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Abstract
Background  Detection of perinatal depression by healthcare providers remain an important barrier to receiving 
treatment. This study reports on the detection of perinatal depression by frontline non-physician primary healthcare 
workers (PHCWs) as well as the feasibility, effectiveness and acceptability of routine screening using the 2-item patient 
health questionnaire (PHQ-2) during antenatal care.

Method  Twenty-seven primary healthcare facilities were assigned to screening (n = 11) and non-screening (n = 16) 
arms. All PHCWs in both arms were trained to diagnose and treat perinatal depression using the WHO mental health 
gap action intervention guide (mhGAP-IG) while those in the screening arm were trained to routinely screen with 
PHQ-2 first to determine need for further mhGAP-IG assessment. Perceived usefulness, feasibility and acceptability of 
routine screening for perinatal depression was explored in key informant interviews on a purposive sample of PHCWs 
(n = 20) and study participants (n = 22).

Results  In the first 6-months following training, the detection rate of perinatal depression was 4.6% at the clinics 
where PHCW were not routinely screening with the PHQ-2 compared to 11% at the screening clinics. Over the 
next six months, with refresher training for PHCW in the screening arm and the introduction of monthly supportive 
supervision for PHCW in both arms, detection rates increased from 4.6 to 7.6% at non-screening clinics and from 11 to 
40% at the screening clinics. Over the entire study period only 81 (15.7%) out of the 517 cases of perinatal depression 
were detected by the PHCWs. Detection of depression by PHCWs was associated with the severity of depression 
symptoms and routine screening with PHQ-2. The introduction of routine screening was acceptable to both PHCWs 
and perinatal women. PHCWs reported that the PHQ-2 was useful, easy to administer and feasible for routine use.

Conclusions  Improving detection and subsequently the treatment gap for perinatal depression require not just 
training of frontline healthcare workers but the introduction of additional measures such as universal screening along 
with supportive supervision.

Trial Registration Number  The main study from which the data for this report was extracted was retrospectively 
registered 03 December 2019. Registration number: ISRCTN 94,230,307.
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Introduction
The excess burden of perinatal depression in women in 
low- and middle-income countries (LMIC) compared to 
high income countries (HIC) is well documented [1, 2]. 
A recent systematic review and meta-analysis of data 
from 589 eligible studies from across 51 LMIC, reported 
a pooled prevalence of perinatal depression of 24.7% [3]. 
Perinatal depression has considerable negative impacts 
on both the mother and her infant [4–6]. Women with 
perinatal depression are at increased risk for peripartum 
haemorrhage, preterm birth, stillbirth, and suicide; with 
suicide becoming one of the leading causes of maternal 
mortality in high-income countries where other com-
mon obstetric causes of maternal mortality are largely 
controlled [7]. Adverse infant outcomes associated with 
perinatal depression in LMICs include earlier cessation 
of breastfeeding, and elevated occurrence of common 
infant illnesses and malnutrition [4, 8].

Studies have demonstrated the effectiveness of simple 
interventions in alleviating the symptoms of perina-
tal depression and protecting against its adverse conse-
quences, even when those interventions are delivered by 
trained non-specialist healthcare workers [9]. While the 
evidence supporting the effectiveness of interventions for 
common perinatal mental disorders is well documented, 
many women with this condition do not receive any [10]. 
This treatment-gap can be attributed to both patient and 
provider factors. Many women do not recognize that 
their symptoms could be indicative of a mental health 
problem and most clinicians at the forefront of deliver-
ing care for women in the perinatal period often fail to 
identify the condition [10]. Even in well-resourced set-
tings where women are attended to by physicians or 
obstetricians, detection rates are low. In a longitudinal 
study exploring the identification, treatment, and referral 
of women with common mental disorders by obstetrics 
providers in the US, only 41% of women who screened 
positive had any documentation of psychiatric symptoms 
or diagnoses, and only 15% had mental health treatment 
documented in their electronic medical records [11]. In 
another study of general practitioners (GPs) in the UK, 
only 9.5% documented a common mental disorder in 
the patient records during pregnancy while a review of 
28-item general health questionnaire (GHQ-28) screen-
ing scores from the same cohort of women suggested that 
between 31.3% and 46.8% of cases were missed [12].

