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Abstract

South African women experience some of the highest rates of depression and anxiety globally. Despite 

South Africa’s laudable human rights commitments to mental health in law, perinatal women are at high 

risk of common mental disorders due to socioeconomic factors, and they may lack access to mental health 

services. We used a right to mental health framework, paired with qualitative methods, to investigate 

barriers to accessing perinatal mental health care. Based on in-depth interviews with 14 key informants in 

South Africa, we found that (1) physical health was prioritized over mental health at the clinic level; (2) there 

were insufficient numbers of antenatal and mental health providers to ensure minimum essential levels of 

perinatal mental health services; (3) the implementation of human rights-based mental health policy has 

been inadequate; (4) the social determinants were absent from the clinic-level approach to mental health; 

and (5) a lack of context-specific provider training and support has undermined the quality of mental 

health promotion and care. We offer recommendations to address these barriers and improve approaches 

to perinatal mental health screening and care, guided by the following elements of the right to mental 

health: progressive realization; availability and accessibility; and acceptability and quality.
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The Sustainable Development Goals (SDGs), 
adopted by the United Nations General Assembly 
in 2015, included the promotion of mental health 
on the global development agenda for the first 
time, signaling the rise of mental health as a policy 
priority for the global community.1 Mental health 
remains a significant human rights concern that 
negatively affects a large number of women glob-
ally. Depression, for example, is a leading cause of 
disability worldwide; approximately 264 million 
people live with depression, and more women than 
men are affected.2 

 Common perinatal mental disorders, in-
cluding depression and anxiety, during and after 
pregnancy affect an estimated 10%–13% of women in 
high-income countries and 15.6%–19.8% of women 
in low- and middle-income countries.3 Prevalence 
estimates vary greatly across contexts, in part be-
cause they depend on how researchers define the 
perinatal period and whether they use screening 
or diagnostic data to estimate prevalence.4 Mental 
illness, especially in perinatal women, affects wom-
en’s capacity to work, interact with family, fulfill 
social and community roles, and achieve overall 
well-being, with detrimental effects for women and 
their families.5 Poor mental health in pregnancy, if 
untreated, also undermines the health of infants, 
in part through higher risk of prematurity and low 
birth weight; and, exposure to maternal depression 
in utero can have lasting negative effects on the 
developing brain.6 Postpartum depression has been 
linked to poorer emotional regulation in children 
through less responsive and attuned relationships 
between mother and child.7 There is less attention 
in the literature to the impacts of maternal anxiety 
on the child, but research suggests that maternal 
depression, anxiety, and stress during pregnancy 
have potential long-term impacts on the baby and 
mother.8

Effectively addressing mental health requires 
a multisectoral approach that includes attention 
to the social determinants and lived experience of 
mental health. In his 2019 report, Danius Pūras, 
United Nations Special Rapporteur on the right 
of everyone to the highest attainable standard of 
physical and mental health (right to health), high-

lights the critical role of the social determinants 
of mental health—especially relationships and 
social connection—to realizing the right to mental 
health.9 In addition, the World Health Organization 
launched QualityRights training and guidance in 
2019, which promotes the active engagement of and 
support for civil society to build capacity among all 
stakeholders to improve mental health systems and 
services.10 Both the Special Rapporteur’s report and 
the QualityRights initiative emphasize that trans-
forming mental health requires person-centered, 
human rights-based approaches within and outside 
the health care sector. For many people, quality 
mental health care is not available or accessible; 
and mental disorders, when left untreated, can have 
significant consequences for one’s quality of life, 
physical health, and even risk of suicide. 

South Africa is a highly relevant context for 
an investigation of perinatal mental health and 
human rights because South African women expe-
rience some of the world’s highest rates of common 
perinatal mental disorders. Relative to women in 
high-income countries, they are almost three times 
as likely to experience mood and anxiety disorders 
during the perinatal period. The prevalence of 
women living with or at high risk of depression 
in South Africa is an estimated 21%–39%, and the 
prevalence of postnatal depression is an estimated 
16%–32%.11 And, according to one recent study, the 
prevalence of anxiety disorders among South Afri-
can pregnant women is 23%.12 Complex biological 
and social determinants position South African 
women uniquely for risks of adverse mental health 
during the perinatal period. The post-apartheid 
socioeconomic and cultural context, combined 
with 30% HIV prevalence in pregnant women, 
high prevalence of food insecurity, and an increas-
ing non-communicable disease burden, increase 
the risk of poor mental health.13 Importantly, the 
prevalence of intimate partner violence during 
pregnancy ranges from 15% to 38%. Research in 
South Africa shows an association between such 
violence and an increased risk of antenatal anxiety 
and depression; and an increase in the severity of 
intimate partner violence is associated with in-
creased depression symptom severity for pregnant 
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and postpartum women.14 These and other risk 
factors combine to substantially increase the risk of 
perinatal mental illness—especially in the absence 
of rights-based, holistic mental health promotion 
and access to mental health services. 

