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Abstract
Background: In South Africa, symptoms of common mental disorders (CMDs) such as depression and
anxiety are highly prevalent during the perinatal period and linked to experiences of domestic violence.
However, limited routine detection and treatment is available to pregnant women with these problems,
even though evidence suggests that screening and treating CMDs during pregnancy improves the health
and economic outcomes of mothers and their children, and has been suggested as a key approach to
improving the health of perinatal women and children. We investigated facilitators and barriers of service-
providers and service-users in detecting and treating pregnant women with symptoms of CMDs and
experiences of domestic violence.

Methods: This study was conducted in four midwife obstetric units (MOUs) in Cape Town, South Africa,
and in the NPOs providing community-based support in the communities surrounding the MOUs. Service-
provider perspectives were informed by qualitative interviews with 37 healthcare workers providing care
to pregnant women. Qualitative interviews with 38 pregnant women attending the same MOUs for their
�rst antenatal care visit provided service-user perspectives.

Results: Facilitators identi�ed included the availability of a mental health screening questionnaire and the
perceived importance of detection and treatment by both service-providers and -users. Barriers
contributing to the low detection rates included service-users concerns about the lack of con�dentiality
and feelings of shame related to experiences of domestic violence as well as service providers discomfort
in dealing with mental health issues, their limited time available and heavy patient load. In addition,
service-providers highlighted the lack of standardised referral pathways and the poor uptake of referrals
by women with symptoms of depression and anxiety, or experiences of domestic violence

Conclusions: While the system-level barriers need to be addressed at a policy level, the patient- and
provider-level barriers identi�ed indicate the need to strengthen health systems by training antenatal care
nurses to detect symptoms of CMDs and experiences of domestic violence in pregnant women,
developing standardised referral pathways and training lay healthcare workers to provide treatment for
mild symptoms of depression and anxiety.

Background
Common mental disorders (CMDs), such as depression and anxiety, are highly prevalent during the
perinatal period, with low- and middle-income countries (LMIC) carrying the greatest burden. It is
estimated that in LMIC, 18% of perinatal women experience depression [1] and 34% experience anxiety
[2]. In South Africa, the prevalence of depressive symptoms during pregnancy ranges between 27% and
39% [3-6], while symptoms of anxiety range between 15% and 23% [3,7]. Antenatal depression is
associated with adverse infant and child outcomes, such as preterm birth, low birth weight, infant
stunting and underweight children [8-10]. In LMIC, evidence suggests that screening and treating CMDs
during pregnancy improves the health and economic outcomes of mothers and their children [11,12], and



Page 3/20

has been suggested as a key approach to improving the health of perinatal women and children in South
Africa [13].

As a result of a growing awareness of the burden of disease and economic costs associated with mental
disorders, South Africa adopted the Mental Health Policy Framework (MHPF) and Strategic Plan 2013-
2020 [14] which aligns with the WHO Mental Health Action plan [15]. However, having a new policy
framework supporting the integration of mental health into primary healthcare [16] has not led to the
desired changes in service delivery, and the detection of symptoms of CMDs continue to be excluded
from routine care provided at public healthcare facilities in South Africa [17].

Little is known about the facilitators and barriers to detection, referral and treatment of pregnant women
with depression, anxiety and experiences of domestic violence in public sector healthcare facilities in
South Africa. The Health System Strengthening in sub-Saharan Africa (ASSET) study [18] has undertaken
to work with the Western Cape Department of Health (DoH) to develop and evaluate the impact of a
screening, referral and counselling intervention for pregnant women with CMDs and experiences of
domestic violence. As part of the development of the intervention, this study investigated the facilitators
and barriers to detecting and treating pregnant women with symptoms of CMDs and experiences of
domestic violence attending public sector healthcare facilities in Cape Town.

Methods

Setting
In South African primary healthcare (PHC) facilities, antenatal care is provided by nursing staff as well as
a number of lay healthcare workers, such as HIV counsellors and breastfeeding counsellors. The DoH
also funds non-pro�t organisations (NPOs), mandated to provide facility- and community-based support
to patients attending PHC facilities. NPOs employ teams of lay community healthcare workers (CHWs)
who are managed by a professional nurse, called an outreach team leader (OTL).