Screening has been identified as a potential way to 
close both the detection and treatment gap for perina-
tal mental disorders [13]. This has led to recommenda-
tions for routine screening for perinatal mental disorders 

in several developed countries [14]. There is evidence 
that screening for perinatal depression reduces depres-
sion risk and leads to early referral for treatment [14, 15]. 
However, the timing of screening, frequency, appropri-
ate screening tool, the health care provider responsible 
for screening, and the appropriate follow-up and referral 
pathways differ across guidelines [14]. Many guidelines 
recommend using the Edinburg Postnatal Depression 
Scale (EPDS) for screening for perinatal depression [16]; 
some suggest the use of the 9-item Patient Health Ques-
tionnaire (PHQ-9), while other guidelines recommend 
asking two depression identification questions first, fol-
lowed by another screening tool (e.g. EPDS or PHQ-9) if 
a woman responds positively to either question [14]. Even 
where there are guidelines for routine screening [17], in 
practice, only 40% of women are screened for perinatal 
depression compared to 96% for gestational diabetes [18].

In almost every country of the world, women access 
routine antenatal services. Thus, antenatal clinic visits 
present an opportunity to identify women with com-
mon perinatal mental disorders in need of intervention. 
In addition, there is evidence suggesting that screening 
is more effective when it is accompanied by confirma-
tory diagnostic assessment and access to treatment [19]. 
However, few studies have examined the feasibility of 
perinatal depression screening and its acceptability by 
women and the frontline providers who provide routine 
perinatal services during pregnancy and in the postpar-
tum period. Most of the available studies are from high 
income countries [20, 21] with very little evidence to sup-
port the feasibility of routine screening in LMICs where 
the primary healthcare providers are non-specialist and 
fewer in number [22].

In many LMICs, many women access antenatal services 
at primary healthcare centres that are typically staffed 
by non-physician primary healthcare workers (PHCWs). 
Antenatal care guidelines in Nigeria, for example are 
based on the World Health Organization (WHO) rec-
ommendation of a minimum of 8 contacts and provide a 
good opportunity to screen women for common mental 
disorders. While earlier studies have provided evidence 
that non-physician providers are able to deliver effective 
interventions to women with perinatal depression [9, 23], 
their ability to identify women in need of treatment as 
well as the utility of tools that might assist them in iden-
tifying persons in need of care are largely unexplored. 
Specifically, evidence is needed about PHCW’s ability to 
identify cases and the feasibility and impact of incorpo-
rating routine screening for depression symptoms in the 

Keywords  Perinatal depression, Primary healthcare, Low- and middle-income country, Detection, Implementation 
research



Page 3 of 11Oladeji et al. BMC Primary Care           (2025) 26:35 

context of the typical busy clinical schedule. This study is 
designed to provide such evidence.

Methods
Data for this report are derived from the SPECTRA 
study- a hybrid type II implementation study that 
explored the barriers and facilitators for scaling-up care 
for perinatal depression in primary healthcare in Nigeria. 
A detailed description of the study methodology is avail-
able in earlier publications [24, 25]. Only methodological 
aspects of relevance to the current report are presented 
here. The study was implemented using the Replicating 
Effective Programmes (REP) framework and carried out 
in four overlapping phases [26].

The first phase, the Pre-Condition (formative evalua-
tion and concept development) phase consisted 3 major 
activities (1) consultative engagement meetings with rep-
resentatives of relevant groups (policy makers, women 
with lived experience of perinatal depression, community 
leaders and primary care providers) to seek their views 
and get their support for the project; (2) key informant 
interviews with 20 purposively selected heads of primary 
healthcare clinics to explore their understanding of peri-
natal depression and its current management; and (3) a 
planning workshop to review the planned programme 
in the light of previous experience with task sharing and 
training of PHCWs on the mhGAP-IG.

The second phase the Pre-Implementation aimed at 
assessing the organizational and clinical profile of pri-
mary maternal care clinics. There were two major activi-
ties during this phase: (1) review of the facility profile and 
the arrangements in place for managing chronic medi-
cal conditions in the clinic through key informant inter-
views with the 20 selected heads of the primary maternal 
care clinics. This was supplemented with a survey and 
administration of the Assessment of Chronic Illness Care 
(ACIC) tool on randomly selected primary healthcare 
workers and patients. (2) Recruitment and follow up of 
the first cohort of women (Cohort 1).

