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Abstract
Background: Even though integrating mental health into maternal and child health (MCH) is widely accepted as a
means of closing the treatment gap for maternal mental health conditions in low- and middle-income countries
(LMIC), there are not many studies on the quality of the currently available mental health care for mothers in these
countries. This study assessed the existing organization of service for maternal mental health, the actual care
delivered for perinatal depression, as well as the quality of the care received by affected women presenting to
primary care clinics in Ibadan, Nigeria.
Methods: The Assessment of Chronic Illness Care (ACIC) tool was administered to the staff in 23 primary maternal
care clinics and key informant interviews were conducted with 20 facility managers to explore organizational and
administrative features relevant to the delivery of maternal mental health care in the facilities. Detection rate of
perinatal depression by maternal care providers was assessed by determining the proportion of depressed
antenatal women identified by the providers. The women were then followed up from the antenatal period up
until 6 months after childbirth to track their experience with care received.
Results: All the facilities had ACIC domain scores indicating poor capacity to offer quality chronic care. Emerging
themes from the interviews included severe manpower shortage and absence of administrative and clinical support for
manpower training and care provision. Only 31 of the 218 depressed women had been identified by the maternal care
providers as having a psychological problem throughout the follow-up period. In spite of the objective evidence of
inadequate care, most of the perinatal women rated the service provided in the facilities as being of good quality
(96%) and reported being satisfied with the care received (98%).
Conclusion: There are major inadequacies in the organisational and administrative profile of these primary maternal
care facilities that militate against the provision of quality chronic care. These inadequacies translate to a large
treatment gap for women with perinatal depression. Lack of awareness by service users of what constitutes good
quality care, indicative of low service expectation, may hamper user-driven demand for quality improvement.
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Background
Depression is the leading cause of disease burden in
women of reproductive age [1]. Perinatal depression affects up to 25% of women in LMIC in the antenatal period
and 19% in the postnatal period, rates that are significantly
higher than reported for high-income countries [2]. In
Nigeria, studies have reported rates of up to 10–30%
amongst perinatal women [3–7]. Apart from the suffering
and loss of productivity that result from this disabling
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condition [8], perinatal depression is an important risk for
suicide, a public health problem that is expected to become the leading cause of maternal mortality in LMIC [9].
Perinatal depression is also associated with short and long
term adverse maternal and child outcomes, such as
pre-term birth and low birth weight, poor mother-child
interactions, infant under-nutrition and stunting, higher
rates of diarrhoeal diseases, poor infant development, poor
interpersonal functioning, insecure attachment and higher
rates of emotional and behavioural problems in infants of
depressed mothers [10, 11]. There are indications that
these adverse child outcomes are worse in LMIC [10].
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There is also evidence for the intergenerational transmission of the socio-economic disadvantages associated with
perinatal depression, such that its effects continue to echo
in the lives of offspring of affected persons up to 18 years
after birth [12]. In view of the foregoing, there has been a
global call for the expansion of services for perinatal depression globally and especially in LMIC. However, there
is evidence suggesting that a focus on coverage alone
without due attention to quality of care provided might
have hampered the achievement of both the development
goals and the protection of human rights of mothers and
children in LMIC during the Millennium Development
Goals (MDG) era [13].
Perinatal women living in LMIC are at an elevated risk
of being denied quality care. The majority of such
women have access only to facilities that are poorly
resourced [14, 15]. There is an additional disadvantage
for women with perinatal depression that is attributable
to the pervasive stigma associated with mental illness,
especially in LMIC. Persons with mental disorders are
often victims of negative attitude that manifests in the
form of discrimination and denial of basic rights [16].
Such persons may also internalize shame, anticipate rejection and discrimination, and accept diminished expectations from others [17]. These two forms of stigma,
enacted and felt, have the effect of exposing persons
with mental disorders to poor and inequitable quality
care [18]. The situation is complicated by the pervasive
lack of awareness of the true medical nature of depression as well as diverse attributions offered by affected
persons that may limit appropriate medical help-seeking
[19]. In the context of perinatal depression, therefore,
stigma would increase the likelihood of sufferers to being denied access to the basic and oftentimes rudimentary services that may be on offer.
Addressing quality concerns in maternal health, as in
any other area of health, requires an examination of
both micro-level factors such as the structure of clinics
and provider behaviour, as well as system-wide factors
such as the design of service delivery systems and governance structures [20]. The Lancet Global Health Commission [20] defines a high quality health system as one
that “optimizes health in a given context by consistently
delivering care that improves or maintains health, by being valued and trusted by all people, and by responding
to changing population needs” [20]. The Institute of
Medicine recognises six domains of quality, namely,
safety, effectiveness, patient centeredness, timeliness, efficiency, and equitable care) [21]. For many patients, depression occurs in the context of other medical
conditions and requires long term care. Hence, for depressed patient to receive improved quality care and
have better health outcomes, it has been argued that
they be managed within an integrated chronic disease
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model in primary care [22, 23], where the bulk of them
presents. The Chronic care model (CCM) [24] is one of
the well-known integrated care models that have been extensively used in the management of depression in primary care. The core concept in the CCM includes a
system design that ensures a well-coordinated team with
clearly defined roles for each team member, delivering evidence based interventions, with the client playing an increasing role in her own care; well-planned provider-client
interactions, with regular follow up; information system
that facilitate patient tracking and linkage with community
resources through partnerships. Elements of the CCM
embedded in routine care have been shown to produce
better outcomes for mental disorders, and depression specifically, in primary care setting, both in high income
countries and LMICs [22, 25]. Perinatal depression managed as a chronic condition within an integrated maternal
care setting would therefore approximate a standard of
quality care, against which a test model of care can be
compared.
In order to understand the capacity of maternal primary care clinics in Nigeria to deliver care to those in
need of service, this study aims to examine the existing
organisational structures of the selected facilities as well
as the current level of care provided to women with
perinatal depression living in poor social and economic
circumstances. In this study, we sought to address three
questions: 1) What is the current organizational structure of maternal clinics in regard to the delivery of quality chronic care? 2) How able are providers in these
clinics to identify and provide treatment for women with
perinatal depression throughout the antenatal period
and up to 6 months postnatal period? And 3) How do
women with perinatal depression rate the standard of
care in the clinics?

