’s mental health experiences during the 
perinatal period.

Conclusions

Our study explored the mental health experience of perinatal 
WLWH across time using a longitudinal qualitative design. 
Financial insecurity was the prominent theme impacting 
the mental health, including depressive symptoms among 
our cohort of perinatal WLWH. Our findings show the loss 
of employment during pregnancy and subsequent financial 
strain is an important and overlooked factor impacting the 
food insecurity, HIV care, relationships and overall mental 
health of perinatal WLWH in low resources settings. Future 
research is needed to understand the relationship dynamics 
between perinatal WLWH and their partners as well as iden-
tify interventions that improve family planning services and 
support women to overcome financial hardship throughout 
the perinatal period.
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