This qualitative study was conducted in four midwife obstetric units (MOUs) in Cape Town, South Africa,
and in the NPOs providing community-based support in the area surrounding the MOUs. MOUs were
purposively selected by sub-district DoH managers to represent the 4 sub-districts in the Cape Metro
health district. All MOUs are managed by the Western Cape DoH and offer free antenatal, birthing and
postnatal services to pregnant women. The MOUs are situated on the ‘Cape Flats’ [19] – a large, �at area
covered by sandy soil on the outskirts of the city of Cape Town. The area consists of Black townships
and Coloured (people of mixed ancestry [20]) ghettos where these communities were forcibly moved to as
a result of Apartheid laws in South Africa. These communities experience high levels of unemployment,
poverty [21], substance abuse [22], gang violence [23] and domestic violence [24].

Participants
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Healthcare workers providing care to pregnant women, working in four MOUs and for the NPOs providing
support to them, were purposively selected and recruited between August and December 2019. Managers
were asked to provide the names of key staff members involved in the care of pregnant women at each
MOU and the supporting NPOs. The following cadres of healthcare workers from each of the four MOUs
were invited to participate in semi-structured interviews: operational managers, antenatal care (ANC)
nurses, breastfeeding counsellors, HIV counsellors, health promotion o�cers, mental health nurses, social
workers, CHWs and OTLs. All except one health promotion o�cer agreed to participate in the study.

Data collection
During November 2019 and June 2020, a facility-based healthcare worker provided pregnant women
attending the four MOUs for their �rst antenatal visit with an ASSET study information sheet, available in
participants’ home language. They were asked to read the information sheet while waiting for their
routine assessments to be completed. After at least 30 minutes, a researcher approached the pregnant
women and invited them to participate in the study, and if they agreed, to complete a mental health
screening. Those who consented were screened for symptoms of CMDs using the Edinburgh Postnatal
Depression Scale (EPDS) [25] and a 3-question mental health screening questionnaire [26]. In addition,
participants were screened for experiences of domestic violence using a brief 3-question screening
questionnaire. The violence screening questionnaire used a 12-month recall period and asked about
experiences of verbal or emotional abuse (e.g., shouting or swearing, name calling, insulting, threats of
intimidation, ignoring or excluding, isolating, humiliating, blaming), physical abuse (e.g., beating, pushing,
kicking, biting, slapping) and sexual abuse (e.g., forced sexual intercourse or intercourse without your
consent). The EPDS, using a 7-day recall period, has been validated in South Africa with a cut-off ≥13
indicating a probable CMD [25,27,28]. The 3-question mental health screening questionnaire comprised
of three mood questions [26], derived from the Whooley scale [29], the Generalised Anxiety Scale (GAD-2)
[30], and the Edinburgh Postnatal Depression Scale (EPDS) [25]. The questionnaire, which uses a two-
week recall period, was validated against the EPDS and found to correctly classify 91% of women
screened using a cut-point of ≥2, making it highly sensitive (sensitivity=85.7) and speci�c
(speci�city=92.9) [26]. Pregnant woman who scored ≥13 on the EPDS, ≥2 on the 3-question mental
health screening questionnaire or ≥2 on the domestic violence screening questionnaire were invited to
participate in a semi-structured interview. Recruitment continued at all facilities until saturation was
reached.

English language, semi-structured interview guides were developed, and translated to Afrikaans and
IsiXhosa by bilingual experts. The interviews were administered by trained researchers in English,
Afrikaans and IsiXhosa, took between 30 and 60 minutes to complete, and were audio-recorded. All
interviews were conducted in a private space, with no others present, to ensure con�dentiality. Healthcare
workers were asked about their role and attitude to detecting, referring and treating pregnant women with
symptoms of depression or anxiety, and experiences of domestic violence (Supplementary File 1).
Pregnant women were asked about their understanding of depression, anxiety and experiences of
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domestic violence, and their perceived reasons for experiencing psychological distress (Supplementary
File 2). All participants were asked about their thoughts on the acceptability and feasibility of a routine
screening and counselling service for pregnant women.

Data analysis
The semi-structured interviews that were conducted in English were transcribed verbatim, while interviews
conducted in Afrikaans or IsiXhosa were translated into English and transcribed by bilingual speakers. A
framework analysis approach [31] was used to analyse the transcripts. The development of initial codes
was guided to a certain degree by the semi-structured interview topics.  Further themes not captured by
the initial coding were identi�ed through extensive reading of the transcripts and coding passages
interpreted as important. Transcripts and data were managed using NVivo 12 Pro qualitative data
analysis software (QSR International Pty Ltd) [32].