The traditional, still dominant, model for 
understanding mental disorders is biomedical in 
orientation, viewing mental disorders as diseases of 
the brain and rooted in biology, which largely ig-
nores the underlying social determinants of mental 
health.15 There is growing evidence, however, to ex-
plain the ways in which social determinants shape 
mental health and how action to promote popula-
tion mental health, using a rights-based approach 
at all stages of the life course, could significantly 
improve physical and mental health.16 Audrey 
Chapman stresses the need for more attention to 
the social determinants of health when focusing on 
the right to health:

If the human rights community wants to improve 
the health status and health outcomes throughout 
the society, as well as to protect the interests of 
vulnerable and disadvantaged groups, it will 
need to pay more attention to differences in 
social, economic, and political status and their 
underlying causes and mechanisms.17 

South Africa has embraced a human rights ap-
proach to mental health in law and established a 
mental health policy framework, yet struggles to 
build a “culture of human rights.”18 Antenatal care 
attendance in South Africa is high, serving as an en-
try point to connect women to an array of supports 
within and outside the health sector, with a focus 
on comprehensively addressing mental health and 
well-being.19 The National Department of Health 
periodically issues a manual that provides guid-
ance on maternity care in South Africa; the most 
recent version provides for routine postnatal care, 
including postnatal visits at 3–6 days and 6 weeks 
postpartum to assess women’s mood and general 
well-being.20 Despite these advances, a complex 
set of mental health determinants persists, con-
tributing to perinatal mental illness among South 
African women. To address perinatal mental health 

as a health and human rights concern, we identify 
the core obligations of the South African govern-
ment concerning the right to mental health, with 
a focus on the perinatal period (Table 1). Guided 
by these core obligations, we then present findings 
concerning the obstacles to accessing perinatal 
mental health care based on in-depth interviews 
with 14 key informants with expertise in perinatal 
mental health in South Africa. To address the ob-
stacles identified, we recommend a shift toward a 
more holistic, human rights-based approach that 
would better realize the right to mental health for 
perinatal women in South Africa. To that end, we 
present brief recommendations, communicated by 
key informants, to advance this shift (Table 2). 

The right to mental health in South Africa

In 2015, South Africa ratified the Internation-
al Covenant on Economic, Social and Cultural 
Rights, which enshrines the right to the highest 
attainable standard of physical and mental health. 
The covenant recognizes that in many countries it 
is not possible to fully realize the right to health for 
all immediately. Consequently, it provides for state 
parties to take steps, to the maximum of available 
resources, to progressively realize the right to health 
over time.21 In 2000, the Committee on Economic, 
Social and Cultural Rights, responsible for moni-
toring implementation of the ICESCR, published 
General Comment 14 to elaborate the normative 
content of the right to health, thus guiding states 
on the implementation of their treaty obligations 
concerning the right to health.22 General Comment 
14 states that the right to health is an inclusive right 
to timely and appropriate health care and the un-
derlying determinants of health.23 It also specifies 
that “progressive realization” means that “States 
have a specific and continuing obligation to move 
as expeditiously and effectively as possible towards 
the full realization of article 12,” and that each state 
must take “deliberate, concrete and targeted” steps 
to the maximum of available resources.24 Further, 
the general comment provides that health care 
and the underlying determinants of health must 
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be available, accessible, acceptable, and of good 
quality.25 Along with progressive realization and 
maximum available resources, these traits—com-
monly known as AAAQ—are the key elements of 
the right to health. Table 1 describes these elements.

South Africa’s 1996 Constitution includes pro-
visions on the right to health care services, which 
reflect the international right to health. Article 
27(1) states, “Everyone has the right to have access 
to health care services,” and article 27(2) provides, 
“The state must take reasonable legislative and 
other measures, within its available resources, 
to achieve the progressive realisation of each of 
these rights.”26 Additionally, South Africa adopted 
the Mental Health Care Act in 2002, which has a 
patient-centered and human rights orientation.27 
This law requires that any person needing mental 
health care services receive appropriate treatment 
or receive a referral to a health establishment that 
provides the appropriate mental health care.28 Fur-
thermore, South Africa’s National Mental Health 
Policy Framework and Strategic Plan 2013–2020 
promises, “The human rights of people living with 
mental illness will be promoted and protected 
through the active implementation of the Mental 
Health Care Act (2002).”29 Full implementation of 

the plan was to be realized by 2020; however, deliv-
ering on this promise in practice has been hindered 
for many reasons, particularly a lack of funding.30