Methods
We conducted a formative study as a part of an implementation research project to assess the factors that may
promote or hinder the delivery of quality service to
women with perinatal depression. The project, Scaling up
Care for Perinatal Depression for Improved Maternal and
Infant Health (SPECTRA), is being conducted in 23 randomly selected primary health care (PHC) facilities across
all the 11 local government areas (LGAs) in and around
the metropolitan city of Ibadan in the south-western part
of Nigeria. The clinics were selected based on the sample
size calculated for the number of depressed women required for the parent study, (details are available from authors on request).
In addressing our research questions, a mixed methods
approach was employed. For the first question, we administered the Assessment of Chronic Illness Care
(ACIC) [26] to the facility managers in 23 maternal care
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clinics. The ACIC is a widely used tool to evaluate the
standard of care provided to patients who are in need of
sustained care [26, 27]. Specifically, we assessed the capacity of the maternal care facilities to provide care and
support to patients with perinatal depression. The items
of the tool, which are organised into 7 domains (organisation of the healthcare delivery system, community
linkages, patient support for self-management, decision
support for service providers, delivery system design,
clinical information system, integration of chronic care
components) are scored on a four-point Likert scale, giving an average domain score that ranges from 0 to 11, as
well as a Total Programme Score. A score between “0”
and “2” corresponds to the lowest level of support for
chronic care; between “3” and “5”, basic support, between “6” and “8”, reasonably good support while a score
between “9” and “11” indicate fully developed chronic illness care programme.
Key informant interviews (KIIs) were conducted with
the facility managers of 20 of the 23 the selected maternal clinics (3 were not available for study) to enquire
about the process of care for perinatal women, the
organizational and administrative features of the clinics
that may have a bearing on the care of women with perinatal depression, including those for training and supervision of the primary health care workers (PHCWs). The
facility managers were experienced midwives, community health officers or community health extension
workers who had intimate knowledge of the clinical and
administrative environment of the facilities and of the
government departments that regulate them, and who
had risen through the ranks to become facility managers.
Basic nursing education in Nigeria is a 3-year diploma
programme, which can be further supplemented by an
additional 18-month programme to earn another diploma in midwifery. The Community Health Officers and
Community Health Extension Workers spend 2 and 3
years post-secondary school respectively to earn clinical
practice diplomas suitable for working in primary care.
The interviews were conducted in English language by
female research assistants with a minimum of Master’s
degree in the social sciences and with prior experience
in qualitative interviews. Prior to the interviews, the
research assistants established contact with the
participants, explained the objective of the study to them
and obtained their consent. The interviews were
audio-recorded and field notes were taken to supplement the audio recordings. The interviews were one-off,
face-to-face interviews, conducted at the respective maternal care clinics of the participants, according to an
interview guide developed from the literature on integrated chronic depression care and drawing on our previous experience of such assessment [19]. Each interview
took between 45 min and one h.
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To address the second question, consecutively registered women presenting for routine antenatal care and
who had previously consented to participate in the study
were screened with the Edinburgh Postnatal Depression
Scale (EPDS) [28] to identify those with perinatal depression, after they had been seen by the PHCWs. The
EPDS has been validated in our setting and, for the purpose of this exercise, with a score of 10 or more out of a
possible total of 30 shown to be indicative of moderate
depression [29]. Over a period of 6 months, 218 women
who screened positive on the EPDS were identified as
cases of depression. We made a determination of
whether a woman who screened positive to depression
using the EPDS had been recognised as having a psychological problem by the maternal care provider. For this,
we used a fairly broad definition of detection. First, we
reviewed the case records made on each of the patients
by the providers to see whether any entry had been
made to indicate that a psychological problem had been
noted or treated at baseline. That is, the entry did not
have to specify a diagnosis, just an indication of any
symptoms or reported emotional problem. Second, we
conducted an assessment of the women who screened
positive in their homes within 72 h of being screened in
the maternal care clinic (baseline assessment). We
enquired from them whether they had been asked any
question about their mood, sleep, worry or any other
emotional concern. We repeated this assessment at the
women’s home at 2 months post recruitment, at delivery,
3 months postpartum and 6 months postpartum. Any
screen-positive woman whose case record showed an
entry of possible emotional problem or who, at interview, reported having been offered any form of counselling was deemed to have had their depression detected
by the maternal care provider.
To address the third question, irrespective of the answer they provided to the questions above, the respondents were also asked, during the 6-month postnatal
follow-up, to rate 1) the overall quality of care provided
in the clinics 2) their level of satisfaction with care provided during both antenatal and postnatal clinic visits
and 3) how accessible, acceptable and convenient these
services were. Each of the items was framed in such a
way that it can be rated on a binary “Yes/No” scale.
Data analysis