Ten percent of the healthcare workers transcripts were randomly selected for analysis by three
researchers, and the inter-rater reliability assessed (agreement=78.4%; Gwet’s agreement coe�cient (AC)
[33,34] =0.7329). Coding disagreements were discussed and resolved. Thereafter, each of the three
researchers analysed a third of the remaining transcripts.

Similarly, 10% of the pregnant women’s transcripts were randomly selected for analysis by two
researchers, and the inter-rater reliability assessed (agreement=87.3%; Gwet’s AC=0.8547). Coding
disagreements were discussed and resolved.  Thereafter, each researcher analysed half the remaining
transcripts.

Results
Semi-structured interviews were conducted with 37 healthcare workers who provided care to pregnant
women or managed staff who provided the care (Table 1). The majority of healthcare workers were
female (91.9%), older than 35 years (75.7%), employed by an NPO (56.8%) and worked in a healthcare
facility (67.5%).

Table 1: Demographic characteristics of Healthcare workers (n=37)
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Characteristics Healthcare workers

n (%)

Gender  

Female 34 (91.9)

Male 3 (8.1)

Age  

Under 25 years 2 (5.4)

26-35 years 7 (19.0)

36-50 years 15 (40.5)

Over 50 years 13 (35.1)

Race  

White 3 (8.1)

Coloured* 28 (75.7)

Black 6 (16.2)

Healthcare Worker Role  

Manager 13 (35.1)

Professional healthcare worker 10 (27.0)

Lay healthcare worker 14 (37.9)

Employer  

Department of Health 16 (43.2)

Non-pro�t Organisation (NPO) 21 (56.8)

Employment environment  

Facility-based 25 (67.5)

Community-based 12 (32.5)

* Individuals of mixed ancestry [20]

One hundred and �fty-six pregnant women were screened for symptoms of CMDs and experiences of
domestic violence. Thirty-eight women (24%) screened positive and were invited to participate in a semi-
structured interview (Table 2). The majority of women interviewed were 26 years or older (55.2%) and
were unemployed (44.7%). Almost all the women interviewed scored ≥2 on the mental health screening
questionnaire (94.7%), while 29% (n=11) scored ≥2 on the domestic violence screening questionnaire.
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Table 2: Demographic and clinical characteristics of pregnant women (n=38)

Characteristics Pregnant Women

n (%)

Age  

               15-18 Years 6 (15.8)

19-25 years 11 (29.0)

26-35 years 17 (44.7)

36-40 years 4 (10.5)

Race  

Coloured* 26 (68.4)

Black 12 (31.6)

Employment status  

Employed 12 (31.6)

Unemployed 17 (44.7)

Student 9 (23.7)

Gestation  

First trimester 15 (39.5)

Second trimester 19 (50.0)

Third trimester 4 (11.5)

Previous pregnancies  

None 10 (26.3)

1-3 pregnancies 21 (55.3)

>3 pregnancies 5 (18.4)

Scored ≥13 on EPDS** 24 (63.2)

Scored ≥2 on the mental health screening questionnaire 36 (94.7)

Scored ≥2 on domestic violence screening questionnaire 11 (29.0)

*Individuals of mixed ancestry [20]

**Edinburgh Postnatal Depression Scale
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The facilitators and barriers identi�ed by healthcare workers and pregnant women have been organised
into three categories: system-level, provider-level and patient-level (Table 3). The facilitators and barriers
will be presented under two main headings representative of the stages along the care pathway: (1)
detection of CMDs and experiences of domestic violence, and (2) referral and treatment of CMDs and
experiences of domestic violence.