Integration of mental health into primary 
health care and antenatal care in South 
Africa 

The prioritization of mental health globally has 
included the integration of mental health into pri-
mary health care and community-based settings, 
as outlined in the World Health Organization’s 
Comprehensive Mental Health Plan 2013–2020.31 
Due to limited resources dedicated to mental 
health, South Africa largely relies on task-shifting 
(or task-sharing), whereby nonspecialist providers 
address mental health in primary care settings.32 
While task-shifting benefits include the reduction 
of stigma and disparities and more routine access to 
mental health services, a multicountry study high-
lighted the need for more mental health training 
for nonspecialist providers, in addition to resourc-
es, to mitigate the risks of overburdening nurses 
and other health professionals.33 Another study 
conducted in 40 rural and urban maternal-child 
health clinics across four districts in South Africa 

Progressive realization and 
maximum available resources

Progressive realization means that states must take deliberate, concrete, and targeted action, to the maximum of 
available resources, with a view to achieving the right to mental health.

Maximum available resources means that states must prioritize revenue raising  and the allocation of necessary 
resources toward fully realizing the right to mental health.

Availability and accessibility Availability means that states must ensure the existence of sufficient health care services and the underlying 
determinants essential to mental health promotion. Health care must include integrated and coordinated 
services for promotion, prevention, treatment, rehabilitation, care, and recovery. That includes mental health 
services integrated into primary and general health care, which support early identification and intervention 
and are designed to support a diverse community.

Accessibility means that states must ensure that mental health services and the underlying determinants of 
mental health are accessible to all, with particular attention to nondiscrimination, economic accessibility 
(affordability), geographic accessibility, and physical accessibility. Accurate information on mental health must 
be made accessible to the public.

Acceptability and quality Acceptability means that states must ensure that mental health services and the underlying determinants of 
mental health are acceptable to affected individuals and communities (including by being sensitive to cultural, 
gender, and life-cycle requirements) and designed to empower individuals to make informed decisions about 
their health and well-being. 

Quality means that states must ensure that goods and services provided to realize the right to mental health are 
of good quality. This requires the use of evidence-based practices to support prevention, promotion, treatment, 
and recovery. Effective collaboration between service providers and people using the services, as well as 
families and partners, ensure enhanced quality of care.

Table 1. Elements of the right to mental health
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similarly revealed that a lack of provider training 
for mental health undermined the integration of 
mental health into primary care.34 Long-term and 
locally delivered mental health training in South 
African primary care settings has shown prom-
ise to improve the quality of care in practice, but 
shorter-term training remains more typical, de-
spite evidence demonstrating that it is less likely to 
translate into changes in clinical practice.35 

In 2019, a study conducted in all nine prov-
inces and at all levels of the South African public 
health system found that inpatient and outpatient 
mental health services represented only 4.6% of the 
total health budget, with inpatient care accounting 
for 86% of this budget.36 The study also found in-
sufficient numbers of mental health professionals, 
infrastructure, medication, and supplies, all con-
straining realization of the right to mental health 
guaranteed by law. Crucially, the National Mental 
Health Policy Framework and Strategic Plan does 
not explicitly require reporting on progress, which 
means that the true burden of mental illness and 
effectiveness of mental health care are unknown. 

The literature has also documented the pow-
erful role that nurses can play as agents of change 
in health care settings, while serving as health care 
providers to patients from similar communities.37 
Critical contextual factors associated with mater-
nal health care delivery in South Africa, however, 
also include the mistreatment of patients by nurs-
es.38 Factors explaining this abuse are complex and 
can include nurses’ own experiences of trauma 
and intimate partner violence.39 South Africa’s 
Perinatal Mental Health Project, which provides 
training designed to engender an ethos of care and 
compassion in maternity settings, has observed 
that “a complex mix of power and marginalization 
… plays out at the micro-level of nurse–patient 
relationships.”40 The provider-patient relationship 
in South Africa is crucial to understanding how 
to improve the quality of perinatal mental health 
care through a patient-centered and human rights-
based approach.41 

Despite the importance of incorporating the 
right to mental health into policies and practice in 