The KIIs were transcribed verbatim by the research assistants who conducted the interviews. OOA read each
transcript and assigned codes manually after familiarizing himself with the transcribed data. The codes were
then organised into themes that had been identified beforehand from relevant literature. BDI reviewed and
cross-checked the codes and themes originating from
them. Any identified discordance was discussed and final
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findings from the themes represents consensus between
the two. In presenting the findings, direct quotes are
provided where appropriate.
Quantitative data were analysed with SPSS version 25.
Summary statistics and simple frequencies were used to
display continuous variables and proportions respectively.

Results
Assessment of chronic illness care (ACIC)

All 23 facilities sampled had ACIC scores that correspond
to the lowest level of institutional support for chronic care
across five domains (organisation of the healthcare delivery system, patient support for self-management, decision
support for service providers, clinical information system
and integration of chronic care components) as well as on
the total domain score and only two facilities had scores
corresponding to basic level of support for chronic care
across two ACIC domains (community linkages and delivery system design). None of the facilities had scores
reflecting reasonably good support for chronic care or a
fully developed chronic care for depression in any ACIC
domain.
Key informant interviews with facility managers
Demographic characteristics and perceived competence to
respond to perinatal depression

The facility managers interviewed (N = 20) were predominantly females (95%), were all senior midwives, except two, one of whom was a senior community health
officer while the other was a community health extension worker. Their mean age was 48.7 ± 7.71 years and
mean number of years of experience was 24.4 ± 5.37
years.
All the facility managers claimed they had received
training on mental health, in general, and on depression, specifically, as students for periods lasting between 3 weeks and 6 months. Some of them had also
received additional on-the-job training from mental
health professionals in the context of previous research in the course of their careers. Facility managers who spent longer periods on these trainings and
had participated in more of the in-service training
expressed more confidence in the adequacy of their
training to respond to perinatal depression while most
of those who spent less time in training expressed
some doubt about their ability to manage perinatal
depression. The most frequently mentioned modern
modes of treating perinatal depression by the managers were counselling and the use of medications.
Less frequently mentioned approaches included “problem solving” (one respondent), “empowerment” (one
respondent), “psychoeducation” (two respondents),
“psychotherapy (three respondents)” and “blood pressure management” (one respondent).
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One manager, a senior mid-wife with 25 years clinical experience, felt very well trained and confident
about her training and ability to manage perinatal
depression.
“…you know the training in University College
Hospital now… when we were having our training
there... you would be thinking like you are going to
become a doctor, because there would be a lecturer to
teach you in class and they would invite a psychiatrist
to come and teach again… they would post you to
psychiatry ward to go and work there and then we still
went to Abeokuta Aro Mental Hospital. So with all
these experiences, we can’t forget, because we were
taught… let me say for a total of 5 months at least…”.
A Community Health Officer who did not exude much
confidence about her capacity said:
“We were taught in school… they taught us about
depression but we were not taught deeply….when we
did Community Health Officer (course)… they taught
us about depression and psychosis, but it is not so
deep…. For just about 3 months.”

Facility arrangement

All facilities were managed by an experienced midwife/
nurse, senior community health officer (CHO) or senior
community health extension worker (CHEW). The
frontline care providers in the clinics were nurses, CHOs
and CHEWs. The latter two cadres had between 2 to 3
years of post-secondary school clinical training. Occasionally, a medical doctor visited the clinics, if the local
government area under whose jurisdiction the clinic was
had a medical officer of health in its employ. Only one
of the facility heads in this cohort reported having a
medical doctor in attendance in clinic on some weekdays. The clinicians worked in shifts and in different sections of the clinics, such as those for immunization,
antenatal care and for minor injuries. All the facility
managers complained about severe shortage of manpower, which some of them addressed by employing ad
hoc staff who might not be on the general payroll but
were remunerated from funds generated internally at the
facility level. In one of the facilities, ad hoc staff made
up four of every five of the total staff strength. One manager captured this as “too few workers being engaged in
too many tasks”. A 51 year old Chief Nursing Officer said: “our staffs (sic) are not enough. (There is) no
one who doesn’t know that staffs (sic) are insufficient
everywhere. Not just here… but since it is the work that
we do, we cannot leave it undone…”.
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Process of care and structural features of the clinics that
may have a bearing on the care women with perinatal
depression receive

