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INTRODUCTION
Mental health has long fallen behind physical health in attention, funding, and action. Despite the World
Health Organization (WHO) including mental health as a fundamental aspect of overall health and as
one of its Sustainable Development Goals (SDG),1 mental health remains underfunded and often ignored
in the face of more visible physical health concerns. In addition, health systems have yet to respond to
the burden of mental health and the effect of mental health on morbidity and mortality has become too
important to ignore. Nearly one billion people throughout the world live with a mental health
condition.2 People living with mental health conditions experience disproportionately higher rates of
disability and mortality with more than 80 percent residing in low- and middle-income countries
(LMICs).3,4 Despite global level action plans and even implementation guidance, the translation from
policy to actual services has been largely absent—the treatment gap is estimated at nearly 90 percent.5
Within Maternal, Newborn, Child, and Adolescent Health (MNCAH), mental health remains underfunded
and too often overlooked. The perinatal period is a particularly critical time to identify and address
mental health concerns because this period is associated with elevated incidence of mental disorders.6,7
The literature on perinatal mental health does not use a consistent definition for the perinatal period:
the period generally commences with pregnancy, but may be defined as extending up to two years after
delivery.8,9 Common perinatal mental disorders (CPMDs), such as depression, anxiety, and somatic
disorders, pose significant and lasting implications for women’s health and quality of life. Gender
inequality—women’s status in families, communities, the health system, and society—is a key driver of
CPMDs as well as a barrier to provision of and access to care and support. Vulnerable groups—
adolescents, women experiencing GBV, women living in humanitarian settings, women with a history of
obstetric trauma, or those living in poverty—have additional unique mental health needs in the
perinatal period, and the intersection of these factors can compound risk. Perinatal mental health
conditions have implications beyond just the woman—they have been associated with adverse physical,
emotional, and neurological development in newborns and children. 10 The global push for universal
health coverage (including mental health) and the recent COVID-19 pandemic also have helped to bring
the conversation about mental health to the forefront, and the MNCAH community is positioned to
better provide women with quality mental and physical health care that is their human right. Given this
background, the MOMENTUM Country and Global Leadership (MCGL) team and USAID commissioned,
in December 2020, a landscape analysis to better understand the current state of perinatal mental
health, CPMDs, and what is being done to address the burden in LMICs.
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METHODOLOGY
A multitiered approach was used for the landscape analysis (LA) to allow for a broad understanding of
the current literature on perinatal mental health in LMICs and to examine the relationship between
perinatal mental health and maternal, newborn, adolescent, and child outcomes, including promising
interventions and implementation strategies. A scoping review, used to identify the literature on
perinatal mental health in LMICs and the effects on MNCAH, included more than 400 peer reviewed and
grey literature articles. Key informant interviews (KIIs) were conducted with 60 experts who are
currently working and/or living in LMICs in the fields of mental health, MNCAH, faith-based support,
humanitarian and fragile settings, nutrition, gender-based violence, stillbirth and perinatal loss,
advocacy, and implementation research. Two focus group discussions (FGDs) were conducted with
experts identified through the Inter-Agency Working Group on Reproductive Health in Crises. A
document analysis, the last step, was conducted to understand how relevant mental health policies
shape perinatal mental health programs.

SUMMARY OF FINDINGS
COMMON PERINATAL MENTAL DISORDERS AND MATERNAL HEALTH
Perinatal mental health has ramifications for a woman’s long-term mental and physical health,
functioning, and quality of life. 11 Women with CPMDs face numerous health consequences in addition to
suffering from mental illness. Women suffering with perinatal depression may face challenges related to
adequate nutrition and hygiene, maintaining normal household and social activities, substance abuse,
and attendance at routine care visits.12 Antenatal depression was linked with depression during and
after the postnatal period, which can have a lasting effect on the health of a woman and her
infant/child.13 (See Figure 1.) Women with a history of major postnatal depression had a 25 percent risk
of a recurrence in a subsequent pregnancy,14 and postnatal depression was a risk factor for maternal
death by suicide (in a global systematic review, 20 percent of mortality in the year after childbirth was
estimated to occur by suicide).15 A depressed mother’s ability to make decisions and maintain vital social
support also was affected.12 Anxiety was also a known risk factor for both suicide and depression, and
anxiety and depression can reinforce each other. 16,17 Studies have demonstrated that antenatal mood
disorders (depression and anxiety) are associated with increased risk of preterm birth and preeclampsia,14,18 conditions associated with increased all-cause mortality and death from cardiovascular
disease later in life.14 This association between maternal mental health and immediate and longer-term
outcomes made mental health screening and treatment crucial as early as possible. 19 However, women
who experienced perinatal mental health issues may face “branding” and stigma, which can cause
hesitation to be screened and/or treated for a mental health condition.19

COMMON PERINATAL MENTAL DISORDERS AND NEWBORN AND CHILD HEALTH
Maternal mental health problems affect not only women, but also the physical, emotional, and
neurological development of newborns and children.10 Studies from LMICs found that depressed
mothers had a higher risk of preterm births and low-birthweight babies, setting the stage for higher
childhood mortality.6,† A study from Taiwan found that children were at 1.47 times greater risk of death
if their mothers had postnatal depression,20 and among a cohort of Ghanaian mothers postnatal
depression was highly associated with infant mortality.21 The presence of CPMDs in mothers also
appears to increase the risk of stunting and wasting in children. A meta-analysis of studies in LMICs

†

Note that having a small or sick newborn also increases the risk of CPMDs; a study conducted in Kirehe District of Rwanda revealed
half of mothers of small and sick newborns had poor mental health.
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found that mothers with depressive symptoms had approximately a 50 percent higher overall estimated
risk of having a stunted or underweight child.22 Mothers’ mental health also appears to affect children’s
cognitive development. A systematic review from 16 LMICs suggested that CPMDs were negatively
associated with a child’s fine and/or gross motor, cognitive, language, behavioral, and global
development.23 In some cases, CPMDs may disrupt maternal-infant bonding and attachment.24,25 There
also appears to be an association between CPMD and common childhood illnesses, as well as careseeking behavior. Several studies noted that children of depressed mothers have more frequent
episodes of diarrhea and other illnesses compared with infants of non-depressed mothers. The presence
of CPMDs also affects the extent to which mothers seek immunization services or care for ill children.
Finally, women with depression were significantly more likely to report insufficient milk and stop
exclusive breastfeeding, even though depression was not associated with actual reduction of milk
production.26 (See Figure 1.)
FIGURE 1: HOW CPMD AFFECTS HEALTH OUTCOMES
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RISK FACTORS
The landscape analysis identified several risk factors for CPMDs in LMICs. These risk factors stem from
broader social determinants, such as economic or gender inequality, to more individual experiences,
such as a history of stillbirth. Exposure to multiple risk factors, often the case in LMIC settings, for
prolonged periods puts a woman at greater risk for CPMDs.

GENDER
Gender inequality is arguably one of the most important risk factors for poor mental health—and one
that has an impact on nearly every aspect of a woman’s life. CPMDs were most common in those
settings where gender inequity was more pronounced and where women had little autonomy.12,27,28
Women who bore an unequal burden of household chores, child-rearing, and live with the additional
pressure associated with multigenerational households, were more likely to experience postpartum
depression and other related perinatal mental health conditions.19,27,29 Women with limited
reproductive choice and who felt pressured by husbands and in-laws to have male children were at
greater risk of developing CPMDs.6,19,29,30,31,32,33 Gender inequality is woven through each of the
categories of risk factors (below) and should be recognized as one of the most profound risk factors for
women globally.