South African clinical settings, the literature exam-
ining mental health and human rights in practice is 
slender. In one study, based on 11 semi-structured 
interviews with health professionals and adminis-
trators, researchers in the Eastern Cape Province 
used the AAAQ framework to understand the in-
tegration of mental health into primary care and 
identified 11 barriers to realization of the right to 
health for people living with mental disabilities, 
including a dearth of staff training, a lack of orga-
nizational capacity, and an insufficient number of 
providers.42

Our research is located in this mental health 
and human rights opening. South Africa’s National 
Mental Health Policy Framework and Strategic 
Plan 2013–2020, which guides mental health policy 
implementation for the provinces through 2020, 
is due to expire this year. This juncture therefore 
presents a timely window of opportunity to revisit 
the promise of the plan and to reevaluate policies 
governing clinical practice to promote mental 
health for perinatal women, particularly in antena-
tal care settings.

Approach and methods 

We used a right to mental health framework to 
investigate barriers to accessing perinatal mental 
health care. Our study received ethical approval 
from the University of Massachusetts Boston’s In-
stitutional Review Board. Data collection included 
a document review and in-depth interviews with 
14 key informants using a semi-structured guide. 
Our document review included international 
legal instruments, South Africa’s Constitution, 
and laws and policies on mental health. This laid 
the groundwork for interviews. We developed the 
interview guide using the right to mental health 
framework outlined in Table 1. We obtained verbal 
informed consent from participants prior to con-
ducting and recording interviews. The interviews 
were conducted via Skype and Zoom from Septem-
ber 2019 to March 2020 with key informants with 
expertise in perinatal women’s health. The 14 key 
informants included three medical doctors; three 
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birth and postpartum doulas; two psychologists 
specializing in maternal health; two mental health 
academics; two nurse-midwives; a certified men-
tal health counselor; and a government maternal 
health professional. Digital recordings were stored 
and encrypted in a password-protected location 
requiring authentication. Recordings were tran-
scribed verbatim, and we coded and analyzed data 
based on preliminary themes emerging in accor-
dance with selected elements of the right to mental 
health.43 We used a code-recode strategy to capture 
the dominant themes and to arrive at our final set 
of analytical findings. 

Findings and discussion

Below, we categorize the findings from key infor-
mant interviews across the interconnected elements 
of the right to health as (1) progressive realization 
and maximum available resources, (2) availability 
and accessibility, and (3) acceptability and quality. 
At the conclusion of each of these three subsections 
of findings, we discuss the contribution to knowl-
edge and highlight key implications for policy and 
practice.

Progressive realization and maximum available 
resources
Three analytical themes emerged related to progres-
sive realization and maximum available resources: 
first, clinicians view mental health care and screen-
ing as less important than physical health care and 
screening; second, the allocation of resources to 
mental health is inadequate to ensure minimum 
essential levels of mental health screening and care; 
and third, the implementation of mental health 
policies in clinical practice has been inadequate.

Most respondents remarked on the lack of 
equivalence between mental and physical health. 
Participant 3 questioned, “Why are we exception-
alizing physical health care above mental health 
care?” This lack of parity between mental and phys-
ical health was described as most pronounced in 
screening for mental health during antenatal care 
visits. Mental health screening is recommended 
but was viewed as separate and not as important 

as physical health screening. One participant 
explained:

We’ve got high rates of rheumatic fever, diabetes, 
obesity, hypertension. There’s going to be 
concentration on issues like that, and that mental 
health screen is probably going to be left behind 
for the last minute or so of the visit. (participant 4)

Notably, informants mentioned that mental health 
is relegated to a lower status, receiving fewer re-
sources and attention because it is less tangible than 
physical health concerns. This hierarchy of impor-
tance is evident, according to several respondents, 
in the lack of resources devoted to promote mental 
health and address the rise in maternal suicides. 
One participant remarked:

The number of deaths due to suicide are 
increasing. Because the other deaths overshadow 
the suicide deaths, we tend to concentrate more 
on other conditions such as HIV, hypertension 
and hemorrhage. I think the reason for this is 
resources and then also priorities. Although 
mental health is a priority, we’ve got other big 
issues as well. (participant 4) 

A second challenge identified was the health sys-
tem’s lack of resources for the prevention of mental 
illness and the promotion of mental health. On 
this subject, one interviewee, who works closely 
with midwife obstetric units and district hospitals, 
referred to the World Health Organization’s health 
system building blocks when discussing systems 
issues. She explained:

[T]he other thing … that you must bring into the 
equation is the functioning of the system, where 
clinical governance is one, but the supplies and 
the documentation that needs to take place, and 
enough staffing. So it’s the human resources, the 
drugs, the supplies, the physical environment and 
so on. Those all play a big role in how this woman 
that is arriving with a problem will be screened. 
(participant 10)