Concerning facility level arrangement for the management
of chronic conditions, the facility managers identified tuberculosis, HIV, diabetes mellitus and hypertension as
chronic illnesses for which some kind of chronic care
should be instituted. Two of them mentioned mental illnesses such as substance addiction, but not depression, as
chronic illnesses. The facility managers claimed that there
were organizational arrangements for chronic disease
management for HIV and Tuberculosis. Frequently cited
arrangements included management guidelines for tuberculosis and HIV, commonly provided by funding agencies
and government ministries of health. These protocols usually specify the procedures for diagnosis, treatment (including assertive follow-up for treatment adherence) and
referral. No specific chronic care arrangement was identified for perinatal depression.
Although the facility managers were aware that personalised care was an important part of chronic care, only
a few of them ensured that the same care providers
followed up clients in need of chronic care. Two of the
managers claimed they did this for patients with perinatal
depression because they had been taught in a previous
project that it was the way to provide effective care for
women with perinatal depression. When patients did not
show up for follow up, frequently employed method of
reaching them included contacting them through relatives
and friends who were receiving care at the same clinics,
use of mobile phones as well as home visits when feasible.
The facility managers however admitted that phone calls
were paid for out of their own pockets, which was unsustainable and home visits were rare and difficult because of
extreme shortage of human resources. Most of them
reported that their clinics did not have special appointments for chronic care patients.
The majority of the facility heads judged the current
care arrangement for perinatal depression at their clinics
as “adequate”. A few however disagreed. A Chief Nursing Officer who had been on the job for 24 years claimed
that the care arrangement for depression in her clinic
was “not adequate because of non-availability of drugs”.
“I know how to counsel them but I don’t know how to
administer drugs”. Some of those who claimed that the
current care arrangement was adequate admitted that
they judged the current care arrangement adequate because they could refer cases of perinatal depression to
higher levels of care.
A 50 year old Senior Community Health Extension
Worker with 30 years’ experience said:
“The reason for being (sic) adequate is that we don’t
stress them too much before we refer them to Adeoyo
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or UCH (secondary and tertiary centres respectively)
because most people that come here are low cadre
people. Here is a local government, a primary health
care centre, so with the treatment we give them, it is
adequate.”

Administrative environment for training and supervision of
PHCWs

In regard to supervision in the clinics, majority of the facility managers claimed that some form of general supervision existed from facility level up to the federal
ministry of health. A chief nursing officer of 24 years
said:
“…Right now, most of us in the morning (shift) do most
of the supervision. When the people on morning duty
leave, the works (sic) that people in the afternoon and
night shift do, when we resume in the morning, we go
through their report and register. For the people on the
afternoon shift, if there is any mistake in their work,
when they come back to work, we explain to them that
we have checked through their work and this is how
they (are) supposed to do it, and we would put them
through. That is how we do it”.
She said further:
“…doctors are the ones in charge of our supervision.
For example, today is M&E meeting for monitoring
and evaluation. Doctors and MCH (maternal and
child health officers)... That is how they used (sic) to
do it.”
All the facility managers claimed that there was no organisational support for training of members of staff for
perinatal depression at facility, local, state or federal government level. A 43 -year old community health officer
complained:
“There is no administrative support for training. There
is none. There is no provision for it. There is nothing
for pregnant women with depression from government.
They have not talked about it before. There is nothing.
There is none at all”.
The facility level and organisational difficulties encountered in responding to perinatal depression that
were enumerated by the facility managers included severe shortage of manpower, non-availability of medications, irregular and non-payment of staff remunerations,
inadequate facility space for psychosocial interventions
and absence of continuing training for members of staff.
Recommendations for improvement of chronic care for
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perinatal depression included consistent recruitment of
healthcare workers, training of providers in primary care
clinics, and the establishment and training of a cadre of
provider-counsellors as “specialist providers” dedicated
to treating perinatal depression.
Screening and baseline demographic and treatment
characteristics of perinatal women

Over a period of 18 months, a total of 2989 consecutively registered antenatal women were screened with
the EPDS of which 218 (7.3%) screened positive (that is,
scoring 10 or more). The mean age of the women who
screened positive was 25 ± 6.2 years and the mean gestational age was 23 ± 4.2 weeks. The mean EPDS score at
screening was 12 ± 2.4. Other demographic variables are
shown in Table 1. Of the 218 clients who screened positive for perinatal depression, only three (1.4%) were
identified by PHCWs as having the condition as indicated in their case records at first clinic contact.
Treatment options offered included diazepam tablet
for one participant, counselling for the second one and
no treatment was recorded for the third one None of
the women was provided with structured psychosocial
intervention or offered follow-up specifically to address
their depression.
When interviewed in their homes by research assistants about their clinic experience, 13 (6.3%) of the
women indicated that they were asked specifically about
mental health symptoms and signs by the maternal care
providers. The commonest elicited symptom was that of
difficulty with sleep. Other less common symptoms
enquired about included sadness, suicidal behaviour and
“excessive thinking”. Two of the three patients with recorded evidence of detection of their depression claimed
Table 1 Socio-demographic profile of care recipients at the
PHC clinics
N = 218

n

%

Single /widowed

52

23.9

Married /Cohabiting

166

76.1

0

106

48.6

1 or more

112

51.4

Age
Mean (SD) = 25 (6.2) years
Years of education
Mean (SD) = 11 (2.8) years
Marital status