The third phase was the Implementation Phase. Dur-
ing this phase, using a train-the-trainer approach, all the 
frontline primary healthcare workers in all the selected 
primary health care clinics were trained to identify and 
provide evidence-based interventions for perinatal 
depression using the mhGAP-IG.

In the final phase- the Maintenance and Evaluation 
Phase, the selected clinics were randomly assigned into 
two arms and a second cohort of women (Cohort 2) were 
recruited and followed. Ongoing supportive supervi-
sion was provided to the primary healthcare workers 
and a refresher training was conducted for PHCW in the 
screening arm.

Study setting
The study was conducted at 27 selected primary mater-
nal and child healthcare clinics (PHCC) located within 
and around the city of Ibadan, the capital of Oyo State, 
Nigeria (Fig.  1). These selected PHCCs were randomly 
assigned to two groups- a screening (n = 11) and a non-
screening (n = 16) arm.

Assessment and treatment protocol
In the screening arm, all PHCWs were trained to rou-
tinely screen patients with the 2-item Patient Health 
Questionnaire (PHQ-2) [27, 28]. All women who 
responded positively to either of the 2 questions were 
assessed further using the WHO Mental Health Gap 
Action Programme-intervention guide (mhGAP-IG) [29] 
to establish a diagnosis of depression and provide treat-
ment according to mhGAP-IG specifications. In the sec-
ond (non-screening) arm, participants were not routinely 
screened with the PHQ-2 but the PHCWs were never-
theless expected to conduct an evaluation for depression 
using the mhGAP-IG if they considered this necessary 
based on their clinical judgment. Participants in this arm 
identified by the PHCW to have depression were simi-
larly managed using mhGAP-IG treatment protocol.

Participant recruitment
Two cohorts of women were recruited from selected 
primary maternal and child healthcare clinics. The first 
cohort (Cohort 1) was recruited prior to the training of 
the PHCW on the use of the mhGAP-IG, allowing for 
determination of the rate of detection of perinatal depres-
sion by providers who are yet to be trained. The second 
cohort (Cohort 2) was recruited after the mhGAP-IG 
training.

Recruitment procedures in both cohorts were similar. 
Consecutively registered women who provided written 
informed consent were screened for perinatal depression 
using the Edinburgh Postnatal Depression Scale (EPDS) 
[30] by trained research assistants after their routine 
antenatal evaluation by PHCWs. All women who scored 
10 and above were asked additional questions derived 
from the Composite International Diagnostic Interview 
(CIDI) depression module [31] to ensure they met diag-
nostic criteria for depression. Participants who met diag-
nostic criteria for depression and who provided further 
consent irrespective of whether or not they had been 
diagnosed with depression by the PHCW were recruited 
into the study.

Training of PHCW
A train-the-trainer approach was adopted for the train-
ing of all the 198 providers working in the 27 selected 
clinics. The primary healthcare coordinator in each of 
the 11 Local Government Areas in which the study was 
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conducted was asked to identify 3 other senior provid-
ers in the LGA for training; out of the 44 invited, 40 were 
available for training. These senior level PHCWs (physi-
cians and senior nurse/midwives or community health 
officers (CHO)) were trained by psychiatrist trainers on 
the use of the depression module of the mhGAP-IG for 
the identification and treatment of perinatal depression. 
In addition, these senior PHCWs were trained on how 
to step-down the mhGAP-IG training to their peers. All 
the training materials (power point slides, training manu-
als, the mhGAP-IG, charts and role play scenarios) were 
made available to assist them in conducting the step-
down training. The step-down trainings were conducted 
by 11 senior PHCWs assessed during the training to be 
the most competent, with good communication skills, 
enthusiastic about mental health, and had more years 
of experience working in primary care. The training was 
conducted in a series of 3-day workshops with about 
20–25 participants in each session (more details are 
available in an earlier publication [32].

Refresher training and supportive supervision
Refresher training was conducted about 7 months into 
the study for the PHCWs from the clinics assigned to 

the screening arm. Following this training, monthly sup-
portive supervision visits conducted by the trainers were 
introduced for both screening and non-screening arms. 
These visits allowed the trainers to observe PHCW fidel-
ity to the use of the mhGAP-IG for assessment, treat-
ment planning and intervention. The trainers were 
required to complete a supportive supervision checklist, 
provide feedback and hands-on training as needed, as 
well as hold a de-briefing session, with all the PHCWs in 
the clinic after each visit.