SOCIOECONOMIC, POLITICAL, AND POLICY CONTEXTS
Women living where economic inequality, racial, ethnic, and religious persecution is rampant, as well as
those living in a humanitarian crisis, experience poorer maternal mental health outcomes.6,12,19,34,35 The
overlap of cultural, sociopolitical, economic, and environmental factors influence women’s access to
services, social support, freedom from gender-based violence, nutritional status, and their babies’ ability
to grow and thrive.6,16,27,28,33,35 Also, a lack of national mental health policies that prioritize mental health
services prevents women from accessing care and increases and prolongs psychological distress.36,37

AGE (ADOLESCENCE)
For pregnant adolescents, multiple studies from LMICs have found rates of perinatal mental illness as
high as three times that of older women. 38,39 Early and/or forced marriage, particularly among
adolescents and women who were married in adolescence, and especially for adolescents in
humanitarian settings, were commonly associated with CPMDs.40 The responsibility of marriage and
having children at a young age, marital discord, or unplanned pregnancies increased the risk of mental
health disorders.41,42,43

INCOME INEQUALITY
Evidence demonstrates a direct link between mental health and poverty, intertwined in a complex
negative cycle: poverty increases the risk of poor mental health conditions and having a poor mental
health condition increases the likelihood of experiencing poverty.44 Poverty is one of the most significant
risk factors of maternal depression and anxiety.33,45 Extreme poverty, when compounded with violence,
low levels of social support, unplanned pregnancy, or having children in adolescence, often led to
CPMDs.46 This risk increased during the COVID-19 pandemic.47 Women living in poverty had a harder
time finding transportation, gaining access to family planning services, and were more likely to use
alcohol and drugs.28,48,49,50,51,52
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FOOD INSECURITY
Food insecure women are more at risk of CPMDs, which in turn makes it difficult to break the cycle of
food insecurity.33,53 Research suggests that malnutrition and nutritional deficiencies lead to maternal
mental health disorders, with some research indicating a bidirectional relationship.54,55,56 Other research
suggested that inadequate access to nutritious foods during and after pregnancy was a source of
stress.30,57 Women were often the gatekeepers of food security and heavily involved in the production
and preparation of food for their families. Mothers in food insecure settings were more likely to
experience distress.49,57 An underweight mother is more likely to suffer from depression, although the
direction of potential causation in this relationship is not clear.50,58

EXPERIENCES WITHIN THE HEALTH SYSTEM
A woman’s negative experience with the health care system during her perinatal period is linked with
poor perinatal mental health.59 Disrespect, mistreatment, and abuse experienced by women during
pregnancy and childbirth has recently been shown to affect perinatal mental health.60,61 Women
experiencing disrespectful care or mistreatment were more likely to be diagnosed with depression and
were less likely to return for postnatal care.60,61

OBSTETRIC TRAUMA
Obstetric trauma—miscarriage, stillbirth, having a small or sick newborn, and other traumatic birth
experiences such as emergency cesarean sections—were risk factors for CPMDs.19,28,62,63,64 Caring for a
sick child or child with development disabilities is also associated with maternal depression.65,66 Women
unable to time, space, or limit their births had histories of miscarriage or abortion, and those who had
limited access to sexual and reproductive services, notably family planning, were more likely to
experience anxiety and depression.32,41,67

SOCIAL COHESION AND SOCIAL CAPITAL
Poor social support from family and friends and social isolation also were significant risk factors for
many perinatal mental health conditions. 12,19,28,68,69 Poor relationships with in-laws, particularly mothersin-law, and a limited social network during and after pregnancy were associated with anxiety,
depression, and suicide ideation.12,27,29,69 Some studies show that a lack of social support especially
during a difficult pregnancy and birth increased a woman’s risk for CPMDs.6

RELATIONSHIP QUALITY WITH INTIMATE PARTNER
Spousal discord and intimate partner violence (IPV) are key risk factors of CPMDs. In inequitable spousal
relationships, where the woman’s needs and wants were overlooked and she was abandoned or
neglected, women were more likely to experience CPMDs.19,30,68,70,71 Women whose husbands/partners
were not involved in taking care of the baby or refused to cover expenses related to food and children
were at higher risk for CPMDs, particularly if the baby was small and sick.12,22,30,34 Several studies show
that physical violence during pregnancy or a history of IPV increased the odds of antenatal depression,
and any form of violence was significantly associated with postpartum depression.12,28,69,72 Women who
experienced physical and sexual IPV during pregnancy were more likely to suffer from postpartum
depression.73,74,75 “Perinatal mental health troubles … [are] associated with IPV,” a key informant said.
“A lot of it is understandably about disempowerment, lack of control, and that is just reemphasized over
and over again in other problems women face. So, if you have no control over your fertility, then you will
feel disempowered and out of control. If you have an abusive partner, you will feel controlled by him. If
you are very poor and can’t decide what to spend your money on, whether your kids go to school, you’ll
feel disempowered, [and] all of these would be factors for depression and other adverse mental health.”
— (Researcher)
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Protective Factors
Just as exposure to certain factors increase a woman’s risk of CPMD, these protective factors can mitigate
a woman’s risk:
• Economic prosperity: higher educational attainment, stable employment for the woman and her

partner, and access to health services including family planning.19
• Social support and caring family and personal relationships that enable women to express their

concerns, receive advice, and thus allay anxiety.76
• Good partner relationships: fathers actively participating with childcare and treating women with

kindness, sensitivity, and affection.19,77
• Health providers competent in maternal mental health issues: throughout the continuum of care,

having providers who are empathetic and have the necessary skills to screen and address CPMDs and
refer when their needs exceed the provider capabilities. 78
• Key informants described the importance of faith-based health care, or other models of care that

take a holistic approach to wellness, and a culturally acceptable, whole-person response.

IMPLEMENTATION
WHAT INTERVENTIONS ARE BEING IMPLEMENTED?
While much work is happening in the field of mental health globally, less attention is given to CPMDs
and the perinatal period explicitly. However, there are guidelines, manuals, initiatives, and projects
being introduced and implemented throughout LMICs that inform the maternal and mental health
fields. Some initiatives work at the community level, whereas others are delivered in health facilities.
Most approaches involve task shifting from specialized mental health professionals to more generalized
or lay health workers, such as midwives or community health workers. The majority involve a stepped
care model, in which serious cases with more specialized needs are referred if there is more specialized
care available at a referral location. All aim to meet women where they seek care, given their context
and entry points. Most interventions use a local adaptation of cognitive behavioral therapy; others
include problem solving therapy, behavioral activation, group-based programs, family-based programs,
parenting skills, mother-baby sessions, or play-based support. Providers generally need to be trained in
a variety of skills, such as mental health and psychosocial support (MHPSS) and trauma informed care.
Increasingly, programs are incorporating technology to address some of the emerging challenges both at
the community level and facility level. Table 1 provides and illustrative summary of programs with
rigorous evidence of outcomes.
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TABLE 1: SUMMARY OF PROGRAMS WITH RIGOROUS EVIDENCE OF EFFECTIVE OUTCOMES
Program/Intervention

Context

Evidence on
maternal outcomes

Evidence on child
outcomes

Group psychoeducation‡

In India by local
women.79

Improved depression
symptoms.

Improved exclusive
breastfeeding rates.
Reduced rates of child
infectious illnesses.

In China by
researchers.80
In Iran by unspecified
providers.81
Thinking Healthy Program
(adapted cognitive behavioral
therapy)

In rural Pakistan by
Community Health
Workers (CHWs).82

Improved depression
symptoms and care
seeking.

In India by peers.83

Improved depression
symptoms.

Improved exclusive
breastfeeding rates.
Reduced rates of child
infectious illnesses.

In slums in Pakistan,
in groups by
psychologists,
combined with child
development
education.84
Group cognitive behavioral
therapy

Interpersonal psychotherapy

In South Africa by
mentor mothers.85

Improved depression
symptoms.

In Iran by specialists.86

Improved anxiety
symptoms.

In China by midwife
educators.87,88

Improved depression
symptoms.

In Uganda, within peer
groups with trained
facilitators.89
Newborn care educational
program

In South Africa by local
women.90

Improved depression
symptoms.