Parity

Occupation
Professionals and non-manual workers

12

5.5

Unemployed, manual workers, traders, and artisans

206

94.5

they were not asked about mental health symptoms
when interviewed 72 h later, but were nevertheless recorded in the clinical notes as being depressed. Of the
13 women asked about mental health symptoms at baseline, only one was asked about these symptoms again at
follow up.
Most of the women (96.1%) assessed the quality of
care provided in the clinics to be good and 98% reported
that they were satisfied with the care they had received
on their first clinic visit. Of the 205 respondents, 11
(5.4%) reported some difficulty in the physical accessibility of the PHC while 18 (8.8%) reported that the fees
charged for treatment and medications were unaffordable. Five of the women (2.4%) claimed that seeking
treatment at the PHC made them feel embarrassed or
ashamed.
Follow up care

At the 2 month post-recruitment assessment, only 164
of the recruited 218 perinatal women were available
and/or eligible for assessment. By this time, an additional 16 women (9.6%) reported having been asked
about mental health symptoms at subsequent visits to
the clinics (Table 2).
All 16 women claimed they were offered some counselling. At the end of the second month following recruitment, a total of 29 of the antenatal women had
either case record entry of a diagnosis of depression or
of a psychological distress or reported having been asked
about symptoms of depression or of psychological illness
broadly defined, and 28 of them had been offered some
form of counselling. The proportion of women who
claimed they were satisfied with the treatment they had
received at the 2 month assessment was 93.7%.
At the 3 month postnatal assessment, two more
women had been asked about mental health symptoms
by the PHCW. In total, at the end 6-month postpartum
follow-up, only 31 of the women available for assessment
could be said to have either been diagnosed with a psychological problem or indeed to have been asked questions specifically indicating that such a problem might
have been suspected by the PHCW. Of these 31, there
was suggestive evidence that 28 had been offered some
form of counselling.
Recovery from perinatal depression defined as EPDS
score of less than 6, had occurred in 88 of the 164
(53.7%) women assessed at 2 months post recruitment.
At 3 months postpartum, of the 173 women available for
assessment, 110 (63.6%) had recovered from perinatal
depression. At the 6 month assessment, 60% of the 155
women available for assessment had recovered from
depression.
Table 3 shows details of the obstetrics outcome of the
perinatal women at the end of the follow up period.
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Table 2 Care received for perinatal depression by women presenting at antenatal clinics
Screening

Baseline
(within 72 h of screening)

2 months post
recruitment

3 months
postpartum

6 months
postpartum

218

205

164

173

155

Detected or asked about mental health symptoms (n, %)

3 (1.4)

13 (6.3%)

16 (9.8)

2 (1.2)

Nil

Offered counseling (n, %)

2 (0.9)

Not applicable

16 (9.8)

Nil

Nil

Recovery from depression

Not applicable

Not applicable

88 (53.7)

110 (63.6)

93 (60.0)

Eligible/available for assessment

Almost a quarter of women delivered their babies in
their own homes. About 10% had either assisted delivery
or Caesarean section. Three births were twins and the
rest were singletons. Other than three reported still
births, immediate obstetric outcomes were generally
favourable.

Discussion
In this study we explored the process of care for women
with perinatal depression as well as the structural and
organisational features of PHC clinics that may have a
bearing on the provision of good quality care for perinatal women in Nigeria. We also documented the quality of care received by these women for this condition
starting from their antenatal period to 6 months
postpartum.
The facility managers in this study identified severe
shortage of frontline PHCWs in the clinics, irregular
payment of workers’ salaries and lack of regular
on-going in-service training for providers on how to respond to perinatal depression. It is generally agreed that
the most feasible way of scaling up care for perinatal
conditions is through the horizontal integration of mental health into primary and maternal health care. At the
heart of this is the task sharing approach that involves
Table 3 Obstetrics and Infant outcomes (N = 188)
Number