A third barrier identified by respondents was the 
weak implementation of the National Mental 
Health Policy and Strategic Framework despite the 
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strong human rights commitment in South Africa’s 
mental health law. One key informant recounted:

I do despair, and I get absolutely furious and 
angry. It’s disgusting and shocking, and a human 
rights violation that we have a mental health 
policy in this country, which was signed off in 
2013, which hasn’t been implemented. There’s all 
sorts of fabulous provisions, and it took millions 
… of rands to get various stakeholders to develop 
this policy and to ratify it and discuss it and have 
meetings and, as with many of the policies in South 
Africa, it looks fabulous on paper. (participant 3)

Related to policy implementation in clinical prac-
tice, interviewees noted that it is difficult to make 
substantial progress because habitual behaviors of 
health professionals are deeply embedded. Three 
respondents referred to a well-known study that 
found it can take, on average, 17 years to translate 
evidence-based findings into clinical practice and 
that it is understandable to expect progress to be 
slow.44 As one respondent recalled:

A lot of issues are culturally ingrained in South 
Africa, combined with poor facilities and lack of 
resources. How do you then accelerate progress 
and change? It is difficult and research has 
shown it takes 20 years to adopt new practices. 
(participant 7)

Translating policies into practice takes time and is 
understandably challenging. One key informant 
with extensive experience in policy implementation 
in district hospitals explained the need for champi-
ons of mental health in maternal health clinics to 
role model how mental health care policies should 
be implemented in practice. 

Discussion: Knowledge contributions and im-
plications. States must take deliberate, concrete, 
and targeted action, to the maximum of available 
resources, and must prioritize the allocation of re-
sources toward full realization of the right to mental 
health. South Africa’s National Mental Health Poli-
cy Framework and Strategic Plan 2013–2020 affirms 
that “the human rights of people living with mental 
illness will be promoted and protected, through the 

active implementation of the Mental Health Care 
Act” by 2014. We found, however, that this was 
not the case for perinatal mental health. The low 
allocation of resources to mental health overall, 
also found in previous studies, reduces the avail-
ability of staffing and supplies necessary for policy 
implementation.45 Our findings substantiate that 
mental health lacks commensurate status relative 
to physical health in clinical practice in South Af-
rica, despite recognition in law and policy that the 
right to health includes both physical and mental 
health. This lack of parity is apparent in the allo-
cation of resources, including funding, supplies, 
and staffing, and in health provider decision-mak-
ing in clinical practice, which is rooted in norms 
and deep-seated cultural practices. These norms 
and practices, according to respondents, result in 
physical health frequently taking precedence over 
mental health during antenatal visits. 

The recommendations that emerged from the 
interviews included the need for increased mental 
health leadership at the district and subdistrict lev-
els. Informants proposed that meaningful change 
be made by identifying leaders who are passionate 
about mental health care, willing to serve as role 
models, eager to champion efforts to promote peri-
natal mental health, and prepared to train others. 
This approach could be implemented within ex-
isting resources, while longer-term efforts should 
be focused on ensuring mental health parity with 
physical health, identifying additional resources for 
mental health promotion and mental health care, 
and developing a stronger system of accountability, 
including indicators and targets with specific dead-
lines and reporting on obligations. 

Availability and accessibility
Two major themes related to the availability and 
accessibility of mental health care emerged from 
the data. First, there are insufficient numbers of 
antenatal health care providers in the public health 
system, which reduces opportunities to identify 
mental illness in women. Second, there are insuf-
ficient numbers of mental health care providers 
to whom women can be referred and an uneven 
distribution of providers across provinces, making 
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mental health care even less accessible to women in 
some provinces. 

The absence of sufficient numbers of health 
care providers for women was apparent to re-
spondents. Women in need of antenatal care often 
wait hours in long queues before seeing a nurse. 
Although women have access to health informa-
tion through MomConnect, a mobile health app 
for pregnancy launched in collaboration with the 
National Department of Health, and access to a 
national counseling hotline called LifeLine, one 
respondent noted: 

[W]ith respect to actually being able to meet with 
a clinician, physically, that is much harder … We 
just don’t have the coverage that we need. There’s 
not enough people in the right places. (participant 
6)

When women access providers for their first ante-
natal care visit, they should have a comprehensive 
examination and history taken. However, accord-
ing to respondents, due to high patient volume, the 
high demand for services, and many required com-
ponents of the visit, there are insufficient numbers 
of providers. Consequently, this places a burden on 
nurses providing care, who have to choose between 
providing the full protocol to only some patients, or 
reducing the care provided to see all patients. One 
respondent explained: 