Improved child
weight-for-age.

In Jamaica by CHWs.91
In Nepal by unspecified
providers.92

‡

Improved anxiety
symptoms.

Interventions listed under “Group psychoeducation” and “Newborn care educational program” may differ in exact content.
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WHAT ARE THE BARRIERS TO SUCCESSFUL PERINATAL MENTAL HEALTH PROGRAMMING?
Several clear barriers keep women from seeking care and treatment and receiving needed care.
The most common barrier groups include culture norms, human resources, and health and
financial systems.
• Cultural norms: Stigmatization of mental illness is a large and complex barrier in most settings.

Women are stigmatized, which may reduce uptake of services and quality of respectful care. Because
motherhood is so often considered the “natural” and most prized role for women, women who
experience CPMDs may be judged harshly and may themselves feel guilt and shame. “There is huge
internal stigma,” a key informant said. “And that internal stigma almost mimics depression in some
ways, or perhaps feeds off depression in some way. So, I think we have to also target the guilt, the
shame, and this very pathological internalization of experiencing mental distress or illness. And it may
be that external stigma is, perhaps in many settings, not as much as the internal stigma.”
— (Psychologist)
• Poverty and food insecurity: No intervention targeting CPMDs alone will be able to overcome the

impact of poverty—not being able to feed children or not having money to pay for rent or
transportation. A daily struggle to survive often overrides the effect of any intervention.
• The role of women in society: The lack of autonomy that puts women at greater risk for perinatal

mental health disorders also can be a barrier to accessing services. Women’s ability to make
decisions for themselves and their level of financial independence and empowerment remains a
significant factor in hindering women’s participation in any intervention/program or group session.
• Human resources: Almost every intervention included discussion about the overburdened health

system: staff shortages, limited or non-existent supplies and equipment, insufficient infrastructure,
and a sense that the “system” cannot take on another “issue.” 93 Staff burnout in health facilities is a
primary concern—COVID-19 has exposed and intensified this reality.94 Even if they did have time,
they did not have the training or lacked confidence in their ability to manage women’s mental
health needs. Also, because providers often come from the same communities that women do, they
are not immune to the stigma of mental illness (KII 1, FGD 1). Providers hold their own beliefs of
mental illness, and these at times prevent them from even engaging in conversations with women
about what they are experiencing.95
• Voltage drops: Another challenge is voltage drops, or when an “intervention loses some degree of

its potency or fidelity when moving from efficacy to effectiveness in the real world.”96 A similar
challenge was noted when moving an intervention that worked well in an urban setting to a rural
one, mostly because of turnover of trained implementing staff.
• Lack of data: Data is largely unavailable on mental health services, treatment, and even intervention

strategies. A base understanding of what treatment or services women use, how often they attend,
fidelity of the intervention, and follow-up to women who don’t attend are nearly impossible to
ascertain in most settings. At the regional level, there was less evidence from Latin America, the
Caribbean, and West and North Africa.
• Financial support: Funding for integrated maternal mental health services within the system is a

clear barrier to almost every intervention and is well documented.97,98 Another common barrier is
the burden of out-of-pocket costs to women and providers.
• Lack of coordination: Key informants working in the humanitarian sector often mentioned poor

coordination or disconnect between maternal health and mental health programming.
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On Measurement of CPMDs
In perinatal mental health, the detection and measurement of CPMDs makes use of screening
tools that are often contextually adapted and are confirmed through a clinical assessment.
However, the landscape analysis found:
• Several different tools were used, with varying cut-off points, to categorize and measure

CPMDs making comparison and aggregation of prevalence estimates very challenging.99,100
• Key informants described how structured screening tools that are popular in high-income

settings may not be acceptable or practical to apply in many lower-income health settings.
• Certain debates remain about the best ways to define and identify mental illnesses across

different cultural contexts, where distress may be expressed differently. 34,99,101 ,102

POLICY ANALYSIS
Of the 19 countries reviewed, and of those that included a plan for childhood or adolescent mental
health, only five discussed perinatal mental health in particular, typically very briefly. Even when policy
did exist, key informants stressed the importance of implementation once a policy is developed: “What
are policies after all? […] They are tools. They can be left in a shelf and nothing happens. Until somebody
decides that this tool is useful and I want to use this tool to do something—you see, policies alone are
useless.” — (Clinical Researcher)

DISCUSSION
WHAT ARE THE CORE AND ADAPTABLE ELEMENTS OF SUCCESSFUL INTERVENTIONS IN LMICS?
Using a modified version of the consolidated framework for implementation research (CFIR), Table 2
draws upon the literature and the qualitative data to identify some of the most significant core and
adaptable components and contextual considerations in successful CPMD program
implementation.103 They are grouped by where in the health system they were implemented—at the
community or facility level.
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TABLE 2: CORE ELEMENTS OF SUCCESSFUL INTERVENTIONS
Core Elements of Successful Interventions:

Community Level Components
Stepped Care (inclusive of a clear referral system)
Stepped care is an effective and crucial approach to ensure that as many women
as possible receive psychosocial support and have access to basic mental health
services and that women who need more specialized treatment have access to
that care.104

Detailed Assessment of Context
Understanding the context of the community and the facilities where any
intervention would be introduced is a crucial first step highlighted in many studies
and intervention approaches.33,105 This process should include conducting a welldesigned and contextually tailored assessment. This assessment should include:
•

an exploration of the opportunities and community assets that can be leveraged,

•

an understanding of what platforms could “absorb” CPMD programming,

•

key decisions regarding the most pressing social determinants of health,

•

considering the unique needs of vulnerable populations, such as adolescents,

•

ensure cultural adaptation of tools and intervention approaches are done in
collaboration with women, and

•

applying key principles for providing quality care for crisis-affected and
displaced populations.106

Well Supervised and Supported Task-Sharing Model
Community Health Worker: Several interventions found that training existing
community health workers in talk therapy and implementing a cascade model of
training and supervision improved both mother and baby outcomes.107
Peer to Peer: Peers may be best for women with less chronic or severe depression
and thus a good first step in stepped care. 108

Talk Therapy
Using a training that is appropriate for the women who will be facilitating the
sessions is crucial for successful implementation. Talk therapy has been introduced
successfully and implemented through minimal training.

Contextualized Language for CPMDs
Using language that women and providers know and understand is crucial
to any intervention.
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Core Elements of Successful Interventions:

Health Facility Components
Pre-service Training on Mental Health
The inclusion of CPMD during pre-service training of health care providers is an
essential, but largely missing, piece of a responsive health system. A specific focus
on CPMDs was mentioned in the KIIs as a necessary component for providers
(mostly midwives) to have the skills and awareness to address CPMDs.

Trained and Supervised Health Care Providers
The training and continuing supervision of health facility staff to provide respectful
mental health services is crucial. Having mechanisms for providers to get
advice/assistance/guidance when a woman has mental health issues beyond their
training is important to include in all systems.

Clear Referral Process
The need for a clear referral pathway—one that neither relies on the use of
women’s or providers’ funds, nor sends a woman in circles to different
departments—needs to be established, and high-quality mental health services
should be available when referred.

Assessment Process
The landscape analysis found that most interventions relied on some method of
assessing a woman’s mental health status upon arrival at the health facility. The
various approaches are discussed below in the Adaptable Components—but it was
largely agreed that there must be a more systematic, standardized method to
include assessments of mental health into a health facility visit. Experts warn against
only screening, stressing the importance of confirmation by clinical assessment
before offering a diagnosis or initiating treatment. In addition, many experts
promote universal approaches that could benefit the mental health and well-being
of all women—not only those who meet diagnostic criteria.

Mental Health Support for Health Care Providers
COVID-19 has exposed the glaring needs and the consequences of not having
support for health care workers (burnout, absenteeism, attrition, depression,
and suicide). This is a glaring need in all health systems.

