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Abstract
Background
The disproportionately high burden of mental disorders in low- and middle-income countries, coupled with the overwhelming lack of resources, requires an innovative approach to intervention and response. This study evaluated the feasibility of delivering a maternal mental health service in a severely-resource constrained setting as part of routine service delivery.

Methods
This exploratory feasibility study was undertaken at two health facilities in Afghanistan that did not have specialist mental health workers. Women who had given birth in the past 12 months were screened for depressive symptoms with the PHQ9 and invited to participate in a psychological intervention which was offered through an infant feeding scheme.

Results
Of the 215 women screened, 131 (60.9%) met the PHQ9 criteria for referral to the intervention. The screening prevalence of postnatal depression was 61%, using a PHQ9 cut-off score of 12. Additionally, 29% of women registered as suicidal on the PHQ9. Several demographic and psychosocial variables were associated with depressive symptoms in this sample, including nutritional status of the infant, anxiety symptoms, vegetative and mood symptoms, marital difficulties, intimate partner violence, social isolation, acute stress and experience of trauma. Of the 47 (65%) women who attended all six sessions of the intervention, all had significantly decreased PHQ9 scores post-intervention.

Conclusion
In poorly resourced environments, where the prevalence of postnatal depression is high, a shift in response from specialist-based to primary health care-level intervention may be a viable way to provide maternal mental health care. It is recommended that such programmes also consider home-visiting components and be integrated into existing infant and child health programmes. Manualised, evidence-based psychological interventions, delivered by non-specialist health workers, can improve outcomes where resources are scarce.