[I]f it’s one nurse and she has 30 or 50 new first 
visit ladies … announcing their pregnancy for 
the first time, and because of our HIV burden, 
the first visit should take you an hour. But now, 
there’s one nurse, and there’s 50 patients outside. 
But that’s not the only burden, there’s another 60 
that’s coming for their second and third visits. 
(participant 10)

Increased mental health screening during antenatal 
visits would, however, increase the need for referral 
resources. Almost every key informant mentioned 
the need for more referral resources to specialist 
providers and social support services, including 
in postnatal care, along with improved capacity 
building to deliver mental health services. As one 
respondent highlighted:

[T]here is a lot more we can do in terms of mental 
health screening, upscaling our care and treatment 
and also then the referral system … There’s a lot 
more that we should be doing in terms of maternal 
mental health and caring for these women. We’re 
going to have to increase the resources out 
there, the other support services, social workers, 
psychiatric, psychological services, and that hasn’t 
been done yet. If we’re screening more, we’re 
going to have to treat more and increase the other 
support services and structures. (participant 4)

 
 Additionally, several respondents noted that it 
is important to support women by facilitating the 
connections to the referral resources rather than 
simply handing women a piece of paper with refer-
ral information. One informant advocated:

It’s not good enough for us to tell them, “I do 
actually know someone who [can help]. I’ll give 
you her number, she can call you.” We need to help 
make these connections for them. I think that’s 
how we are going to get people the help they need 
after trauma. (participant 13)

Respondents indicated that if a woman did receive a 
referral, it would likely be to a junior medical officer 
or psychiatric nurse who would typically prescribe 
medication but not counseling, aligning with a 
narrow biomedical approach to mental illness.

Another impediment to accessing care 
through referrals was the variation across provinc-
es. Patients in better-resourced provinces are more 
likely to gain access to care than those in provinces 
with less robust health systems. Respondents found 
such inequalities concerning: 

In South Africa, there’s actually quite a big 
discrepancy in resources and health worker 
distribution among different provinces. For 
example, if you look at the Western Cape, there 
are quite well-resourced structures in place, and 
there’s a system and a referral route where the 
patient will be able to go to. But if you go to a 
province such as the Eastern Cape, Mpumalanga 
or Limpopo, where the health system is not as 
well organized, women are going to fall through 
the cracks, even if they are screened, [they] may 
not get the treatment or care that is desired. 
(participant 4)
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Discussion: Knowledge contribution and impli-
cations. Availability and accessibility mean that 
states must ensure that sufficient health services 
and the underlying determinants of mental health 
are accessible to all with attention to nondiscrim-
ination, economic accessibility (affordability), 
geographic accessibility, and physical accessibility. 
Our study confirms existing research that insuffi-
cient numbers of providers in South Africa are a 
barrier to accessing mental health care.46 Moreover, 
we found that the understaffing of nurses and their 
resultant heavy workload, especially (but not only) 
in antenatal care, resulted in insufficient time for 
nurses to focus on the mental health of women 
in their care. Similarly, respondents emphasized 
the urgent need for more specialist mental health 
providers, the development of stronger referral net-
works, and a focus on the support of nonspecialist 
providers who can promote mental health during 
antenatal care visits. 

Screening for perinatal mood and anxiety 
disorders is being integrated into primary and 
antenatal care in South Africa through a locally 
validated and tested ultra-short screening tool, 
which provides an opportunity to identify those 
who might need referral for additional assessment 
or services.47 However, according to respondents, if 
providers do not have functional referral networks, 
they might be less likely to screen. The decision not 
to screen due to poor referral networks discrimi-
nates against those in lower-resource locations 
with few options for referrals. It also distorts the 
evidence base, as without screening there is no re-
cord of the need for mental health services—data 
that could be used to advocate for further funding 
and additional providers. Additionally, we found 
that providing referrals to perinatal women may be 
insufficient to ensure that they connect to essential 
resources. Therefore, efforts should focus on build-
ing strong networks and directly linking women to 
further support.

Acceptability and quality
Two key themes emerged related to the acceptabil-
ity and quality of mental health care. First, there is 
a need to address the social determinants of health 

underlying perinatal mental health, in addition to 
physical health. Second, training is needed in at least 
two key areas: integrating mental health into clinical 
practice and ensuring that the provider’s mental 
health issues do not diminish the quality of care.