Detection of depression by PHCW
At the end of each clinic day, trained research assistants 
assigned to the clinic pooled the records of all patients 
seen to check whether PHCW documented any men-
tal health related symptoms and/ or diagnosis. Research 
assistants specifically checked the clinic records for 
PHCW documentation of depression symptoms (such as 
low mood, sleep disturbance, hopelessness), the duration 
of symptoms, and specific mention of depression diag-
nosis. For the purpose of this study, detection of depres-
sion by PHCW was determined by the documentation 
of 3 or more depression symptoms of at least two weeks 

Fig. 1  Selection of clinics
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duration or documentation of depression diagnosis in the 
patients’ records.

Perceived usefulness, feasibility and acceptability of 
routine screening for perinatal depression
This was explored in key informant interviews on a 
sample of PHCWs and study participants. A total of 20 
PHCW were purposively selected from among the pro-
viders in the screening arm across the different categories 
and cadres of providers (nurse/midwives- [nursing offi-
cers (NO), senior nursing officer (SNO) and chief nursing 
officers (CNO)]; community health officers (CHOs); and 
community health extension workers (CHEW) [junior 
(JCHEW), senior (SCHEW) and chief (CCHEW)] ensur-
ing adequate representation by gender and years of expe-
rience. The interviews explored the views of the PHCWs 
on the use of the PHQ-2 screening questions, its useful-
ness and ease of administration as well as challenges with 
using the tool.

In addition, 22 study participants were purposively 
selected for key informant interviews. Participants were 
selected based on whether they achieved remission 
(n = 11) or not (n = 11) and to capture different demo-
graphic characteristics including years of education, 
marital status (married/ single/ cohabiting) and from 
across the different implementing clinics. The interviews 
explored their experience with screening and their per-
ception on the usefulness of the screening questions.

Outcome measures
All consenting and eligible women (EPDS score > 10 and 
met the diagnostic criteria for depression) were recruited 
and scheduled for baseline assessments. The EPDS is a 

10-item screening instrument for perinatal depression 
that has been previously validated and used in studies of 
perinatal depression in Nigeria [23, 33]. Baseline assess-
ments were conducted within 48 hours of enrollment by 
a different research assistant blind to the allocation clinic. 
Assessments included demographic information, such 
as age, occupation, marital status, along with other clini-
cal variables such as parity and functioning (measured 
with the 12-item WHO Disability Assessment Schedule 
(WHODAS)) [34].

Data analysis
Descriptive data are presented. The associations between 
identification of depression and the demographic and 
clinical variables were explored in bivariate analysis using 
chi square tests for categorical data and ttests for mean 
age, EPDS and WHODAS scores.

For the qualitative data, the recorded key informant 
interviews were transcribed. The participant interviews 
conducted in the local language (Yoruba) were indepen-
dently translated into English and back translated by two 
members of the team fluent in both languages. Areas of 
disagreement were then resolved to generate the English 
language transcripts of the interviews. The transcripts 
were explored using thematic analysis. The initial themes 
based on the interview guide were derived by BDO. The 
transcripts were read to understanding and familiarity by 
BDO and OA and independently coded to generate addi-
tional themes and the sub-themes as well as identify texts 
relevant to each theme.

Results
A total of 7176 consecutively registered women were 
screened with the EPDS of which 517 (7.2%) who met the 
diagnostic criteria for depression were recruited into the 
study. Demographic characteristics of participants are 
shown in Table 1.

Detection of perinatal depression
Depression detection (defined as documentation of 
at least 3 depression symptoms and/or a diagnosis of 
depression in patient records by the PHCW) rate before 
training (Cohort 1 data) was 1.4% (3 participants iden-
tified by PHCW out of 218 participants who met diag-
nostic criteria based on the interviews conducted by 
the research assistants). On the other hand, and follow-
ing their training, PHCW identified depression in 15.7% 
(81 out of 517) of Cohort 2. Most of the patients identi-
fied by the PHCW (86.4%) were from the clinics where 
the PHCWs had routinely screened for depression using 
the PHQ-2 (Table  2). PHCWs in the screening clinics 
also identified 9 other women as depressed but who did 
not have depression based on the diagnostic interviews 
conducted by the research assistants (these women were 