Percent

Clinic

121

64.4

Home

44

23.4

Mission Home

23

12.2

170

90.4

Place of delivery

Mode of delivery
Normal vertex
Assisted

6

3.2

Cesarean section

12

6.4

Singleton

185

98.4

Multiple birth

3

1.6

Nature of birth

Status of infant
Live

185

98.4

Stillbirth

3

1.6

non-specialist health workers, who may also be
non-physicians, delivering most of the care while specialists provide training, supervision and support as well
as care for the most severe cases. A fundamental assumption of this model is that the PHCWs are adequate
in number and are well remunerated and motivated to
provide service. Our finding corroborates an earlier report of a survey of PHC clinics in four states in Nigeria
where, in addition to understaffing across all states,
urban-rural disparities in the distribution of PHCWs
were found [30]. Integration of mental health into primary care presupposes a fully functional PHC system
with the full staff compliment. Severe shortage of health
manpower is a common feature of most countries in
Sub-Saharan Africa, and this makes it imperative for policy makers to institute strategies that are aimed at
attracting and retaining health professionals especially in
primary care which makes up the bulk of the health systems in these countries. In Nigeria, for example, the
PHC system makes up 85% of the health system [31]
and is the level of care used the most by the poor.
The results from the qualitative and quantitative aspects of this study show that organisational and facility
arrangement for chronic care generally and perinatal
depression, in particular, was inadequate. Among the
facility level factors that may hinder provision of quality
care for depression as identified by managers include
an absence of a clear-cut protocol for managing perinatal depression at the facilities, difficulties with scheduling follow up with the same providers, absence of
administrative support for training and of clinical support for the management of perinatal depression. These
conditions at the clinics fall short of the requirements
of the components of CCM for delivering good quality
service for perinatal depression. Components of the
CCM require evidence based guidelines incorporated
into daily practice, continued productive interactions
between informed clients who take active parts in their
own care and their care teams or providers, which is
ensured by an efficient follow up system with the same
provider [32].
Compared to the detection rates reported from previous
research in better resourced health systems, the detection
rate found in our study was very low. In the United Kingdom, a combined team of general practitioners, midwives
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and health visitors identified about half of the cases of
perinatal depression, although it took an average of 14
contacts with the clients to detect them [33]. Similarly primary care physicians in Chile were able to detect 48% of
cases of common mental disorders presenting in primary
care [34]. However, the detection rate found in the current
study compares well with detection rates of mental disorders or depression in primary care reported in other
LMICs, which range from 0 to 1.3% [35–37]. The low detection rates of depression among PHCWs in LMICs have
been attributed to low level of mental health knowledge
and skill among PHCWs, and the prioritization of physical
conditions over mental disorders when depressed patients
present with multiple somatic symptoms [35]. The low
capacity of the sampled facilities to provide quality chronic
care for depression and the low detection rates for depression by the PHCWs demonstrate important gaps in both
the organisational structures and manpower capacity of
the frontline facilities to respond to common perinatal
mental health conditions in a fully functional integrated
chronic care model.
However, beyond the low detection rate of perinatal
depression, our finding builds on previous evidence
which suggests that capacity to respond to common
perinatal mental disorders is virtually non-existent in
primary care setting in Nigeria [38], as it is in many
LMIC. Our sample consisted mainly of low income,
poorly educated women whose only contact with the
health care system may be the antenatal clinic. Taken
within the broader context of regional and within country inequalities in access to mental health care characteristic of LMIC [39], antenatal women suffering from
depression and their unborn children represent some of
the most vulnerable populations, and denying them
quality mental health care is an ethical concern. This is
worsened by the absence of mental health legislation in
many LMIC to protect the human rights of vulnerable
populations in terms of access to quality mental health
care [40]. Access to quality maternal care is not only an
important human right for the mothers, it is also inextricably woven into the rights of the child [13].
The vast majority of the patients claimed that the
place of care was accessible, care was affordable, and
seeking treatment did not make them feel ashamed. It
is reassuring that the clinics in our study continue to
deliver on the underlying philosophy of PHC design:
socially acceptable and universally accessible health
care to individuals and families [41]. This finding
strengthens the argument for the appropriateness of
primary care as the most fitting setting for maternal
mental health care.
Despite the objectively poor quality of service being
provided, the women using these facilities still rated
them high in regard to quality of care and personal
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satisfaction with level of service provided. This paradox is an important indicator of the existing inequity
in the system: persons who have never experienced
good quality service set their expectations low and
are happy to receive any service provided, oftentimes
happy that a favour is being extended to them by the
mere presence of any such service [42, 43]. Their inability to envisage a better service means they do not
ask for it and the system is thereby deprived of the
otherwise powerful motivation for improvement that
users’ demand may constitute, thereby setting up a vicious circle. One reason may reflect the observation
that depressed perinatal women may not be aware of
the medical nature of their problem, attributing the
symptoms to various social and supernatural causes
for which medical response might not be indicated
[19] or appropriate. It is also possible that the immediate obstetrics outcomes, which are generally satisfactory in this group of mothers may have informed
their overall assessment of quality. A recent report by
the Lancet Global Health Commission on Health
Quality [20] advocates for deliberate efforts at developing active, well informed service user population to
drive service quality.
There are limitations within which the results of this
study should be interpreted. Firstly, although the EPDS
has been validated for use in this environment, we did
not conduct a second stage assessment to confirm the
diagnosis. Secondly, facility and provider quality assessment employed a mixed method approach but service
users’ perception of quality was not as rigorous, with no
complementary exploratory interviews to shed more
light on user experience. It is possible that supplementing service users’ perception of quality with qualitative
methods could have yielded more information on the
subject.

Conclusion
This study found major gaps in the health system governance structures, facility arrangements and provider capacity to provide care for perinatal depression in primary
care setting. There is a need for policy makers to pay attention to policies and strategies for ensuring access to
quality perinatal depression care at the health system level,
redesign and reorganise service delivery for quality care at
the facility level and equip providers to deliver perinatal
depression care through pre-employment and in-service
manpower development. There is also a need to develop
active, well informed service-user groups to ensure
demand-side driven continuous quality improvement in
maternal mental health care. Access to quality perinatal
mental health care in LMIC is both an ethical and a developmental issue in the SDG era.