Table 3: System-, provider- and patient-level facilitators and barriers to detection, referral and treatment
for common mental disorders (CMDs) and experiences of domestic violence

  Facilitators Barriers

Detection of CMDs and experiences of domestic violence    

      Availability of a mental health screening questionnaire System-level  

      Aspects of the mental health screening questionnaire   System-level

      Lack of a domestic violence screening questionnaire   System-level

      Perceived importance of detection Provider-
level

Patient-level

 

      Perceived lack of con�dentiality   Patient-level

      Heavy workload   Provider-
level

      Discomfort with mental health issues   Provider-
level

Referral and treatment of CMDs and experiences of domestic
violence

   

      Lack of availability of referral pathways   System-level

      Poor awareness of referral pathways   Provider-
level

Patient-level

      Perceived importance of counselling Provider-
level

Patient-level

 

      Cultural beliefs and stigma   Patient-level

 

Detection of CMDs and experiences of domestic violence
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Tools for detection
Varying rates of antenatal mental health and domestic violence screening were reported across the four
facilities. The Perinatal Mental Health Project (PMHP) [35] supported one of the facilities by providing an
on-site screening and counselling service to all pregnant women attending the MOU for their �rst
antenatal visit. As part of the service, a health promotion o�cer screened all pregnant women at their �rst
antenatal visit for symptoms of CMDs and the risks thereof. Women who screened positive were referred
to the on-site counsellor. The PMHP reported detecting many women with symptoms of depression and
anxiety - “I guess six out of ten [screen positive for depression], ….. and three or four out of ten [screen
positive for anxiety]” (Health Promotion O�cer), while the other facilities detected fewer women - “I see
two or three on a weekly basis” (Health Promotion O�cer), and “It’s now and then. It’s very rare…” (ANC
Nurse). During the data collection period, an updated version of the Maternity Case Record (MCR) [36] -
the national stationery used to record all aspects of the pregnancy - was released. The updated MCR
contained a mental health screening questionnaire [26] (the same 3-question mental health screening
questionnaire used in this study to detect women with symptoms of CMDs), to be administered by ANC
nurses at the patients’ �rst clinic visit.

Detecting women with experiences of domestic violence was less common in all facilities. Healthcare
workers reported that they did not speci�cally enquire about domestic violence. Experiences of domestic
violence were only detected when a physical examination revealed signs of physical abuse, or when the
woman voluntarily disclosed the information. One ANC nurse reported detecting women who were
abused “twice or thrice a month”, while an MOU manager reported that detecting women who were
abused was “not often, but we do”. A health promotion o�cer admitted that if she speci�cally enquired
about domestic violence, she would detect many women as “domestic violence is so high here in this
area”, and that “they [pregnant women] would be more vulnerable”.

Perceived importance of detection
All, except for one of the facility-based healthcare workers interviewed, felt that it was important to screen
pregnant women for symptoms of depression and anxiety, and experiences of domestic violence.  One
mental health nurse made the link between symptoms of CMDs that was left untreated and the
consequences to the mother and child by saying: “I think it's very important that these things needs to be
picked up because it can only get worse when the baby is born, for both of them. You know, for the baby
and for the mother's...mom's sake”. Many healthcare workers felt that screening for CMDs should occur at
all antenatal and postnatal clinic visits. One ANC nurse mentioned that CMDs could occur at any point
during the perinatal period, not just when women attended the MOU for the �rst time as symptoms of
depression and anxiety “can start any time during pregnancy. It can even be later in pregnancy.”

Perceived lack of con�dentiality
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While the majority of pregnant women reported that they would be happy to  disclose their feelings of
depression and anxiety, or experiences of domestic violence, a few women expressed their concerns
regarding con�dentiality. One pregnant woman was especially concerned about whether such sensitive
information would remain con�dential by saying:  “… especially in a community where everyone knows
everyone, I do not trust them [nurses]”. Some healthcare workers also expressed doubts about whether
the pregnant women would disclose their feelings by saying: “… remember people put up a nice face hey,
they don’t want people to know how they feeling” (Breastfeeding Counsellor).

In the context of the four facilities, many women were �nancially dependent on their partners, and were
concerned about disclosing their experiences of physical abuse. A breastfeeding counsellor explained
why women who were abused rarely spoke about their experiences by saying: “Some of them are
ashamed that they're actually having to tell you this, where other people is not experiencing it, but they are
experiencing it. Now they're ashamed”. One pregnant woman referred to the possible consequences of
disclosing her abuse by saying “… so we have to think twice before you do something that you are going
to regret”.