Table 1  Sociodemographic Features
PHQ-2 Clinics 
(N = 3984)

Non-PHQ-2 
Clinics
N = 3192

Total
N = 7176

Age
Less than/equal 19yrs
20 to 24yrs
Greater/equal 25yrs

166 (4.2)
1076 (27.0)
2742 (68.8)

110 (3.4)
891 (27.9)
2191 (68.6)

276 (3.8)
1967 (27.4)
4933 (68.8)

Marital status
Married/cohabiting
Others

3769 (94.6)
215 (5.4)

3049 (95.5)
143 (4.5)

6818 (95.0)
358 (5.0)

Parity
No child yet
At least one

1418 (35.6)
2566 (64.4)

1163 (36.4)
2029 (63.6)

2581 (36.0)
4595 (64.0)

Education
None
1 to 6yrs
7 to 12yrs
Greater/equal 13yrs

31 (0.8)
328 (8.2)
2656 (66.7)
969 (24.3)

27 (0.8)
247 (7.7)
2063 (64.6)
855 (26.8)

58 (0.8)
575 (8.0)
471 (65.8)
1824 (25.4)

Mean Age 27.70 (5.61) 27.77 (5.54) 27.74 
(5.58)

Mean EPDS 2.85 (3.67) 2.51 (3.28) 2.70 (3.51)



Page 6 of 11Oladeji et al. BMC Primary Care           (2025) 26:35 

excluded from the analysis as they were not enrolled in 
the study because they did not meet the specified inclu-
sion criteria).

Effect of training and supportive supervision on 
depression detection rates
Over the first six months following the initial training, 
the rate of detection of perinatal depression was 4.3% 
in clinics where the PHCWs were not screening with 
PHQ-2 and 11% in the screening clinics. Following the 
booster training for PHCWs from the screening clinics 
and the introduction of supportive supervision in both 
arms, the rate of detection increased to 7.6% in the non-
screening clinics and 40% in the screening clinics over 
the next 6 months.

Factors associated with identification of depression 
(table 3)
When data across both arms were pooled to explore the 
demographic and clinical factors associated with the 
detection of depression, screening and depression sever-
ity were the main factors associated with detection. The 
mean EPDS score was significantly higher in women 
identified to have depression by the PHCW than in 
those who were not identified (mean score of 12.67 com-
pared to 11.75; ttest-2.75, p-0.007). Reflecting this, the 
mean score on the WHODAS was significantly higher 
in women that the PHCW identified to have perinatal 
depression (21.03[8.3]) compared to those not identi-
fied (18.28[6.0]). Screening with PHQ-2 significantly 
increased the rates of detection of perinatal depression 
(p < 0.001). Detection was not significantly associated 
with any of the other clinical or demographic variables 
explored in this study.

Perceived helpfulness of screening
Results from the qualitative interviews with the provid-
ers and selected participants support the feasibility of 
screening; both providers and participants found screen-
ing helpful. However, the providers reported some initial 
challenges with using the tool. Table  4 provides a sum-
mary of the key themes that emerged from the thematic 
analysis of the key informant interviews.

Provider interviews
The PHCWs interviewed included 6 nurse/ midwives (4 
of whom were clinic heads), 6 community health offi-
cers (CHOs) and 8 community health extension workers 
(CHEWs). The age of PHCW ranged from 36 to 59 years 
and years of experience from between 12 and 35 years.

Themes that emerged from the provider interviews
Feasibility of Routine PHQ-2 Screening- Almost all the 
PHCWs interviewed (18 out of 20) found the PHQ-2 fea-
sible, easy to administer and useful.

“The questions are easy to use and very helpful.” 
(39-year-old, CHEW).
“It really is very useful” (52-year-old, C-CHEW).