Ayinde et al. BMC Health Services Research 879(201):

Page 9 of 10

7.

Abbreviations
ACIC: Assessment of chronic illness care; CCM: Chronic care model;
CHEW: Community health extension worker; EPDS: Edinburgh postnatal
depression scale; LGA: Local government area; LMIC: Low- and middleincome countries; MCH: Maternal and child health; MDG: Millennium
development goals; PHC: Primary health care; PHCW: Primary health care
worker; SDG: Sustainable development goals

9.

Acknowledgements
The authors acknowledge the participation of the mothers in the study.

10.

Funding
Funding was provided by the International Development Research Centre.
(Grant number: 108040–001). The funding body played no role in the design
of the study and collection, analysis, and interpretation of data and in
writing the manuscript.
Availability of data and materials
The datasets used and/or analysed during the current study are available
from the corresponding author on reasonable request.
Authors’ contributions
OG designed the study, obtained funding, and supervised the preparation of
the paper. OOA prepared the first draft of the paper and conducted the final
revision following inputs from the other authors. BDO, JA, LK and KJ
reviewed the drafts and contributed to its finalisation. All authors read and
approved the manuscript before submission.
Ethics approval and consent to participate
The study was approved by the University of Ibadan/ University College
Hospital Ibadan Ethical Review Committee and was conducted in strict
compliance with the guidelines specified by the Committee. All participants
in the study gave written informed consent after the objectives of the study
had been explained to them.
Consent for publication
Not applicable.

8.

11.

12.

13.
14.
15.
16.
17.
18.
19.

20.

21.

Competing interests
The authors declare that they have no competing interests.
22.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in
published maps and institutional affiliations.
Author details
1
Department of Psychiatry, University College Hospital, Ibadan PMB 5116,
Nigeria. 2College of Global Public Health, New York University, New York,
USA.

23.
24.

25.

Received: 18 April 2018 Accepted: 14 November 2018
26.
References
1. World Health Organisation. The global burden of disease: 2004 update.
Geneva; 2008.
2. Gelaye B, Rondon M, Araya R, Williams MA. Epidemiology of maternal
depression, risk factors, and child outcomes in low-income and middleincome countries. Lancet Psychiatry. 2016;3:973–82.
3. Aderibigbe YA, Gureje O. The validity of the 28-item general health
questionnaire in a Nigerian antenatal clinic. Soc Psychiatry Psychiatr
Epidemiol. 1992;27:280–3.
4. Abiodun OA. Postnatal depression in primary care populations in Nigeria.
Gen Hosp Psychiatry. 2006;28:133–6.
5. Adewuya AO, Ola BA, Aloba OO, Dada AO, Fasoto OO. Prevalence and
correlates of depression in late pregnancy among Nigerian women. Depress
Anxiety. 2007;24:15–21.
6. Aderibigbe YA, Gureje O, Omigbodun O. Postnatal emotional disorders in
Nigerian women. A study of antecedents and associations. Br J Psychiatry.
1993;163:645–50.

27.

28.

29.

30.

31.