Respectful Maternity Care (RMC)
CPMD interventions should incorporate elements of RMC and Person-Centered
Maternity Care (PCMC) to have true impact.

Link with and Strengthen Gender-Based Violence (GBV) Services
Every intervention should include a gender analysis to understand how best to
identify and support women experiencing GBV, and then include an intentional
approach to prevent and respond to GBV.
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Adaptable Elements of Successful Interventions
Compensation
The compensation of the cadre implementing a mental health intervention ranged
according to the program and the setting. As there is a global push to
professionalize CHWs and compensate them fairly, adding in PMH services and
training will have to be discussed in each health system.

Screening, Assessment, or Measurement Tools:
How to Accurately Assess?
The need for the tool or process to identify women who have CPMD and their
relative need for services was mentioned in almost every study. However, how to
do this is highly debated: Is it an intake assessment by a midwife, is it a short,
contextually adapted tool conducted by a midwife or health facility staff, or is it a
longer more nuanced tool that takes more time, but gets more detail? The purpose
of the data collection should be grounded in what is feasible and acceptable at the
facility level to manage or refer.

Who Is a Trusted Delivery Agent?
Who will be best suited to deliver CPMD interventions is context specific. In many
studies women trusted CHWs from their communities who shared their language,
culture, and social norms.109,110 Whereas when the intervention targets the male
partner, a male health worker may be more effective.

WHERE TO BEGIN INTEGRATING MATERNAL MENTAL HEALTH INTO THE HEALTH SYSTEM?
Where to intervene, and through whom, has many implications for meeting women’s mental health
needs during the perinatal period. Though the dominant sentiment in the literature and in the expert
interviews was to promote a stepped-care model, often organizations, interventions, or research
initiatives were able only to intervene in one level of the health system, given time, expertise, and
funding. The various entry points that were discussed include:
• Community level: Community health workers, peers, grandmothers, or new mental health cadres

are able to meet women where they are, as people women trust. This also helps to engage women
who are not seeking care at the health facilities. 111
• Children and family approaches: Key informants described how many approaches use children as

“trojan horses” for entry. This approach can remove the pressure, guilt, and stigma from mothers.
• Facility level ANC and PNC: Having health care workers who are trained in CPMDs was a core

component of most interventions that engaged in health system strengthening.36
• Provider pre-service education: A comprehensive response to CPMDs will require training incoming

generations of health workers to diagnose and treat CPMDs.95
• Traditional healers and faith-based organizations: Several key informants noted the powerful link

between mental health and spirituality/faith and working with local traditional healers and faith
leaders if there is to be any true change in women’s perinatal mental health.
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THE CALL FOR INTEGRATION
The landscape analysis highlighted three “calls” for better integration of perinatal mental health:
1. Across multiple health sectors (maternal, newborn/child, nutrition, HIV, chronic diseases, etc.) and
sectors outside of health (education, WASH, etc.). Gender-based violence prevention is a key area
for seamless integration, particularly through community-based interventions like women’s
participatory groups and safe spaces, which have been shown to improve maternal health outcomes
and reduce CPMD symptoms.112,113
2. A movement of services away from centralized institutions to the primary care and community level.
In 2008, the WHO outlined this strategy: “… Integrating mental health services into primary care is
the most viable way of ensuring that people have access to the mental health care they need. People
can access mental health services closer to their homes, thus keeping their families together and
maintaining their daily activities. In addition, they avoid indirect costs associated with seeking
specialist care in distant locations. Mental health services delivered in primary care minimize stigma
and discrimination and remove the risk of human rights violations that occur in psychiatric
hospitals.”114
3. Integration of mental health into health care provider education and practice. Key informants who
provide trainings on the basics of CPMDs and how to support perinatal women to medical students
and practitioners reported a gap in exposure and training in mental health, which can result in many
health practitioners thinking mental health ranks low in the priorities of medical institutions.

GAPS
The landscape analysis identified a range of gaps with several clear themes: a need to expand the
evidence to include findings from different contexts and avoid inappropriate generalization; a need for
more evidence for certain vulnerable populations; a need to expand the evidence base beyond
postnatal depression; a need to center research and practice on the expressed desires of women, and a
need for integrated approaches that improve both women’s and children’s health. There were
widespread calls for more evidence related to the needs of and which interventions work for certain
populations that are particularly vulnerable to CPMDs (women in humanitarian settings, adolescents,
women experiencing IPV, and women experiencing perinatal loss). Both the literature review and key
informant interviews highlighted a substantial gap in the evidence on what women want during the
perinatal period, both in terms of outcomes and preferences for kinds and modalities of services, to set
direction for research and program priorities within the field of perinatal mental health. This analysis
found very few examples of co-creation or longer-term input and inclusion beyond the initial qualitative
research. And last, growing interest in paternal mental health, the role of fathers, and their impact on
the wellbeing of the mother-baby dyad, is a gap that has direct relevance to both risk factors and
potential interventions.115,116 “No, the agenda is always set up by the Global North, and I think there are
some really good reasons for that,” one key informant said. “Obviously […] that’s the context where
much more has been achieved, in terms of development progress. And also there is a sense of moral
responsibility. All of that is great. But we do not give valence to understanding perspective of these
emerging country context, what researchers, what program leaders might say, just as we don’t pay
enough attention to women themselves, or to adolescents, what they’re asking, because we decide the
agenda for them. And these processes have not being responsive to their needs.” — (Researcher)

MOMENTUM LANDSCAPE ANALYSIS BRIEF
The Silent Burden: a Landscape Analysis of Common Perinatal Mental Disorders in Low- and Middle-Income Countries

13

CONCLUSION
The findings from this landscape analysis illuminate an undeniable and urgent need to provide CPMD
prevention, care, and treatment programs to women in LMICs. The time is long overdue to take the
issue of perinatal mental health seriously. Mental health suffering is often not obvious or physically
visible, and the deeply entrenched stigma and biases of mental health have aided in keeping women and
their families largely silent. But something must be done. The undeniable impact of mental health
disorders during the perinatal period deeply affects women, their children, and their families. To move
forward requires balancing between generating better evidence and concurrently implementing
programs and approaches to help the millions of women “suffering in silence” every day. Cost-effective
and feasible interventions for mental health conditions, with demonstrated effectiveness for CPMDs,
exist and can be implemented today.44,117 The merging of MNCAH communities with mental health
communities provides a seminal opportunity to accelerate research, learning, and action.

REFERENCES
1

United Nations Department of Economic and Social Affairs. The 17 goals: Sustainable development. Published 2015.
https://sdgs.un.org/goals

2

The Lancet Global Health. Mental health matters. Lancet Glob Heal. 2020;8(11):e1352. doi:10.1016/S2214-109X(20)30432-0

3

Rathod S, Pinninti N, Irfan M, et al. Mental Health Service Provision in Low- and Middle-Income Countries. Heal Serv Insights.
2017;10. doi:10.1177/1178632917694350

4

World Health Organization. Mental Health Action Plan 2013-2020. 2013. http://www.who.int/iris/handle/10665/89966

5

World Health Organization. MhGAP Operations Manual. World Health Organization; 2018. http://apps.who.int/bookorders.