The original version of this article was revised: In the original version, the surname of the fifth author name was published incorrectly. The author name was corrected.
A correction to this article is available online at https://​doi.​org/​10.​1186/​s13033-020-00418-y.
Background
Approximately 4.4% of the world’s population suffer from depression and prevalence is increasing [1]. The highest proportion (more than 70%) of mental disorder lies in low- and middle-income countries (LMICs), where the treatment gap (the difference between the number of people who need care and those who receive care) for mental disorders is estimated to be between 76 and 85% [2]. Globally, 78% of deaths by suicide occur in LMICs [1]. In LMICs that have experienced conflict in the past two decades, a recent systematic review and meta-analysis found that the prevalence of mental disorders was 22%, substantially elevated above global prevalence estimates [3].
Key determinants of mental disorders include poverty, income inequality, interpersonal and collective violence, and forced migration [4]. Social determinants include demographic, environmental, sociocultural and socioeconomic factors. Women living in poverty, extreme adversity and facing multiple threats are most vulnerable [5, 6]. During the perinatal period, mental disorders may have significant deleterious effects on women and their children. Importantly, the prevalence rate of depression during this period for mothers in LMICs is substantially higher than the 10–13%, reported in HICs [7]. High rates of untreated maternal mental disorders coupled with adverse socioeconomic conditions contribute to poor maternal health, reduced maternal functioning, and compromised child health and development outcomes [8]. Maternal depression is associated with maternal morbidity, mortality and disability [9], and there are well-documented, negative outcomes for the psychosocial, cognitive, and socioeconomic development of offspring [10]. The low detection and treatment rate of perinatal mental disorders in LMICs may be mitigated by the integration of routine screening into primary care maternity and infant services.
A major factor affecting mental health service provision and uptake in LMICs is the overwhelming lack of resources. An initial step in the provision of services is mental health screening. Screening may be employed as a strategy for improving detection, for treatment referral or for allocation of resources in settings where mental health services are scarce [11]. Appropriate screening instruments can be used for either initial screening or for case-finding and may then be followed up with a more in-depth, time-intensive diagnostic enquiry [8]. For routine screening, the outcomes of over-diagnosis or under-diagnosis (as determined by sensitivity and specificity) require careful consideration. High sensitivity may result in over-diagnosis, as large numbers of people will be identified as requiring treatment, and potentially overwhelm an already overburdened health system. Also, where tools have not been culturally adapted this may lead to over or under diagnosis [9]. In addition, where limited services are available false-positive referrals will result in unnecessary exertion of resources [8].
There is robust evidence that perinatal depression and other common mental disorders can be effectively managed with psychological treatments. In LMICs, where access to mental health specialists is limited, evidence-based interventions delivered by non-mental health specialists, can improve outcomes for women with postnatal depression (PND) [12]. There are various manualised, short-term psychological interventions that have been developed in LMICs, which have a good evidence base in treating common perinatal mental disorders (CPMD). Based on Cognitive Behavioural Therapy, the Thinking Healthy Programme (THP) is one such intervention that has demonstrated successful treatment of CPMD [13, 14].
Maternal mental health in Afghanistan
Afghanistan is one of the poorest countries globally, ranking second to last in the UN’s Human Development Index [10]. Nearly half (42%) of the population live below the poverty line [15] and there are high levels of food insecurity, hunger and undernutrition [16]. Despite an increase in the number of health facilities, midwives, community health workers (CHWs) and services available for pregnant women, new mothers and their infants [17], the percentage of unattended births remains high [18]. In 2015, only half of all births in the country were attended by a health professional [19].
In the light of these high levels of poverty, lack of autonomy, high rates of violence, and assaults on physical health, mental health problems are nearly twice as common amongst women [20]. Mental and behavioural disorders are the largest contributors to the number of years lived with disability (YLD), accounting for 22.7% of all YLD [21]. Depression is the most common of the mental health challenges [22] with the highest YLD (3.7%) and is about twice as common among women, compared to men [23]. Mental health legislation was introduced as early as 1987, but only recently has treatment coverage become a practical priority [24]. In general, mental health data for the country remain scant [24], and although a handful of studies have consistently found high rates of depression and anxiety amongst women [25, 26], mental health services are lacking. Furthermore, women’s ability to access health care is compromised by factors such as upholding family’s honour leading women to conceal mental health problems and failing to seek care. Further, social support networks for women may be limited, given the extreme limitations on their mobility and autonomy.
The aim of this study was to evaluate the feasibility of delivering a maternal mental health service in a severely-resource constrained setting as a part of routine service delivery with non-specialist health workers. This included training primary-level health workers to screen postpartum women for depression and to deliver appropriate treatment to those who are screened positive.
Methods
Design
The study was an exploratory feasibility study.
Setting
The study was undertaken at two health facilities in the Parwan Province of Afghanistan: the Gul-Bahar Basic Health Center and the Sar-e-House Comprehensive Health Clinic.
Study population
The study targeted women who had delivered a child within the last 12 months. Inclusion criteria were age (participants had to be over 18 years of age), and ability and willingness to provide informed consent. Participants also had to be fluent in Dari and to have the time and ability to complete the full interviews and participate in the intervention.
Sampling strategy
All women who presented at either health facility and who had given birth within the past 12 months were invited to participate to be screened. Women who scored above the cut-off were invited to participate in the Thinking Healthy intervention.
Measures
The PHQ-9 was used to screen women for depressive symptoms. The PHQ-9 is a nine-item depression screening tool, developed from the Primary Care Evaluation of Mental Disorders Procedure (PRIME-MD) for use in primary care settings [27, 28]. It has been tested for validity among diverse populations [29] including antenatal and postnatal women [27]. Scores are interpreted as follows: 0–4 normal, 5–9 mild depressive symptoms, 10–14 moderate depressive symptoms, > 15 moderately severe to severe depressive symptoms. Demographic, socio economic and psychosocial data was collected through self-reporting measures.
Intervention
The psychological intervention used was an adaptation of the World Health Organisation’s manual “Thinking Healthy: A manual for psychosocial management of perinatal depression”, based on Atif Rahman’s Thinking Healthy Programme. The Thinking Healthy Programme is an evidence-based intervention for perinatal depression which has been shown to reduce symptoms of depression and increase women’s functioning [13]. It follows a cognitive behavioural approach and can be adapted to suit various contexts, depending on available resources. The structure and number of sessions were adapted for the Afghan context through input from various stakeholders including doctors and nurses in the primary health care system, community members, perinatal women, representatives from the World Bank, technical experts on intervention for maternal depression from Action Against Hunger, and an external expert on maternal depression.
Study procedure
The study was implemented by Action Against Hunger (AAH). AAH is a global humanitarian and development organization that focuses on hunger and emergencies with more than 20 years of experience in Mental Health and Care Practices, including Support to Pregnant and Lactating Women and working on perinatal mental health.
Training
AAH’s master trainers trained health facility staff and Provincial Public Health Directorate staff on the Integrated Management of Acute Malnutrition (IMAM) and Infant and Young Child Feeding (IYCF), as well as the Thinking Healthy post-partum depression protocol. A six-day training on IMAM and IYCF was conducted in March and April 2019. In April 2019 a four-day training on the Thinking Healthy Intervention was conducted. A total of 10 members of staff from the Ministry of Public Health (MoPH), and two AAH supervisors were trained to screen patients, collect data and administer the intervention.
Data collection
There were ten members of staff, and two AAH supervisors who were trained to screen patients, collect data and administer the intervention. Post-intervention screening was administered following the end of the THP in order to evaluate impact. In addition to quantitative data collection, a qualitative, process evaluation was conducted in order to assess the feasibility of both the screening and the Thinking Healthy intervention.
Ethics
A standard script was used to explain the study to participants as well as assurance about confidentiality and freedom to refuse participation or withdraw from the study at any time. The study included a comprehensive Standard Operating Procedure for suicidality. Women identified at risk were referred to the doctor from the same health centre (primary care level) which referred the patients to Parwan Provincial Hospital (which had doctors and psychologists). If women refused to go the hospital (mainly because of the distance), the doctor for the local health center did the follow-up. Ethics approval for the study was granted by the Institutional Review Board of the Ministry of Public Health, Afghanistan on March 17, 2019.
Results
Between 14 April and 3 July 2019, 215 women were screened and 131 scored above the study’s PHQ-9 cut-off of 12. All 131 women agreed to participate in the Thinking Healthy intervention, but only 72 (55%) actually participated, with 47 (65%) completing all six sessions. The average age of women was 26 years, and the majority were married. Two-thirds (66%) of all women were exclusively breastfeeding and 9% of the infants met the criteria for moderate or severe acute malnutrition.
Prevalence of depressive symptoms on the PHQ9
Almost 87% of 215 women presented with some symptoms of post-partum depression (PPD) (ranging from mild to severe) using the PHQ9. See Fig. 1 below depicting the distribution of PHQ-9 scores. The percentage of women with mild depression (PHQ9 score 4–9) was 22%; moderate depression (PHQ9 score 10–14) was 20%; moderate-severe depression (PHQ9 score 15–19) was 27% and severe depression (PHQ9 score > 20) was 19%.[image: ../images/13033_2020_407_Fig1_HTML.png]
Fig. 1Distribution of PHQ-9 scores