Heavy workload
All ANC nurses were concerned about the amount of time it took to assess patients’ mental health as their
heavy workload and large patient numbers allowed them limited time with each patient. One ANC nurse
highlighted her heavy workload in relation to her role as a midwife by saying: “I can't [screen all patients]
because now it's gonna take me a long time. Cause the thing is, I'm busy with a patient, … then you worry,
I need to see the next patient.…. so I won't be giving much time to her. I will only just be very...just so, just
on the top”. In addition, ANC nurses reported feeling concerned that they would not be able to provide a
comprehensive consultation if they had the added responsibility of asking women about their mental
health. One ANC nurse chose to wait for patients to mention that they were feeling distressed, instead of
administering the screening questions to all patients - “… it’s a full clinic now, you already stressing, you
want to �nish that patient. … if she’s not gonna ask you or tell you about, tells you about her problem then
you oversee that - you overlook that, because she looks happy, she’s not looking stressful. Then you, then
you just will leave it…” Many of the ANC nurses were also concerned about the amount of time it took to
contain a patient who felt distressed as a result of administering the mental health screening
questionnaire. One ANC nurse re�ected on her experiences by saying: “sometimes they will start opening
up and then it's a problem.  You open a can of worms. Cause those questions are thought-provoking.…if
they're gonna start crying...they'll start crying obviously because they'll start thinking sister, that and
that...And then for me it sounds rude to just okay, I'm gonna send you to ….”

Discomfort with mental health issues
Many ANC nurses felt uncomfortable discussing mental health issues with patients. They thought of
themselves as clinicians who were primarily responsible for the physical well-being of the pregnant
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woman and her foetus, and that they were not trained to adequately address mental health issues. One
ANC nurse described the discomfort she experienced when discussing issues related to mental health by
saying: “I can talk and everything but there's a point where right, I'm not trained for this … I don't want to
take in so much because it also takes so much out from you”. Other healthcare workers were concerned
that they were not trained to manage women who screened positive – “if you probe and you ask those
three questions [the mental health screening questionnaire], what do you do if the answer is yes?” (ANC
Nurse).

Referral and treatment of CMDs and experiences of
domestic violence

Lack of availability of referral pathways
Referral pathways varied across the four facilities and depended on the issue requiring referral. Patients
with symptoms of depression or anxiety were referred to the mental health nurse, a social worker, a
registered psychologist (if available) or to the district hospital, while those who felt suicidal were referred
to the mental health nurse, a medical o�cer, the trauma unit or to a registered psychologist. Women who
reported experiencing domestic violence were most often referred to the social worker, if one was
available. However, specialists such as social workers, mental health nurses and registered psychologists
carried a heavy workload and could often only see women who were referred a few weeks later. While
some healthcare workers were aware of the referral pathway in their facility, many were not. One lay
healthcare worker voiced her uncertainty by saying: “I do not even sometimes know where to refer the
mothers to” (HIV Counsellor). The majority of pregnant women were also unaware of how to access
mental health care, or whether it was available at the healthcare facilities. A pregnant woman expressed
her frustration by saying: “I don’t know how I can get help and where…”.

Perceived importance of counselling
Both healthcare workers and pregnant women thought that providing a counselling service was
important. One facility-based healthcare worker expressed her thoughts on the importance of counselling
by saying: “… many women who are untreated, or undiagnosed or not caught in the system do end up
later on in life here at psychiatry or even with worse symptoms and now it is not only affected themselves
but now also the baby after its being born” (Mental Health Nurse). One pregnant woman explained why
counselling was important by saying: “I think it would be good, yes, because talking about it makes you
feel much better and for me talking to a stranger is much better than talking to people that knows you”.

Cultural beliefs and stigma
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While the importance of providing a counselling service was highlighted, healthcare workers also pointed
out that many women who were referred for mental health counselling, declined the offer when they were
told to see a mental health nurse, registered psychologist or social worker. Healthcare workers conveyed
some of the reasons women had given them for declining the offer of counselling. One ANC nurse
explained that mental health issues were stigmatised in the community and that patients were concerned
that they would be branded as “…mad if you go for counselling”. A lay healthcare worker explained that
the community was very small, and that patients were concerned that “… they [community members] look
at others and they point �ngers” (CHW). One healthcare worker highlighted the role that cultural beliefs
played, by explaining that in some Black and Coloured cultures, counselling was not acceptable. When
these women were referred for counselling, they declined saying: “… [they] must just be okay” (ANC
Nurse).