6

Dadi AF, Miller ER, Mwanri L. Antenatal depression and its association with adverse birth outcomes in low and middle income
countries: A systematic review and meta-analysis. PLoS One. 2020;15(1):1-23. doi:10.1371/journal.pone.0227323

7

World Health Organization. International Statistical Classification of Diseases and Related Health Problems. 11th ed. 2020.
https://icd.who.int/

8

O’Hara MW, Wisner KL. Perinatal mental illness: Definition, description and aetiology. Best Pract Res Clin Obstet Gynaecol.
2014;28(1):3-12. doi:10.1016/j.bpobgyn.2013.09.002

9

Jacques N, Mesenburg MA, Matijasevich A, et al. Trajectories of maternal depressive symptoms from the antenatal period to
24-months postnatal follow-up: findings from the 2015 Pelotas birth cohort. BMC Psychiatry. 2020;20(1):233.
doi:10.1186/s12888-020-02533-z

10

Glover V. Maternal depression, anxiety and stress during pregnancy and child outcome; What needs to be done. Best Pract
Res Clin Obstet Gynaecol. 2014;28(1):25-35. doi:10.1016/j.bpobgyn.2013.08.017

11

Lasater ME, Beebe M, Gresh A, Blomberg K, Warren N. Addressing the Unmet Need for Maternal Mental Health Services in
Low- and Middle-Income Countries: Integrating Mental Health Into Maternal Health Care. J Midwifery Women’s Heal.
2017;62(6):657-660. doi:10.1111/jmwh.12679

12

Atif N, Lovell K, Rahman A. Maternal mental health: The missing “m” in the global maternal and child health agenda. Semin
Perinatol. 2015;39(5):345-352. doi:10.1053/j.semperi.2015.06.007

13

Sparling TM, Henschke N, Nesbitt RC, Gabrysch S. The role of diet and nutritional supplementation in perinatal depression: a
systematic review. Matern Child Nutr. 2017;13(1). doi:10.1111/mcn.12235

14

Meltzer-Brody S, Stuebe A. The long-term psychiatric and medical prognosis of perinatal mental illness. Best Pract Res Clin
Obstet Gynaecol. 2014;28(1):49-60. doi:10.1016/j.bpobgyn.2013.08.009

MOMENTUM LANDSCAPE ANALYSIS BRIEF
The Silent Burden: a Landscape Analysis of Common Perinatal Mental Disorders in Low- and Middle-Income Countries

14

15

Lindahl V, Pearson JL, Colpe L. Prevalence of suicidality during pregnancy and the postpartum. Arch Women’s Ment Heal.
2005;8(2):77-87. doi:10.1007/s00737-005-0080-1

16

Dennis CL, Falah-Hassani K, Shiri R. Prevalence of antenatal and postnatal anxiety: Systematic review and meta-analysis. Br J
Psychiatry. 2017;210(5):315-323. doi:10.1192/bjp.bp.116.187179

17

Hirschfield RMA. The Comorbidity of Major Depression and Anxiety Disorders. Prim Care Companion J Clin Psychiatry.
2001;03(06):244-254. doi:10.4088/PCC.v03n0609

18

Grote NK, Bridge JA, Gavin AR, Melville JL, Iyengar S, Katon WJ. A Meta-analysis of Depression During Pregnancy and the Risk
of Preterm Birth, Low Birth Weight, and Intrauterine Growth Restriction. Arch Gen Psychiatry. 2010;67(10):1012.
doi:10.1001/archgenpsychiatry.2010.111

19

Fisher J, de Mello MC, Patel V, et al. Prevalence and determinants of common perinatal mental disorders in women in lowand lower-middle-income countries: A systematic review. Bull World Health Organ. 2012;90(2):139-149.
doi:10.2471/BLT.11.091850

20

Chen Y-H, Tsai S-Y, Lin H-C. Increased mortality risk among offspring of mothers with postnatal depression: a nationwide
population-based study in Taiwan. Psychol Med. 2011;41(11):2287-2296. doi:10.1017/S0033291711000584

21

Weobong B, ten Asbroek AHA, Soremekun S, et al. Association between probable postnatal depression and increased infant
mortality and morbidity: findings from the DON population-based cohort study in rural Ghana. BMJ Open. 2015;5(8):e006509.
doi:10.1136/bmjopen-2014-006509

22

Surkan PJ, Patel SA, Rahman A. Preventing infant and child morbidity and mortality due to maternal depression. Best Pract
Res Clin Obstet Gynaecol. 2016;36:156-168. doi:10.1016/j.bpobgyn.2016.05.007

23

Burger M, Hoosain M, Einspieler C, Unger M, Niehaus D. Maternal perinatal mental health and infant and toddler
neurodevelopment - Evidence from low- and middle-income countries. A systematic review. J Affect Disord.
2020;268(March):158-172. doi:10.1016/j.jad.2020.03.023

24

McNamara J, Townsend ML, Herbert JS. A systemic review of maternal wellbeing and its relationship with maternal fetal
attachment and early postpartum bonding. Hill B, ed. PLoS One. 2019;14(7):e0220032. doi:10.1371/journal.pone.0220032

25

Śliwerski A, Kossakowska K, Jarecka K, Świtalska J, Bielawska-Batorowicz E. The Effect of Maternal Depression on Infant
Attachment: A Systematic Review. Int J Environ Res Public Health. 2020;17(8):2675. doi:10.3390/ijerph17082675

26

Rahman A, Hafeez A, Bilal R, et al. The impact of perinatal depression on exclusive breastfeeding: a cohort study. Matern
Child Nutr. 2016;12(3):452-462. doi:10.1111/mcn.12170

27

Adeponle A, Groleau D, Kola L, Kirmayer LJ, Gureje O. Perinatal depression in Nigeria: Perspectives of women, family
caregivers and health care providers. Int J Ment Health Syst. 2017;11(1). doi:10.1186/s13033-017-0134-6

28

Stewart RC, Umar E, Gleadow-Ware S, Creed F, Bristow K. Perinatal distress and depression in Malawi: an exploratory
qualitative study of stressors, supports and symptoms. Arch Womens Ment Health. 2015;18(2):177-185. doi:10.1007/s00737014-0431-x

29

Kalra H, Tran TD, Romero L, Chandra P, Fisher J. Prevalence and determinants of antenatal common mental disorders among
women in India: a systematic review and meta-analysis. Arch Womens Ment Health. 2021;24(1):29-53. doi:10.1007/s00737020-01024-0

30

Tol WA, Ebrecht B, Aiyo R, et al. Maternal mental health priorities, help-seeking behaviors, and resources in post-conflict
settings: a qualitative study in eastern Uganda. BMC Psychiatry. 2018;18(1):39. doi:10.1186/s12888-018-1626-x

31

Gelaye B, Rondon MB, Araya R, Williams MA. Epidemiology of maternal depression, risk factors, and child outcomes in lowincome and middle-income countries. The Lancet Psychiatry. 2016;3(10):973-982. doi:10.1016/S2215-0366(16)30284-X

32

Azale T, Fekadu A, Hanlon C. Postpartum depressive symptoms in the context of high social adversity and reproductive health
threats: A population-based study. Int J Ment Health Syst. 2018;12(1):1-10. doi:10.1186/s13033-018-0219-x

33

Honikman S, Sigwebela S, Schneider M, Field S. Perinatal depression and anxiety in resource-constrained settings:
interventions and health systems strengthening. South African Heal Rev. 2020;1.

