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INTRODUCTION

Most initiatives to reduce global maternal morbidity and
mortality address direct causes such as hypertensive disor-
ders and hemorrhage. But other, more subtle but serious
threats to childbearing women often go unaddressed, such
as common perinatal mental health disorders. These include
nonpsychotic mental disorders, such as depression, anxiety,
and somatoform disorders, which are commonly found in
community and primary care settings and are responsible
for increased morbidity and mortality among childbearing
women worldwide.1,2 Perinatal depression, defined here as
a depressive episode beginning during pregnancy or up to
one year postpartum, is the most common perinatal mental
disorder and the second leading contributing factor to the
disease burden of childbearing women globally.1,3,4 Despite
their high prevalence, common perinatal mental disorders
often go undiagnosed and untreated due to a lack of or
limited mental health infrastructure. This is particularly true
in low- and middle-income countries where scarce resources
limit the ability of the health system to address even the most
pressing needs.

A key approach to addressing this gap in need and care
is to integrate mental health into existing maternal care
services. This approach is consistent with midwifery core
competencies5 and situatesmidwives as critical partners in ef-
forts to address women’s mental health in low- and middle-
income countries. But, as with any other threat to women’s
well-being, midwives can appropriately intervene only if they
have the tools they need. In the case of common perinatal
mental disorders, all midwives should have the tools to screen
for and provide appropriate care and referrals.6 In this com-
mentary, we argue for the integration of mental health into
maternal health services and for the use of locally relevant
screening tools to identify women who may need support,
particularly at the community level.
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BURDEN, RISK FACTORS, AND CONSEQUENCES
OF COMMON PERINATAL MENTAL DISORDERS

The gap between need and services for maternal mental
health is greatest in low- and middle-income countries. A
2012 systematic review describing such countries reported
that 15.6% of pregnant women and 19.8% of women who
had recently given birth were experiencing common perina-
tal mental disorders.7 These figures stand in stark contrast to
the 10% and 13% depression prevalence rates found in high-
income countries for antenatal and postpartum depression,
respectively.8,9 In low- and middle-income countries, known
risk factors for common perinatal mental disorders include
low educational attainment, poverty, gender-based violence,
younger age, primigravida status, unwanted pregnancy, mood
changes during pregnancy, preterm birth, giving birth to a
newborn who is not the desired sex, interpersonal conflict,
polygamy, unemployment, and poor newborn health.1,10–14

Common perinatal mental disorders may have devas-
tating transgenerational effects. Among women, untreated
perinatal depression is associated with increased risk for
functional impairment and poor quality of life.4,15–17 Chil-
dren of mothers with perinatal depression may exhibit poor
growth development, insecure attachment, elevated rates of
illness, and emotional and behavioral problems.4,15,18 A sys-
tematic review of maternal depression and child development
in developing countries estimated that 23% to 29% fewer chil-
dren would be underweight or stunted had the infant popu-
lation not been exposed to maternal depressive symptoms.19
Such effects may extend beyond the mother-child dyad, neg-
atively impacting educational attainment and employment
prospects, and ultimately perpetuating a cycle of poverty
among future generations.20

UNDERDIAGNOSIS AND TREATMENT: BARRIERS
TO ADDRESSING THE PROBLEM

Despite their prevalence and consequences, common perina-
tal mental disorders are infrequently diagnosed and treated,
often because of stigma and lack of awareness at the com-
munity level, poverty and difficult geographic access at the
environmental level, and insufficient investment in the men-
tal health infrastructure. Moreover, many low- and middle-
income countries allocate less than 1% of their health
budgets for the development andmaintenance of their mental
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health systems, contrasted with the 5.6% spent in the United
States on similar services.21–23 This translates into too few
providers with basic mental health training and even fewer
with mental health expertise. Furthermore, few non-mental
health providers receive mental health care training, limiting
their ability to identify symptoms, diagnose and treat mental
disorders, or make appropriate psychiatric care referrals.18

MEETING THE NEED: INTEGRATION OF MENTAL
HEALTH INTO MATERNAL HEALTH SERVICES

Maternal health providersmust address these unmetmaternal
health needs in order to achieve the Sustainable Development
Goals, specifically Goal 3’s targets of reducing the global ma-
ternal mortality ratio to less than 70 per 100,000 live births
and ending preventable deaths of newborns and children un-
der 5 years of age.24 There is growing consensus that this can
be accomplished only by integrating mental health into pri-
mary and community-based health services, includingmater-
nal and reproductive care.25,26

Low- andmiddle-income countries and rural settings fre-
quently face shortages of mental health professionals.27 In
order to address this shortage and the resulting gap in treat-
ment, theWorldHealthOrganization’s (WHO)MentalHealth
Gap Action Programme Intervention Guide promotes a task-
shifting approach, whereby tasks are shifted from highly
trained to less highly trained healthworkers as ameans to pro-
mote resource efficiency and enable all healthworkers towork
at their highest skill level.27,28 Practically, this means thatmid-
wives and other community health workers, who may be the
only trained providers in a community in low- and middle-
income countries, are trained and supervised bymental health
specialists to screen and deliver evidenced-based, low-cost in-
terventions through routine primary care platforms, such as
maternal health services.28