Healthcare workers blamed the normalisation of psychological and physical abuse in the community for
the poor uptake of referrals by women who were abused, whereas pregnant women attributed their
�nancial dependence on their partner or husband, as the reason for declining a referral. Healthcare
workers thought that women who were abused believed that the abuse was “… how he is showing his
love” (Breastfeeding Counsellor), or that he “did not mean to hurt them” (ANC Nurse), or that the women
“deserve it” (Breastfeeding Counsellor). One pregnant woman referred to the normalisation of domestic
violence in her community by saying: “… it [the abuse] is not a big thing for them [family and friends],
because it happens a lot”. Many pregnant women who were abused felt that a referral for mental health
counselling would not help them as it would not be able to change their dependence on their abusive
partners. One pregnant woman explained that she had accepted her abusive relationship by saying:
“Everyone mos [anyway] has their own problems …”. Another pregnant woman explained that counselling
could not change her situation as “I am not working. He is the breadwinner; I must be submissive”.

Discussion
This paper utilizes qualitative semi-structured interviews with healthcare workers and pregnant women, to
identify the facilitators and barriers to mental health care for pregnant women attending four MOUs in
Cape Town. We found that while healthcare workers and pregnant women acknowledged the importance
of detecting women with symptoms of depression and anxiety, or experiences of domestic violence,
detection rates were low. Barriers contributing to the low detection rates included patients’ concerns about
the lack of con�dentiality and feelings of shame related to experiences of domestic violence; and
healthcare workers discomfort in dealing with mental health issues, their limited time available and heavy
patient load. Interviews with healthcare workers highlighted the lack of standardised referral pathways
and the poor uptake of referrals by women with symptoms of depression and anxiety, or experiences of
domestic violence.  

Several studies have reported the high prevalence of symptoms of CMDs [6,37-39] and experiences of
domestic violence [24,38,40] in perinatal women attending public healthcare facilities in South Africa. We
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found that 63% of the women screened had symptoms of a CMD and 29% had experienced domestic
violence. Yet our study found that few women were detected by healthcare workers and linked to care.

Several system-, provider- and patient-level facilitators and barriers were identi�ed. The availability of a
mental health screening questionnaire, included in the updated MCR [36] released during the data
collection period, was identi�ed as a system-level facilitator, as it enabled nurses to screen pregnant
women for CMDs as part of their routine consultations. However, several system-level barriers linked to
the MCR were also identi�ed: the mental health screening questionnaire contains a caveat, indicating that
the screening should only be conducted if “resources are available for referral, e.g. mental health nurse,
social worker, NGO, medical o�cer, counsellor, psychiatrists or other services”; the MCR only allows for
the mental health screening questionnaire to be completed at the �rst consultation with the patient; and
no questions are available to detect experiences of domestic violence [36]. As depression and anxiety
may develop [24] and remit [37] at any point during the perinatal period, only administering the screening
questionnaire at the �rst clinic visit, would result in missed opportunities for care for women who develop
symptoms of depression or anxiety later in their pregnancy, or after they have given birth. While the MCR
provides a list of counselling topics, including one for domestic violence, the lack of a screening
questionnaire for detecting domestic violence could be responsible for the poor detection rates found in
communities where domestic violence is prevalent [24,41], as studies suggest that routine screening for
domestic violence in primary healthcare settings improves detection [42,43]. The �nal system-level barrier
contributing to the low detection and referral rate, was the lack of standardised referral pathways. We
found that both healthcare workers and pregnant women were unclear about how and where to access
care. As the mental health screening questionnaire was only to be conducted when resources were
available, healthcare workers who were unaware of resources available in the facility, were free to opt out
of providing the screening service to perinatal women.