Uwakwe R, Okonkwo JEN. Affective (depressive) morbidity in puerperal
Nigerian women: validation of the Edinburgh postnatal depression scale.
Acta Psychiatr Scand. 2003;107:251–9.
Rahman A, Iqbal Z, Bunn J, Lovel H, Harrington R. Impact of maternal
depression on infant nutritional status and illness: a cohort study. Arch Gen
Psychiatry. 2004;61:946–52.
Patel V, Ramasundarahettige C, Vijayakumar L, Thakur J, Gajalakshmi V,
Gururaj G, et al. Suicide mortality in India: a nationally representative survey.
Lancet. 2012;379:2343–51.
Stein A, Pearson RM, Goodman SH, Rapa E, Rahman A, McCallum M, et al.
Effects of perinatal mental disorders on the fetus and child. Lancet. 2014;
384:1800–19.
Wachs TD, Black MM, Engle PL. Maternal depression: a global threat to
children’s health, development, and behavior and to human rights. Child
Dev Perspect. 2009;3:51–9.
Pearson RM, Evans J, Kounali D, Lewis G, Heron J, Ramchandani PG, et al.
Maternal depression during pregnancy and the postnatal period: risks and
possible mechanisms for offspring depression at age 18 years. JAMA
Psychiatry. 2013;70:1312.
van den Broek NR, Graham WJ. Quality of care for maternal and newborn
health: the neglected agenda. BJOG. 2009;116(Suppl 1):18–21.
Thaddeus S, Maine D. Too far to walk: maternal mortality in context. Soc Sci
Med. 1994;38:1091–110.
Graham WJ, Varghese B. Quality, quality, quality: gaps in the continuum of
care. Lancet. 2012;379:e5–6.
Thornicroft G. Stigma and discrimination limit access to mental health care.
Epidemiol Psichiatr Soc. 2008;17:14–9.
Gray AJ. Stigma in psychiatry. J R Soc Med. 2002;95:72–6.
Knaak S, Patten S, Ungar T. Mental illness stigma as a quality-of-care
problem. Lancet Psychiatry. 2015;2:863–4.
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;11:27.
Kruk ME, Gage AD, Arsenault C, Jordan K, Leslie HH, Roder-DeWan S, et al.
High-quality health systems in the sustainable development goals era: time
for a revolution. Lancet Glob Health. 2018;0. https://doi.org/10.1016/S2214109X(18)30386-3.
Institute of Medicine. Improving the Quality of Health Care for Mental and
Substance-Use Conditions: Quality Chasm Series. Washington (DC): National
Academies Press (US); 2006. http://www.ncbi.nlm.nih.gov/books/NBK19830/.
Accessed 14 Sept 2018
Kates N, Mach M. Chronic disease management for depression in primary
care: a summary of the current literature and implications for practice. Can J
Psychiatr. 2007;52:77–85.
Tylee A, Walters P. We need a chronic disease management model for
depression in primary care. Br J Gen Pract. 2007;57:348–50.
Wagner E, Glasgow R, Davis C, Bonomi A, Provost L, McCulloch D, et al.
Quality improvement in chronic illness care: a collaborative approach. Jt
Comm J Qual Improv. 2001;27:63–80.
Gureje O, Oladeji BD, Araya R, Montgomery AA. A cluster randomized
clinical trial of a stepped care intervention for depression in primary care
(STEPCARE)- study protocol. BMC Psychiatry. 2015;15:148.
Bonomi AE, Wagner EH, Glasgow RE, VonKorff M. Assessment of chronic
illness care (ACIC): a practical tool to measure quality improvement. Health
Serv Res. 2002;37:791–820.
Parchman ML, Zeber JE, Romero RR, Pugh JA. Risk of coronary artery
disease in type 2 diabetes and the delivery of care consistent with the
chronic care model in primary care settings: a STARNet study. Med
Care. 2007;45:1129–34.
Cox J, Holden J, Sagovsky R. Detection of postnatal depression.
Development of the 10-item Edinburgh postnatal depression scale. Br J
Psychiatry. 1987;150:782.
Adewuya AO, Ola BA, Dada AO, Fasoto OO. Validation of the Edinburgh
postnatal depression scale as a screening tool for depression in late
pregnancy among Nigerian women. J Psychosom Obstet Gynaecol. 2006;27:
267–72.
Bonilla-Chacin M, Okigbo A, Malife N, Sherburne-Benz L, Ruhl O. Improving
primary health care delivery in Nigeria: evidence from four states.
Washington, DC: World Bank; 2010.
Federal Ministry of Health, Nigeria. National Strategic Health Care
Development Plan 2010-2015. Abuja; 2010.

Ayinde et al. BMC Health Services Research 879(201):

32. The Chronic Care Model: Improving Chronic Illness Care. http://www.
improvingchroniccare.org/index.php?p=The_Chronic_Care_Model&s=2.
Accessed 4 Apr 2018.
33. Hearn G, Iliff A, Jones I, Kirby A, Ormiston P, Parr P, et al. Postnatal
depression in the community. Br J Gen Pract. 1998;48:1064–6.
34. Araya R, Lewis GH, Rojas G, Mann AH. “Patient knows best”—detection of
common mental disorders in Santiago, Chile: cross sectional study. BMJ.
2001;322:79–81.
35. Fekadu A, Medhin G, Selamu M, Giorgis TW, Lund C, Alem A, et al.
Recognition of depression by primary care clinicians in rural Ethiopia. BMC
Fam Pract. 2017;18:56.
36. Jenkins R, Kiima D, Njenga F, Okonji M, Kingora J, Kathuku D, et al.
Integration of mental health into primary care in Kenya. World Psychiatry.
2010;9:118–20.
37. Udedi M. The prevalence of depression among patients and its detection
by primary health care workers at Matawale health Centre (Zomba). Malawi
Med J. 2014;26:34–7.
38. Omigbodun OO. A cost-effective model for increasing access to mental
health Care at the Primary Care Level in Nigeria. J Ment Health Policy Econ.
2001;4:133–9.
39. Ngui EM, Khasakhala L, Ndetei D, Roberts LW. Mental disorders, health
inequalities and ethics: a global perspective. Int Rev Psychiatr. 2010;22:235–44.
40. World Health Organization. Mental health atlas 2011: WHO; 2011. http://
www.who.int/mental_health/evidence/atlas/profiles/en/. Accessed 21
Sept 2014
41. World Health Organization, UNICEF. Report of the International Conference
on Primary Health Care Alma-Ata, USSR, 6–12 September 1979. 1979.
42. Porter M, Macintyre S. What is, must be best: a research note on
conservative or deferential responses to antenatal care provision. Soc Sci
Med. 1984;19:1197–200.
43. Mendoza Aldana J, Piechulek H, Al-Sabir A. Client satisfaction and quality of
health care in rural Bangladesh. Bull World Health Organ. 2001;79:512–7.

Page 10 of 10