34

Lasater ME, Beebe M, Warren NE, et al. Dusukasi—The Heart That Cries: An Idiom of Mental Distress Among Perinatal
Women in Rural Mali. Cult Med Psychiatry. 2018;42(4):930-945. doi:10.1007/s11013-018-9579-6

MOMENTUM LANDSCAPE ANALYSIS BRIEF
The Silent Burden: a Landscape Analysis of Common Perinatal Mental Disorders in Low- and Middle-Income Countries

15

35

Lund C, Brooke-Sumner C, Baingana F, et al. Social determinants of mental disorders and the Sustainable Development Goals:
a systematic review of reviews. The Lancet Psychiatry. 2018;5(4):357-369. doi:10.1016/S2215-0366(18)30060-9

36

Lasater ME, Murray SM, Keita M, et al. Integrating Mental Health into Maternal Health Care in Rural Mali : A Qualitative
Study. Published online 2020:1-7. doi:10.1111/jmwh.13184

37

Baldisserotto ML, Miranda Theme M, Gomez LY, dos Reis TBQ. Barriers to Seeking and Accepting Treatment for Perinatal
Depression: A Qualitative Study in Rio de Janeiro, Brazil. Community Ment Health J. 2020;56(1):99-106. doi:10.1007/s10597019-00450-4

38

Nakku JEM, Nakasi G, Mirembe F. Postpartum major depression at six weeks in primary health care: prevalence and
associated factors. Afr Health Sci. 2006;6(4):207-214. doi:10.5555/afhs.2006.6.4.207

39

Oladeji BD, Bello T, Kola L, Araya R, Zelkowitz P, Gureje O. Exploring differences between adolescents and adults with
perinatal depression—data from the expanding care for perinatal women with depression trial in Nigeria. Front Psychiatry.
2019;10(OCT):1-9. doi:10.3389/fpsyt.2019.00761

40

Barada R, Potts A, Bourassa A, Contreras-Urbina M, Nasr K. “I Go up to the Edge of the Valley, and I Talk to God”: Using Mixed
Methods to Understand the Relationship between Gender-Based Violence and Mental Health among Lebanese and Syrian
Refugee Women Engaged in Psychosocial Programming. Int J Environ Res Public Health. 2021;18(9).
doi:10.3390/ijerph18094500

41

Dadi AF, Miller ER, Bisetegn TA, Mwanri L. Global burden of antenatal depression and its association with adverse birth
outcomes: an umbrella review. BMC Public Health. 2020;20(1):173. doi:10.1186/s12889-020-8293-9

42

World Health Organization. Making Health Services Adolescent Friendly: Developing National Quality Standards for Adolescent
Friendly Health Services. World Health Organization; 2012.
https://apps.who.int/iris/bitstream/handle/10665/75217/9789241503594_eng.pdf

43

Patel V, Saxena S, Lund C, et al. The Lancet Commission on global mental health and sustainable development. Lancet.
2018;392(10157):1553-1598. doi:10.1016/S0140-6736(18)31612-X

44

Gorringe J, Hughes D, Kidy F, Kesner C, Sale J, Sabouni A. The Return of the Individual: Time to Invest in Mental Health. 2020.

45

World Health Organization, United Nations Children’s Fund, World Bank Group. Nurturing Care for Early Childhood
Development: A Framework for Helping Children Survive and Thrive to Transform Health and Human Potential. 2018.

46

World Health Organization, UNICEF. Helping Adolescents Thrive Toolkit: Strategies to Promote and Protect Adolescent Mental
Health and Reduce Self-Harm and Other Risk Behaviours. 2021.

47

Alhomaizi A, Alhomaizi D, Willis S, Verdeli H, Messages K. Social Distancing in the Era of COVID-19: A Call for Maintaining
Social Support for the Maternal Population. Glob Helath Sci Pract. 2021;9(2). www.ghspjournal.org

48

Onah MN, Field S, van Heyningen T, Honikman S. Predictors of alcohol and other drug use among pregnant women in a periurban South African setting. Int J Ment Health Syst. 2016;10(1):38. doi:10.1186/s13033-016-0070-x

49

Sparling TM, Waid JL, Wendt AS, Gabrysch S. Depression among women of reproductive age in rural Bangladesh is linked to
food security, diets and nutrition. Public Health Nutr. 2020;23(4):660-673. doi:10.1017/S1368980019003495

50

Khan AM, Flora MS. Maternal common mental disorders and associated factors: A cross-sectional study in an urban slum area
of Dhaka, Bangladesh. Int J Ment Health Syst. 2017;11(1):1-7. doi:10.1186/s13033-017-0129-3

51

The Partnership for Maternal Newborn & Child Health. Maternal Mental Health: Why It Matters and What Countries with
Limited Resources Can Do. 2014.

52

Herba CM, Glover V, Ramchandani PG, Rondon MB. Maternal depression and mental health in early childhood: an
examination of underlying mechanisms in low-income and middle-income countries. The Lancet Psychiatry. 2016;3(10):983992. doi:10.1016/S2215-0366(16)30148-1

53

Menon P, Ruel MTMA, Habicht J-P, et al. Prevention Is Better than Cure. Final Report of the Evaluation: Prevention or Cure?
Comparing Preventive and Recuperative Approaches to Targeting Maternal and Child Health and Nutrition Programs in Rural
Haiti. 2007.

54

Khan R, Waqas A, Bilal A, Mustehsan ZH, Omar J, Rahman A. Association of Maternal depression with diet: A systematic
review. Asian J Psychiatr. 2020;52. doi:10.1016/j.ajp.2020.102098

MOMENTUM LANDSCAPE ANALYSIS BRIEF
The Silent Burden: a Landscape Analysis of Common Perinatal Mental Disorders in Low- and Middle-Income Countries

16

55

Madeghe B, Kogi-Makau W, Ngala S, Kumar M. Integration of Mental Health-Nutrition Counselling for Perinatal Women in
Primary Care. Kenya Policy Briefs. 2021;1(2). http://www.uonbi.ac.ke

56

Alive and Thrive. Maternal Depression: The Potential Role of Nutrition in Prevention and Treatment. 2020.

57

Dewing S, Tomlinson M, le Roux IM, Chopra M, Tsai AC. Food insecurity and its association with co-occurring postnatal
depression, hazardous drinking, and suicidality among women in peri-urban South Africa. J Affect Disord. 2013;150(2):460465. doi:10.1016/j.jad.2013.04.040

58

Adhikari RP, Williamson R, Sparling TM, Ferguson E, Cunningham K. Parental depression and nutrition: Findings from a crosssectional household survey in Nepal. Public Health Nutr. 2020;23(16):2983-2993. doi:10.1017/S1368980020000968

59

Honikman S, Field S, Cooper S. The Secret History method and the development of an ethos of care: Preparing the maternity
environment for integrating mental health care in South Africa. Transcult Psychiatry. 2020;57(1):173-182.
doi:10.1177/1363461519844640

60

Minckas N, Gram L, Smith C, Mannell J. Disrespect and abuse as a predictor of postnatal care utilisation and maternalnewborn well-being: a mixed-methods systematic review. BMJ Glob Heal. 2021;6(4):e004698. doi:10.1136/bmjgh-2020004698

61

Sudhinaraset M, Landrian A, Golub GM, Cotter SY, Afulani PA. Person-centered maternity care and postnatal health:
associations with maternal and newborn health outcomes. AJOG Glob Reports. 2021;1(1):100005.
doi:10.1016/j.xagr.2021.100005

62

Alemu S, Herklots T, Almansa J, et al. Mental Health and Quality of Life of Women One Year after Maternal Near-Miss in Lowand Middle-Income Countries: The Case of Zanzibar, Tanzania. Int J Environ Res Public Health. 2020;17(23):9034.
doi:10.3390/ijerph17239034

63

Wilson SM, Sikkema KJ, Watt MH, Masenga GG. Psychological Symptoms Among Obstetric Fistula Patients Compared to
Gynecology Outpatients in Tanzania. Int J Behav Med. 2015;22(5):605-613. doi:10.1007/s12529-015-9466-2

64

Dadi AF, Miller ER, Mwanri L. Postnatal depression and its association with adverse infant health outcomes in low- and
middle-income countries: A systematic review and meta-analysis. BMC Pregnancy Childbirth. 2020;20(1):1-15.
doi:10.1186/s12884-020-03092-7

65

Lee B, Park HJ. Differences in infant development by trajectories of maternal perinatal depression: based on Malawi mothers
and children. Early Child Dev Care. 2020;190(9):1441-1454. doi:10.1080/03004430.2018.1538978

66

Stewart RC. Maternal depression and infant growth - A review of recent evidence. Matern Child Nutr. 2007;3(2):94-107.
doi:10.1111/j.1740-8709.2007.00088.x

67

Catalao R, Medhin G, Alem A, Dewey M, Prince M, Hanlon C. Mental health impact on the unmet need for family planning and
fertility rate in rural Ethiopia: A population-based cohort study. Epidemiol Psychiatr Sci. Published online 2020.
doi:10.1017/S2045796020000736

68

Bernard O, Gibson RC, McCaw-Binns A, et al. Antenatal depressive symptoms in Jamaica associated with limited perceived
partner and other social support: A cross-sectional study. van Wouwe JP, ed. PLoS One. 2018;13(3):e0194338.
doi:10.1371/journal.pone.0194338

69

Stewart RC, Umar E, Tomenson B, Creed F. A cross-sectional study of antenatal depression and associated factors in Malawi.
Arch Womens Ment Health. 2014;17(2):145-154. doi:10.1007/s00737-013-0387-2

70

Bill & Melinda Gates Foundation. Gender and MNCH: A Review of the Evidence. 2020.