Table 2  Screening and detection of perinatal depression
PHQ-2 Screening Clinics Non- screening clinics
Identified by PHCW
n (%)

Not identified by PHCW
n (%)

Total
n (%)

Identified by PHCW
n (%)

Not Identified by PHCW
n (%)

Total
n (%)

Depressed 70 (88.6) 247 (6.3) 317 (8.0) 11 (100) 189 (5.9) 200 (6.3)
Not depressed 9 (11.4) 3658 (93.7) 3667 (92.0) 0 (0) 2992 (94.1) 2992 (93.7)
Total 79 (100) 3905 (100) 3984 (100) 11 (100) 3181 (100) 3192 (100)

Table 3  Factors associated with detection of perinatal 
depression (N = 517)

Identified
n (%)
n = 81

Not 
identified
n (%)
n = 436

Chi-square p-value

Age
Less than/equal 
19yrs
20 to 24yrs
Greater/equal 
25yrs

11 (13.6)
30 (37.0)
40 (49.4)

55 (12.6)
146 (33.5)
235 (53.9)

0.565 0.754

Marital status
Married/
cohabiting
Others

70 (86.4)
11 (13.6)

401 (92.0)
35 (8.0)

2.598 0.107

Parity
No child yet
At least one

37 (45.7)
44 (54.3)

197 (45.2)
239 (54.8)

0.007 0.934

Education
None
1 to 6yrs
7 to 12yrs
Greater/equal 
13yrs

4 (4.9)
11 (13.6)
53 (65.4)
13 (16.0)

6 (1.4)
42 (9.6)
298 (68.3)
90 (20.6)

6.328 0.097

Clinics < 0.001*
Screening
Non-screening

11 (13.6)
70 (86.4)

189 (43.3)
247 (56.7)

25.520

Mean (SD) Mean (SD) t-test p-value
Age 25.80 (6.4) 26.12 (6.1) -0.432 0.666
EPDS 12.67 (2.9) 11.75 (1.8) 2.752 0.007*
WHODAS 21.03 (8.3) 18.28 (6.0) 2.620 0.011*
*Significant at p < 0.05 two-sided test
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Perceived Usefulness- The PHQ-2 is a good aid for iden-
tification of depression- helps them to ask the right ques-
tions and serves as a ‘clinical test’ for depression.

“If we did not have these questions, no one can 
predict that this person is depressed, it is just like 
malaria test, someone can say that I have headache 
or high temperature. Without [a] malaria test, the 
person cannot be sure of having malaria.” (36-year-
old, SCHEW).
“The questions help us to use the right probes to get 
the right answers. The tool hastens the rate at which 
one detects depression, otherwise it would have not 
been that easy to do.” (49-year-old, CHO).
“It is just a searching light for us. It is a guide for us, 
because if we did not ask those two questions, we 
may not know what is happening. The reason is that 
some who are depressed may have physical signs, 
and it could be that our focus will be on the physical 
signs if we did not have those two questions to ask 
them” (50-year-old, Nursing Officer).

Serves as an icebreaker and helps identify women in need 
of further assessment

“The screening helped patients to open up; serves as 
the gateway through which more information was 
gotten about a patient’s depression” (46-year-old, 
CHO).
“….serve as leading questions for us to know what 
questions we need to ask next” (36-year-old, SNO).
“It is the one that points to the direction of knowing 
what is really wrong with these women. It is when 
they are asked these questions and they respond that 
opens the way for us to probe further.” (51-year-old, 
CNO).

Challenges with use of the PHQ-2 in routine practice
Half of the PHCWs expressed some challenges with 
using the PHQ-2. Challenges expressed include getting 
the patients to understand exactly what was being asked, 
cultural sensitivity, and reluctance of the women to dis-
close symptoms. However, the difficulties lessened as the 
PHCW gained experience with the use of the screening 
questions.

“How to put the questions to them, how to ask them, 
so we have to practice this among ourselves before 
we ask them.” (36-year-old F, Senior CHEW).
“The only difficulty is making them to understand 
what you are asking them; you have to explain and 
explain before some would understand.” (36-year-
old, CHO).
“At first, I found it difficult to put the questions well 
to the patient but that later changed when I got used 
to it” (49-year-old, CHEW).
“….some of the patients do not really grasp the mean-
ings and some do feel very sensitive about them. This 
is especially because the cultural background of peo-
ple around my clinic concerning negative things or 
feelings is something that we health workers are usu-
ally very conscious about. Most times it will require 
us giving more explanations or repetitions for them 
to get what we mean and this might a take longer 
time than expected.” (51-year-old, Chief Nursing 
Officer).
“….making them to understand what you are ask-
ing them, because I think they believe that we are 
interfering in their family affairs, so sometimes 
when you are asking them they will not respond 
until you explain and explain before they respond; 
some of them would be hiding that there is noth-
ing wrong with them, some will not respond, so you 
have to explain and explain to them before they will 
respond.” (51 year old, Chief CHEW).