Several respondents urged a more holistic ap-
proach to engaging women in quality mental health 
promotion by attending to the social determinants 
of health. One common theme that emerged was 
that better integration of the social determinants 
into clinical practice was essential for improved 
mental health care. A mental health provider con-
firmed this need, stating: 

Addressing perinatal depression needs to include 
social determinants of health and well-being. 
Engaging social determinants of health needs to 
be integrated into [the] workload, and at a practice 
level, this needs to be prioritized. For example, if 
someone doesn’t have housing, and they tell their 
provider, the provider needs something tangible to 
be able to refer the patient to. Social determinants 
of health is equally impactful, but providers do 
not know what to do. (participant 1)

 A nurse educator shared similar thoughts on 
the necessity of integrating the social determinants 
of health both into workload and clinical practice. 
She also highlighted the importance of contextual-
izing what patients’ lives are like and empowering 
nurses to think of ways they can support the whole 
person, with special attention to the role of the so-
cial determinants of health: 

A lot of people present with conditions where 
there [are] a lot of underlying social determinants 
… [S]ometimes it is a bit difficult to try and 
conceptualize what they can do as a nurse. You 
can’t work in an environment where these issues 
are prominent and not acknowledge and recognize 
the influence of them. (participant 9)

However, respondents communicated a lack of em-
phasis on the interconnection among determinants 
such as gender-based violence, food insecurity, lack 
of basic resources, and mental health issues:

Challenges which are enormous, like gender-based 
violence, and corruption, and food insecurity, and 
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a lack of access to basic resources … Mental health 
is the Cinderella among … these big problems. I 
don’t get a sense there is that appreciation of the 
vicious cycle of these colliding epidemics, nor the 
potential for the virtuous cycle. (participant 3)

Providing acceptable quality care includes atten-
tion to gender and life cycle requirements, and 
interviewees suggested working more holistically 
to provide better support systems for mental health 
in the perinatal period. One respondent suggest-
ed a possible solution: “If each doctor’s office had 
someone to walk your journey with you, touch base 
with and ask those questions that you want to ask, 
mental health would improve” (participant 7).

Many informants emphasized the need to 
focus on the whole person in clinical settings 
and believed there was a need for more provider 
training on the importance of moving away from 
a disease-oriented focus on the most visible issues, 
such as high blood pressure, to a more holistic ap-
proach. One informant recounted:

There is a need for some training that will make it 
meaningful for health professionals to link up and 
to understand that one works with a full person, 
not only with the mother’s blood pressure and a 
baby that’s growing inside her. And that she has a 
mind of her own that’s maybe not doing very well. 
And how do you then make sure that this woman 
receives some extra care? Not only physical care, 
but mental health care. (participant 10)

Other respondents voiced concerns about a lack of 
training on how to address mental health in preg-
nancy and postpartum, especially in light of the 
extensive training and protocols that doctors and 
nurses receive to address obstetric emergencies. 
One informant explained:

Our training is not specifically for mental health 
screening. We do detailed training for obstetric 
emergencies, and unfortunately, the mental 
health screen is not in that. It would be great if 
we can include the mental health screen as part 
of this. Provinces are rolling out training on 
how to explain the maternity case record and 
how it should be filled in and to give clarity on 
the changes. I think we’re probably lacking in the 

training and we’re not doing detailed and specific 
mental health screening. (participant 4)

Another barrier identified was the impact that the 
provider’s mental health and potential burnout 
might have on the quality of mental health care 
provided to patients. Respondents pointed to health 
providers’ often unresolved mental health needs as 
critical in how they carry out mental health care. 
One informant commented on the lack of attention 
paid to provider mental health and the impacts that 
this might have on patients: “Why should we worry 
about somebody else’s mental health when nobody 
worries about ours?” (participant 5). 

Providers’ mental health was seen as a barrier 
to integrating evidence-based practices for mental 
health. As one key informant explained:

I think a lot of the barriers I’m hearing about, … 
integrating this kind of evidence base into their 
thinking and decision-making, may well have to 
do with their own mental health issues. So when 
you come to them and you speak about mental 
health, it evokes a kind of defensive shutdown 
response … This happens at … coalface when you 
are speaking to midwives or nursing sisters who 
are providing services, but … it equally applies to 
high-level decision makers. (participant 3)

One respondent with 16 years of experience sup-
porting women during pregnancy and childbirth in 
government hospitals described providers’ mental 
health as a multilayered concern warranting fur-
ther attention. Over the years, she witnessed many 
perinatal care providers using coercive tactics, 
which undermines the quality of care that women 
receive and can result in trauma for patients. She 
suggested that those who resort to such tactics 
have unresolved issues, which results in pain and 
self-protection and might manifest in their patient 
interactions.