71

Chowdhary N, Sikander S, Atif N, et al. The content and delivery of psychological interventions for perinatal depression by
non-specialist health workers in low and middle income countries: a systematic review. Best Pract Res Clin Obstet Gynaecol.
2014;28(1):113-133. doi:10.1016/j.bpobgyn.2013.08.013

72

Halim N, Beard J, Mesic A, Patel A, Henderson D, Hibberd P. Intimate partner violence during pregnancy and perinatal mental
disorders in low and lower middle income countries: A systematic review of literature, 1990–2017. Clin Psychol Rev.
2018;66(November 2017):117-135. doi:10.1016/j.cpr.2017.11.004

73

Islam MJ, Broidy L, Baird K, Mazerolle P. Intimate partner violence around the time of pregnancy and postpartum depression:
The experience of women of Bangladesh. PLoS One. 2017;12(5). doi:10.1371/journal.pone.0176211

MOMENTUM LANDSCAPE ANALYSIS BRIEF
The Silent Burden: a Landscape Analysis of Common Perinatal Mental Disorders in Low- and Middle-Income Countries

17

74

Rogathi JJ, Manongi R, Mushi D, et al. Postpartum depression among women who have experienced intimate partner
violence: A prospective cohort study at Moshi, Tanzania. J Affect Disord. 2017;218:238-245. doi:10.1016/j.jad.2017.04.063

75

Shamu S, Zarowsky C, Roelens K, Temmerman M, Abrahams N. High-frequency intimate partner violence during pregnancy,
postnatal depression and suicidal tendencies in Harare, Zimbabwe. Gen Hosp Psychiatry. 2016;38:109-114.
doi:10.1016/j.genhosppsych.2015.10.005

76

Molenaar J, Hanlon C, Alem A, et al. Perinatal mental distress in a rural Ethiopian community: a critical examination of
psychiatric labels. BMC Psychiatry. 2020;20(1):223. doi:10.1186/s12888-020-02646-5

77

Maselko J, Hagaman AK, Bates LM, et al. Father involvement in the first year of life: Associations with maternal mental health
and child development outcomes in rural Pakistan. Soc Sci Med. 2019;237:112421. doi:10.1016/j.socscimed.2019.112421

78

Finlayson K, Crossland N, Bonet M, Downe S. What matters to women in the postnatal period: A meta-synthesis of qualitative
studies. East CE, ed. PLoS One. 2020;15(4):e0231415. doi:10.1371/journal.pone.0231415

79

Tripathy P, Nair N, Barnett S, et al. Effect of a participatory intervention with women’s groups on birth outcomes and
maternal depression in Jharkhand and Orissa, India: a cluster-randomised controlled trial. Lancet. 2010;375(9721):1182-1192.
doi:10.1016/S0140-6736(09)62042-0

80

Zhao Y, Munro-Kramer ML, Shi S, Wang J, Luo J. A randomized controlled trial: effects of a prenatal depression intervention
on perinatal outcomes among Chinese high-risk pregnant women with medically defined complications. Arch Womens Ment
Health. 2017;20(2):333-344. doi:10.1007/s00737-016-0712-7

81

Moshki M, Baloochi Beydokhti T, Cheravi K. The effect of educational intervention on prevention of postpartum depression:
an application of health locus of control. J Clin Nurs. 2014;23(15-16):2256-2263. doi:10.1111/jocn.12505

82

Rahman A, Malik A, Sikander S, Roberts C, Creed F. Cognitive behaviour therapy-based intervention by community health
workers for mothers with depression and their infants in rural Pakistan: a cluster-randomised controlled trial. Lancet.
2008;372(9642):902-909. doi:10.1016/S0140-6736(08)61400-2

83

Fuhr DC, Weobong B, Lazarus A, et al. Delivering the Thinking Healthy Programme for perinatal depression through peers: an
individually randomised controlled trial in India. The Lancet Psychiatry. 2019;6(2):115-127. doi:10.1016/S22150366(18)30466-8

84

Husain N, Zulqernain F, Carter L, et al. Treatment of maternal depression in urban slums of Karachi, Pakistan: A randomized
controlled trial (RCT) of an integrated maternal psychological and early child development intervention. Asian J Psychiatr.
2017;29(2017):63-70. doi:10.1016/j.ajp.2017.03.010

85

Futterman D, Shea J, Besser M, et al. Mamekhaya: a pilot study combining a cognitive-behavioral intervention and mentor
mothers with PMTCT services in South Africa. AIDS Care. 2010;22(9):1093-1100. doi:10.1080/09540121003600352

86

Salehi F, Pourasghar M, Khalilian A, Shahhosseini Z. Comparison of group cognitive behavioral therapy and interactive lectures
in reducing anxiety during pregnancy. Medicine (Baltimore). 2016;95(43):e5224. doi:10.1097/MD.0000000000005224

87

Gao L, Xie W, Yang X, Chan SW. Effects of an interpersonal-psychotherapy-oriented postnatal programme for Chinese firsttime mothers: A randomized controlled trial. Int J Nurs Stud. 2015;52(1):22-29. doi:10.1016/j.ijnurstu.2014.06.006

88

Gao L, Chan SW, Sun K. Effects of an interpersonal-psychotherapy-oriented childbirth education programme for Chinese firsttime childbearing women at 3-month follow up: Randomised controlled trial. Int J Nurs Stud. 2012;49(3):274-281.
doi:10.1016/j.ijnurstu.2011.09.010

89

Pfeiffer E. How to help depressed mothers and their children. apolitical. Published 2020. https://apolitical.co/solutionarticles/en/how-to-help-depressed-mothers-and-their-children

90

Cooper PJ, Tomlinson M, Swartz L, et al. Improving quality of mother-infant relationship and infant attachment in
socioeconomically deprived community in South Africa: randomised controlled trial. BMJ. 2009;338(apr14 2):b974-b974.
doi:10.1136/bmj.b974

91

Baker-Henningham H. The effect of early stimulation on maternal depression: a cluster randomised controlled trial. Arch Dis
Child. 2005;90(12):1230-1234. doi:10.1136/adc.2005.073015

92

Shrestha S, Adachi K, Petrini MA, Shrestha S, Rana Khagi B. Development and evaluation of a newborn care education
programme in primiparous mothers in Nepal. Midwifery. 2016;42:21-28. doi:10.1016/j.midw.2016.09.006

MOMENTUM LANDSCAPE ANALYSIS BRIEF
The Silent Burden: a Landscape Analysis of Common Perinatal Mental Disorders in Low- and Middle-Income Countries

18

93

World Health Organization. Guidelines on Mental Health Promotive and Preventive Interventions for Adolescents. World
Health Organization; 2020. http://apps.who.int/bookorders.

94

Moitra M, Rahman M, Collins PY, et al. Mental Health Consequences for Healthcare Workers During the COVID-19 Pandemic:
A Scoping Review to Draw Lessons for LMICs. Front Psychiatry. 2021;12(January):1-10. doi:10.3389/fpsyt.2021.602614

95

Mccauley M, Brown A, Ofosu B, Broek N Van Den. “I just wish it becomes part of routine care”: healthcare providers’
knowledge, attitudes and perceptions of screening for maternal mental health during and after pregnancy: a qualitative
study. Published online 2019:1-8.