A systematic review of interventions for perinatal de-
pression delivered by community health workers in low- and
middle-income countries provides evidence that culturally
adapted interventions can have positive impacts on women
experiencing common perinatal mental disorders.29 In Nige-
ria, the ExpandingCare for PerinatalWomenwithDepression
(EXPONATE) study trained community midwives to provide
“psychoeducation, problem solving treatment, and parenting
skills” to women who had screened positive for postpartum
depression.4 The authors demonstrated improved maternal
and child health outcomes and established the potential
for midwives and community health workers to successfully
deliver basic mental health services.4 Additional evidence will
also likely come from the Africa Focus on Intervention Re-
search for Mental Health (AFFIRM) and the Programme for
Improving Mental Health Care (PRIME), both multicountry
initiatives in low- and middle-income countries with sites in
sub-SaharanAfrica that explore the impact of packages of care
that integrate mental health services into primary care.30,31
Such packages of care are delivered in community settings
by community health workers, including midwives, who are
trained to identify individuals with mental disorders using
locally developed and validated tools and provide manual-
based counseling, under the supervision of mental health
specialists.31 In cases of crisis, such as suicidal ideation or

behavior, or other mental health problems, such as posttrau-
matic stress disorder, mental health specialists are available
for case management and referrals to more specialized care
beyond what is available at the community level. Meanwhile,
Lund and colleagues are conducting a randomized control
trial in SouthAfrica to investigate the impact of a task-shifting
approach among community health workers to deliver care
to women with maternal depression.3 Such studies provide
much needed practical guidance and evidence from which
to adapt locally relevant screening tools and intervention
packages.

KEY CONSIDERATIONS: CULTURALLY RELEVANT
SCREENING AND INTERVENTIONS

The use of culturally relevant screening and interventions is
critical to ensure that the integration of mental health into
maternal health services ultimatelymeets the needs of women
in the communities served. While several screening tools for
common perinatal mental disorders have been used in low-
and middle-income countries, few are specific to perinatal
depression or incorporate the unique cultural contexts of
a country or region.18 Although biologic factors can ex-
plain some similarities in the presentation of perinatal de-
pression across settings, common perinatal mental disorders
may look different, or may be experienced and communi-
cated differently, depending on local cultural contexts.32,33
As such, descriptions and diagnostic criteria for mental ill-
ness developed in one cultural setting, such as the Diagnos-
tic and Statistical Manual of Mental Disorders, must not
be presumed to be equally appropriate in other cultures.32,34
Items on a scale measuring functional impairment among
mothers in the United States may contain items that are
not applicable or relevant to rural women in sub-Saharan
Africa, such as inquiry into difficulty managing one’s chil-
dren’s extracurricular activities. Likewise, items inquiring
about difficulty experienced while collecting firewood or wa-
ter for cooking among rural women in sub-Saharan Africa
are not applicable or culturally relevant to mothers in the
United States. While in some situations it may be pos-
sible to use standard screening instruments developed in
high-income settings, in other situations locally adapted or
completely new screening instruments are necessary. For ex-
ample, the Hopkins Symptom Checklist-25 and the Edin-
burgh Postnatal Depression Scale have been locally adapted
and validated extensively cross-culturally.35,36 Moreover,
consistent with the task-shifting approach, locally valid and
reliable screening tools not only enable the identification of
individuals with mental disorders and their access to cultur-
ally relevant interventions to improve themother’s health, and
ultimately the long-term health and development of her child,
but also initiates the process of referrals to specialized mental
health care early on.18

A team of investigators from the Applied Mental Health
Research group at Johns Hopkins University developed a
methodology including qualitative and quantitative research
methods to understand local cultural contexts and create
locally valid instruments.37 Their methods yield data about
local mental health syndromes from the study population’s
perspective, which can be used to validate adapted screening
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instruments. As an example, using this approach in rural
Mali, members of our research team identified a local perina-
tal depression-like syndrome through a series of qualitative
in-depth interviews, including freelist interviews in which
the interviewer asks the interviewee to list all words and
concepts related to a specific area of interest.38 Findings
from these methods were used to select standard screening
tools for common perinatal mental disorders, which were
then adapted for local use and tested for local validity.39 The
resulting adapted screening tool draws on internationally
validated tools but incorporates elements and language
unique to the southern Malian context.

CONCLUSION

Women in low- and middle-income countries suffer from
untreated common perinatal mental disorders, with nega-
tive consequences for their and their children’s health and fu-
ture. To meet the needs of perinatal women and bridge the
diagnosis and treatment gap, mental health must be incorpo-
rated into existing maternal health care systems.We acknowl-
edge that screening for common perinatal mental disorders
is only one component of improving women’s mental health.
For example, midwives may also need guidance on how to re-
spond to crises such as posttraumatic stress disorder or suici-
dal ideation. While the evidence of what works is continuing
to evolve, efforts to improve access to mental health services
for women in low- and middle-income countries are needed
now. Community-based treatment interventions are among
the most promising approaches in low- and middle-income
countries. The success of such interventions depends on the
use of locally valid, culturally relevant screening tools and the
frontline providers, such as midwives, who use them. Inter-
ventions for common perinatal mental disorders should be
guided by best practices for which we already have consen-
sus: look for opportunities to integrate mental health screen-
ing and treatment into existing maternal health services, and
be mindful of culture when designing maternal mental health
interventions. Midwives, whether in the role of clinician, re-
searcher, or policymaker, have an important role to play in en-
suring that maternal mental health services are available and
accessible to women everywhere.
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