Discussion: Knowledge contribution and impli-
cations. The acceptability of mental health services 
is a subjective assessment by individuals and com-
munities concerning the extent to which services 
provided are culturally acceptable and sensitive to 
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gender and life stage. Quality mental health services 
require adequate supplies; providers with necessary 
skills and training; acceptable standards of care; 
and treating patients with respect before, during, 
and after the provision of care. Our study found 
that there is a lack of attention to the drivers un-
derpinning patients’ and providers’ mental health. 
Respondents recommended a shift in practice to 
provide better support systems for women’s mental 
health promotion across pregnancy, childbirth, 
and postpartum. General consensus converged on 
the need for a more holistic approach to engaging 
women in quality mental health promotion through 
attention to the social determinants of health. Ad-
ditionally, this research highlights the importance 
of addressing the mental health needs of health 
providers both as rights-holders themselves and to 
mitigate the impacts that their mental health care 
needs have on the quality of care they provide to 
perinatal women. It is necessary to work toward an 
ethos of care to better support all women.

One recommendation actionable in the short-
term was to identify patient-centered mental health 
supports during the perinatal period, including 
doulas, peer counseling, and support groups. Dou-
las focus more broadly on the well-being of women, 
while peer counselors draw on their own experienc-

es of mental illness and recovery to provide support 
to individuals facing similar experiences. Both 
offer a relationship of care and social connection, 
which is a key underlying determinant of the right 
to mental health. Individuals in these roles work 
collaboratively with nurses, midwives, doctors, and 
mental health professionals. 

Study limitations

The main strength of this study is its application 
of a right to mental health framework to empirical 
research conducted among perinatal mental health 
experts, which advances our understanding of 
real-world challenges to accessing perinatal mental 
health care and realizing human rights in practice 
in the South African social context. Further, the 
findings highlight significant opportunities to 
address existing gaps, with concrete guidance on 
ways to strengthen the implementation of mental 
health care and promotion in clinical settings. 
Study limitations encompass the following: (1) due 
in part, to the COVID-19 pandemic, we were able 
to conduct only a small number of interviews; (2) 
the majority of respondents were based in urban 
areas rather than less-resourced rural areas; (3) the 
views of other mental health professionals (such 

Progressive realization and 
maximum available resources

• Move toward a culture of parity for mental and physical health care
• Increase resources for mental health
• Establish champions of mental health in antenatal clinics who role model how mental health care policies are 

implemented in practice 
Availability and accessibility • Increase the number of mental health providers, develop stronger referral networks, and focus on training 

and supporting nonspecialist providers who can promote mental health during antenatal care visits 
• Ensure equitable access to referral resources across provinces
• Integrate screening for perinatal mood and anxiety disorders into antenatal care through a locally validated 

and tested ultra-short screening tool
• Provide mental health screening even in the absence of referral resources to build evidence of the need for 

further mental health services  
Acceptability and quality • Integrate opportunities for identification of and screening for social determinants of health in clinical 

practice
• Work more holistically to provide better support systems for mental health throughout the perinatal period
• Improve mental health education and training for all health professionals, including capacity-building to 

improve attitudes and practices to address mental health-related stigma and discrimination 
• Provide detailed guidance on engaging women in conversations about their mental health and delivering 

mental health screening as part of antenatal visits
• Provide training and a system of support to address the mental health needs of health care providers, and to 

improve an ethos of care
• Include mental health courses in nursing school and midwifery curricula, and provide opportunities for 

critical thinking and empowerment of nurses to address mental health

Table 2. Key recommendations for advancing perinatal mental health
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as psychiatrists, psychologists, and social workers 
involved in the routine implementation of mental 
health care) and perinatal women were not includ-
ed in this study. Future research should capture 
the views of health providers implementing mental 
health care and, especially, the views of perinatal 
women receiving care to deepen the understanding 
of women’s experiences and challenges to the reali-
zation of their right to mental health.

Conclusion

South Africa has taken significant strides to ad-
dress women’s perinatal mental health, including 
increasing the number of recommended antenatal 
visits and encouraging universal antenatal screen-
ing for common perinatal mental disorders. These 
are important steps for improving perinatal mental 
health in South Africa. Now is a crucial window of 
opportunity to revisit the National Mental Health 
Policy Framework and Strategic Plan 2013–2020, 
to provide stronger guidance on the implemen-
tation of policies and training for providers, and 
to increase the resources available for promoting 
perinatal mental health. The right to mental health 
can provide guidance to inform policy and prac-
tice, grounded in human rights-based approaches, 
to improve perinatal mental health promotion and 
mental health care in South Africa.
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