Table 4  Summary of themes from qualitative interviews
Key Themes from Provider Interviews Key Themes from Participants 

Interviews
Feasibility of routine PHQ-2 screening
  • Feasible, easy to administer and useful

Usefulness of screening
  • Screening is helpful and should 
be available to all perinatal women

Perceived usefulness of PHQ-2
  • The Screening instrument (PHQ-2) is a good aid for depression diagnosis
  • The PHQ-2 helps to identify women in need of further assessment

Perceived helpfulness
  • Screening helped to specifically 
talk about depression symptoms
  • The screening questions helped 
their providers identify the problem 
and provide useful treatment

Challenges and difficulties with using the screening tool
  • Language and need to explain to participants
  • Cultural sensitivity in discussing “negative” feelings/emotions
  • Reluctance of the women to admit to depression symptoms



Page 8 of 11Oladeji et al. BMC Primary Care           (2025) 26:35 

“They usually want to avoid answering that ques-
tion 2. They believe the question is too negative and 
so they answer no to it. It is after we press further 
that we realise that their answers were actually ‘yes’ 
to the question and not ‘no’.” (52-year-old, Chief 
CHEW).

Participant interviews
A total of 22 study participants were interviewed, their 
ages ranged from 21 to 43 years.

The major themes that emerged were:
All participants interviewed felt the questions were 

useful and described the PHQ-2 as “useful”, “helpful”, 
“important”, and “good”. They thought that the introduc-
tion of the screening was a good idea and something that 
should be available to all pregnant women.

“It’s a good idea. If they did not ask such questions, 
they will not be able to help the patient.….they know 
what to do when you share your feelings with them.” 
(20-25-year-old, hairdresser):
“This will help them to know what to do and how to 
go about it. I believe they are serving their purpose 
and are very useful” (30-35-year-old, trader).

Perceived helpfulness of screening
The PHQ-2 screening enabled them to specifically voice 
out their symptoms.

“Most people with depression do not speak out 
even when in the presence of people who can help 
them. But when questions like these are asked, they 
are able to talk especially when done privately.” 
(25-30-year-old tailor).
“They create the opportunity to share your feelings 
with people who are ready to listen” (20-25-year-old 
trader).
“It has good effects on the pregnant women when 
asked. It creates an atmosphere for pregnant 
women with depression to voice out their problems.” 
(30-35-year-old, teacher).

The screening questions helped the PHCWs identify the 
problem and offer appropriate intervention

“Those questions help them to know what we are 
passing through and to know the right treatment to 
administer.” (20-25-year-old Tailor).
“It is through these questions that they will know 
about our health status and our depression state.” 
(20-25-year-old, Tailor).

“With the questions, you get to share your problems 
and experience with them and that will give them 
the knowledge to be able to help you.” (30-35-year-
old hairdresser).

Discussion
This study is novel in providing a systematic exploration 
of the factors that could improve the detection of peri-
natal depression by non-physician PHCWs who are the 
usual frontline providers of maternal and child healthcare 
in most low- and middle-income countries. Our findings 
show that even though training appreciably improved 
the rate of detection of perinatal depression by non-
physician primary healthcare workers, detection rates 
were still low. Our study demonstrated the incremental 
gains in identification rates with additional training and 
clinical support strategies. Thus, while the detection rate 
was 1.4% prior to training, after a single training ses-
sion, without the introduction of screening, detection 
improved about threefold to 4.3%; whereas with addi-
tion of routine screening it improved almost eightfold to 
11%. When monthly structured supportive supervision 
visits were implemented, detection rose from 4.3 to 7.6%. 
The highest detection rate of 40% was obtained when 
PHCWs, in addition to screening, received a refresher 
training along with structured supportive supervision.

Our study supports findings from other studies that 
non-detection of perinatal depression by clinicians who 
provide care to women in the perinatal period is an 
important barrier to receiving treatment [11]. The detec-
tion gap is evident even in studies conducted in high 
resource settings where frontline maternal care clinicians 
have a higher level of education, and are more likely to be 
physicians or specialists (family physicians, obstetricians 
and paediatricians) [35]. A study of the records of general 
practitioners in the United Kingdom found that between 
of 31–46% of perinatal depression cases were missed 
[12]. In another study of obstetrics/ gynecology providers 
who provide primary care for women of childbearing age 
in the USA, only 41% of the women who screened posi-
tive for anxiety or depressive symptoms had any docu-
mentation of psychiatric symptoms or diagnoses in their 
medical records [11]. It is therefore clear that introducing 
measures aimed at improving identification of perinatal 
depression is an important step in improving detection 
and, consequently, closing the treatment gap [15].