96

Herba CM, Tariq M. Effectiveness of an intervention for perinatal depression: challenges in task shifting to peer volunteers.
The Lancet Psychiatry. 2020;7(9):725-726. doi:10.1016/S2215-0366(20)30295-9

97

Saxena S, Thornicroft G, Knapp M, Whiteford H. Resources for mental health: scarcity, inequity, and inefficiency. Lancet.
2007;370(9590):878-889. doi:10.1016/S0140-6736(07)61239-2

98

Sarkar NDP, Baingana F, Criel B. Integration of perinatal mental health care into district health services in Uganda: Why is it
not happening? The Four Domain Integrated Health (4DIH) explanatory framework. Soc Sci Med. Published online October
2020:113464. doi:10.1016/j.socscimed.2020.113464

99

Shrestha SD, Pradhan R, Tran TD, Gualano RC, Fisher JRW. Reliability and validity of the Edinburgh Postnatal Depression Scale
(EPDS) for detecting perinatal common mental disorders (PCMDs) among women in low-and lower-middle-income countries:
a systematic review. BMC Pregnancy Childbirth. 2016;16(1):72. doi:10.1186/s12884-016-0859-2

100

Ali G-C, Ryan G, De Silva MJ. Validated Screening Tools for Common Mental Disorders in Low and Middle Income Countries: A
Systematic Review. Burns JK, ed. PLoS One. 2016;11(6):e0156939. doi:10.1371/journal.pone.0156939

101

Sweetland AC, Belkin GS, Verdeli H. Measuring Depression and Anxiety in Sub-Saharan Africa. Depress Anxiety.
2014;31(3):223-232. doi:10.1002/da.22142

102

Sanfilippo KRM, McConnell B, Cornelius V, et al. Community psychosocial music intervention (CHIME) to reduce antenatal
common mental disorder symptoms in The Gambia: a feasibility trial. BMJ Open. 2020;10(11):e040287. doi:10.1136/bmjopen2020-040287

103

Damschroder LJ, Aron DC, Keith RE, Kirsh SR, Alexander JA, Lowery JC. Fostering implementation of health services research
findings into practice: A consolidated framework for advancing implementation science. Implement Sci. 2009;4(1):1-15.
doi:10.1186/1748-5908-4-50

104

National Institute for Health and Care Excellence. Antenatal and postnatal mental health: clinical management and service
guidance. Published 2015. Accessed July 19, 2021. http://guidance.nice.org.uk/cg192

105

Murray LK, Dorsey S, Haroz E, et al. A common elements treatment approach for adult mental health problems in low- and
middle-income countries. Cogn Behav Pract. 2014;21(2):111-123. doi:10.1016/j.cbpra.2013.06.005

106

World Health Organization. Quality of Care in Fragile, Conflict-Affected and Vulnerable Settings: Taking Action. 2020.

107

Rahman A, Waqas A, Nisar A, Nazir H, Sikander S, Atif N. Improving access to psychosocial interventions for perinatal
depression in low- and middle-income countries: lessons from the field. Int Rev Psychiatry. 2021;33(1-2):198-201.
doi:10.1080/09540261.2020.1772551

108

Nillni YI, Gutner CA. Treatment for perinatal depression: movement towards scalability. The Lancet Psychiatry. 2019;6(2):8385. doi:10.1016/S2215-0366(19)30002-1

109

Munodawafa M, Mall S, Lund C, Schneider M. Process evaluations of task sharing interventions for perinatal depression in low
and middle income countries (LMIC): A systematic review and qualitative meta-synthesis. BMC Health Serv Res. 2018;18(1):110. doi:10.1186/s12913-018-3030-0

110

Nyatsanza M, Schneider M, Davies T, Lund C. Filling the treatment gap: Developing a task sharing counselling intervention for
perinatal depression in Khayelitsha, South Africa. BMC Psychiatry. 2016;16(1):1-12. doi:10.1186/s12888-016-0873-y

111

Chibanda D. Programmes that bring mental health services to primary care populations in the international setting. Int Rev
Psychiatry. 2018;30(6):170-181. doi:10.1080/09540261.2018.1564648

112

Kirk L, Terry S, Lokuge K, Watterson JL. Effectiveness of secondary and tertiary prevention for violence against women in low
and low-middle income countries: a systematic review. BMC Public Health. 2017;17(1):622. doi:10.1186/s12889-017-4502-6

MOMENTUM LANDSCAPE ANALYSIS BRIEF
The Silent Burden: a Landscape Analysis of Common Perinatal Mental Disorders in Low- and Middle-Income Countries

19

113

Prost A, Colbourn T, Seward N, et al. Women’s groups practising participatory learning and action to improve maternal and
newborn health in low-resource settings: a systematic review and meta-analysis. Lancet. 2013;381(9879):1736-1746.
doi:10.1016/S0140-6736(13)60685-6

114

World Health Organization., World Organization of National Colleges A. Integrating Mental Health into Primary Care: A Global
Perspective. World Health Organization; 2008.

115

Ganjekar S, Thekkethayyil AV, Chandra PS. Perinatal mental health around the world: priorities for research and service
development in India. BJPsych Int. 2020;17(1):2-5. doi:10.1192/bji.2019.26

116

Stein A, Pearson RM, Goodman SH, et al. Effects of perinatal mental disorders on the fetus and child. Lancet.
2014;384(9956):1800-1819. doi:10.1016/S0140-6736(14)61277-0

117

Rahman A, Fisher J, Waqas A, Hamdani SU, Zafar W. World Health Organization recommendation on psychotherapeutic
interventions for common maternal mental health problems among women to improve early childhood development in low
and middle income countries: Report of systematic review and meta-analysis of. Published online 2018:1-89.

ACKNOWLEDGMENTS
MOMENTUM Country and Global Leadership is part of a suite of innovative awards funded by the U.S.
Agency for International Development (USAID) to holistically improve voluntary family planning and
maternal and child health in partner countries around the world. The project focuses on technical and
capacity development assistance to ministries of health and other country partners to improve outcomes.
The maternal and newborn team of MOMENTUM Country and Global Leadership gratefully
acknowledges the contributions of many individuals in the preparation of both the Landscape Analysis
Report and this Briefer. Key authors are Shanon McNab (lead), Sean Dryer, Patricia Gomez, Anam
Bhatti, Laura Fitzgerald, Edward Kenyi and Neena Khadka. Context-specific expertise was provided by
the following MCGL staff: Suzanne Stalls, Mona Bormet, Aleefia Somji, Elizabeth Doggett, Myra
Betron, Hannah Tappis, Callie Simon, Meroji Sebany, Lisa Noguchi and Karen Hoehn. The team would
also like to thank USAID colleagues for their technical review: Becca Levine, Smita Kumar, Robyn
Churchill and Mary Ellen Stanton. Technical guidance and support for the data collection process, and
editorial support was provided by additional partners: Elaine Scudder (IRC), Kate Litvin and Catherine
Kirk (Advancing Nutrition), Joe DeCarlo (Editorial Support), Andre Blockett and Brian Hatcher (Graphic
design support). Lastly, the MOMENTUM Country and Global Leadership team would also like to
acknowledge all those who offered their time and expertise as part of the key informant interviews and
focus group discussions.

This brief is made possible by the generous support of the American people through the U.S. Agency for International
Development (USAID) under the terms of the Cooperative Agreement #7200AA20CA00002, led by Jhpiego and partners.
The contents are the responsibility of MOMENTUM Country and Global Leadership and do not necessarily reflect the views
of USAID or the United States Government.

MOMENTUM LANDSCAPE ANALYSIS BRIEF
The Silent Burden: a Landscape Analysis of Common Perinatal Mental Disorders in Low- and Middle-Income Countries

20