Provider-level facilitators included the perceived importance of detecting pregnant women with CMDs and
experiences of domestic violence, and the treatment of women who screened positive. In this study,
healthcare workers acknowledged the importance of providing a screening, referral and counselling
service. However, several provider-level barriers were identi�ed. ANC nurses who were tasked with
conducting the screening felt that they were not the right cadre of staff to provide the service. ANC nurses
cited their large patient load, the additional time needed to screen patients, their lack of awareness of the
referral pathway, and their discomfort with mental health issues as the primary reasons for their
reluctance. Studies investigating the challenges to providing quality healthcare in South Africa have
highlighted the shortage of healthcare workers, especially at the nursing level in urban areas [44]. As it is
unconstitutional to deny anyone access to basic healthcare in public healthcare facilities in South Africa
[45], these facilities are often overcrowded with inadequate staff and resources available to provide
quality care to all [44]. However, this situation is not unique to South Africa. In Zimbabwe, provider-level
barriers to screening perinatal women attending primary healthcare facilities for depression included
nurses’ lack of time and inadequate training, and lack of privacy making patients less likely to disclose
psychological distress [46]. While the lack of privacy was not identi�ed as a barrier in the facilities
included in this study, it is a challenge in other PHC facilities in South Africa [47]. Similar �ndings were
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reported in a review of studies exploring healthcare workers perceived barriers to screening, referral and
management of mental health issues in perinatal women [48], and in reviews of barriers to IPV screening
as perceived by healthcare providers  [49-51]. Studies highlighted time constraints, lack of knowledge and
training, and insu�cient awareness of referral pathways as key provider-level barriers to screening.

Patient-level facilitators included the pregnant women’s perceived importance of screening and
counselling, while the patient-level barriers included concerns regarding con�dentiality when disclosing
sensitive information. Service-providers cited cultural beliefs and stigma amongst pregnant women as a
barrier. However, none of the pregnant women reported that cultural beliefs in�uenced their uptake of
referrals, even though many alluded to the role of stigma. High levels of mental health stigma have been
reported in South Africa. In a qualitative study exploring the experiences of mental health stigma among
healthcare providers and users in the North West province of South Africa [52], the authors reported that
users were exposed to stigmatising attitudes of family members, neighbours, friends, church members
and the general community. Similarly, a study in Massachusetts USA reported that perinatal women were
reluctant to disclose their mental health issues due to stigma and the fear of being judged as an un�t
parent, resulting in missed appointments and poor uptake of services [49].

Our study has strengths and limitations. We have both the perceptions of service providers and service
users from the same clinics. However, our service users were interviewed when attending the clinic for
their �rst antenatal appointment, making it di�cult to link their perceptions of care with the speci�c
healthcare providers we interviewed. Our study may be limited by social desirability bias, especially
regarding the pregnant women’s responses to questions on domestic violence, and service providers’
responses to their role in providing care. 

Several strategies can be used to mitigate the challenges we have identi�ed and strengthen the health
system. ANC nurses require training on administering the mental health screening questionnaire to
decrease their feelings of discomfort with mental health issues. As nurses’ time with patients is limited,
the mental health screening questionnaire could be administered in a patient centred manner [53]. ANC
nurses could be trained to routinely enquire about their patients’ feelings and anxieties while examining
them, instead of completing the questionnaire as a ticking exercise while completing the required
documentation linked to the consultation. Standardised referral pathways and processes, speci�c to each
facility, need to be developed and disseminated widely to ensure that both healthcare workers and
patients are aware of the services available and how to access them. To lessen the burden of specialised
mental healthcare providers such as social workers and mental health nurses, a cadre of lay healthcare
workers could be identi�ed and trained to provide basic evidence-based problem-solving counselling [54]
to women with mild symptoms of depression or anxiety. The limitations of the MCR will need to be
addressed at a policy level to encourage healthcare providers to detect symptoms of depression, anxiety
and experiences of domestic violence in all pregnant women, at all clinic visits. Intervention studies
aimed at strengthening the healthcare system with regards to detection, referral and treatment at MOUs in
South Africa are needed.
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Conclusion
Facilitators identi�ed by healthcare workers and pregnant women included the importance of detecting
women with symptoms of CMDs and experiences of domestic violence and the availability of a mental
health screening questionnaire, yet detection rates at the MOUs were low. Several barriers were identi�ed -
at the system-level, these related to aspects of the mental health screening questionnaire, and the lack of
a screening questionnaire to identify experiences of domestic violence. Provider-level barriers included
healthcare workers discomfort in dealing with mental health issues, their limited time available, heavy
patient load and lack of awareness of available referral pathways. Patient-level barriers included patients’
concerns about the lack of con�dentiality, and feelings of shame related to experiences of domestic
violence. While the system-level barriers need to be addressed at a policy level, the patient- and provider-
level barriers will be used by the ASSET study to inform the development of a health systems
strengthening intervention, to be piloted in MOUs and basic antenatal care clinics in Cape Town.
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