One such measure is the introduction of routine 
screening along with guidelines for its implementation. 
Screening helps with early detection and the prevents 
the emergence of severe symptoms. Screening has been 
shown to be generally acceptable to perinatal women 
and health professionals [36]. A study in South Africa 
reported that up to 95% of women offered screening for 
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perinatal depression agreed to be screened [37]. Our 
findings support the feasibility, acceptability and the 
utility of a brief screening instrument to improve detec-
tion in primary maternal and child healthcare services. 
The rates of detection of perinatal depression in clinics 
where the PHQ-2 was routinely used by primary health-
care workers to screen women presenting to antenatal 
services was significantly higher than in the clinics where 
routine screening was not carried out. The primary 
healthcare workers found the PHQ-2 easy to administer 
in the context of their busy schedules to identify women 
in need of further assessment. Similar findings have 
been documented on the feasibility and acceptability of 
screening with a brief instrument by midwives in Malawi 
[22].

A review of the literature from the member countries of 
the Organisation for Economic Co-operation and Devel-
opment (OECD) on screening and screening guidelines 
revealed that while most publications generally endorsed 
screening for perinatal depression, there were variations 
within and between countries on the timing, frequency, 
screening tool and the responsible healthcare provider 
[14]. While early screening and intervention is known to 
help alleviate some of the negative outcomes of perinatal 
depression on maternal and child health, reports suggest 
that even with policies and guidelines in place screening 
rates are about 40% [10, 18]. The low rates of screening 
and detection have been attributed to both provider and 
patient factors. Provider factors include lack of profes-
sional education and training, lack of reimbursement 
for this service, lack of knowledge about treating men-
tal disorders in pregnant and lactating women, concerns 
about incorporating screening into the daily workflow 
and the extra time needed to assist patients in distress 
[38]. Patient factors center around shame, stigma and 
fear of having their child removed from their care [18, 
39]. In the current study, a comparison of women whose 
depression was detected to those whose depression was 
not, showed that depression severity was the main factor 
associated with the identification of perinatal depression 
by primary healthcare workers. It is likely that the emo-
tional distress and disability associated with the severity 
of symptoms make participants more willing to disclose 
their symptoms.

The importance of providing supportive supervision 
for non-specialist providers in the context of task-sharing 
was further supported by our findings. Supportive super-
vision is known to improve provider competence and 
fidelity to treatment guidelines. A trial of supervision on 
healthcare worker performance in Zimbabwe reported 
improvements in drug stock management and adher-
ence to standard treatment guidelines in facilities where 
health workers received supervision compared to those 
not supervised [40].

The results of this study should be interpreted in the 
context of its limitations. While the screening tool (the 
PHQ-2) was made available to the PHCWs and they 
were expected to screen all pregnant women register-
ing for antenatal care, we know that in practice not all 
the women would have had the screening tool adminis-
tered to them. A major limitation of our study was that 
we were unable to document the number of women who 
were actually screened with the PHQ-2. While screening 
did improve rates of identification, we cannot comment 
on whether this can be improved further by increasing 
the rate of screening. We also do not have information 
on differences in the rate of identification of perinatal 
depression by different cadres and categories of PHCWs 
(nurses versus community health extension workers) 
especially considering that their basic training, qualifica-
tions and years of experience differ. This is worth explor-
ing in future studies.

Introducing measures aimed at improving the detec-
tion of perinatal depression by frontline healthcare work-
ers who provide care for women in the perinatal period is 
important in reducing the treatment gap for and the neg-
ative consequences of perinatal depression. In addition 
to improving the knowledge and skills of non-physician 
primary healthcare workers to diagnose and treat the 
condition, the introduction of universal screening (with 
a brief tool) combined with supervision and support are 
important strategies in efforts aimed at improving the 
competence of these frontline providers and increasing 
the reach of interventions to mothers with depression.
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