At the recommended PHQ9 cut-point of 10 and above, 65% of women screened positive. Using this study’s cut-point of 12 and above, 61% of participants screened positive for depression. With a cut-point of 15 or above, which was also considered for this study, 46% screened positive. In this study, we decided to use a cut-point of 12 (given that the average PHQ-9 score amongst the participants was 12.9, and it also fitted within the “moderately depressed” category. The PHQ-9 standardized severity grid was used as reference. Additionally, 29% of women screened indicated positive for suicidal ideation through their answers to question 9 of the PHQ-9.
A score of [image: $$\ge$$] 5 indicates symptoms of depression ranging from 5–9 (mild), 10–14 (moderate) 15–19 (moderately severe) and > 20 (severe).
Demographic and psychosocial variables associated with depressive symptoms
Mothers of children with moderate or severe acute malnutrition were more likely to have depressive symptoms. Psychosocial factors that were significantly associated with PHQ9 scores greater than 10 were feelings of anxiety as well as vegetative and mood symptoms including fatigue, variation in appetite and sleeping, sadness and irritability. Marital dispute, intimate partner violence, isolation, trauma and acute stress were also associated with depressive symptoms, as was grief associated with experience of loss (Table 1).Table 1Demographic and psychosocial variables associated with symptoms of depression


	 	Total sample
N = 215
n (%)
	Not depressed
PHQ9 < 12
N = 84 (39%)
	Depressed
PHQ9 [image: $$\ge 12$$]
N = 131 (61%)
	p-value

	Age (average in years, SD)
	26.3 (5.4)
	25.8 (5.1)
	27.1 (5.7)
	0.055

	Exclusively breastfeeding
	86 (65)
	21 (64)
	65 (66)
	0.833

	Child malnutrition
	12 (6)
	2 (2)
	10 (10)
	0.014

	Anxiety
	84 (39)
	18 (15)
	66 (67)
	 < 0.001

	Trauma
	28 (13)
	4 (3)
	24 (24)
	 < 0.001

	Sleep disturbance
	98 (46)
	17 (15)
	81 (83)
	 < 0.001

	Fatigue
	116 (54)
	28 (24)
	88 (90)
	 < 0.001

	Variation in appetite
	104 (48)
	19 (16)
	85 (87)
	 < 0.001

	Irritability
	77 (36)
	14 (12)
	63 (64)
	 < 0.001

	Headaches
	65 (30)
	13 (11)
	52 (53)
	 < 0.001

	Subjective feeling of sadness
	93 (43)
	18 (15)
	75 (77)
	 < 0.001

	Marital dispute
	40 (19)
	7 (6)
	33 (34)
	 < 0.001

	Emotional distress
	75 (35)
	15 (13)
	60 (61)
	 < 0.001

	Self-reported postnatal depression
	124 (58)
	31 (27)
	93 (95)
	 < 0.001

	Grief/Loss
	74 (34)
	18 (15)
	56 (57)
	 < 0.001

	Intimate partner violence
	30 (14)
	6 (5)
	24 (24)
	 < 0.001

	Emotional distress of child
	67 (31)
	14 (12)
	53 (54)
	 < 0.001

	Psychosomatic complaints
	60 (28)
	12 (10)
	48 (19)
	 < 0.001

	Social isolation
	64 (30)
	13 (11)
	51 (52)
	 < 0.001

	Acute stress
	28 (13)
	4 (3)
	24 (24)
	 < 0.001




Attendance at thinking healthy sessions
Of the 131 women who scored above the PHQ-9 cut-off of 12 which was used in the study, all signed the consent letter to participate in the Thinking Healthy sessions. However, only 72 (55%) returned to participate in the first session, and this number reduced each week by between 14 and 3% until the final session, when there were 47 (31%) women in attendance. Key reasons cited for missing sessions included child illness (n = 8), religious or cultural events (n = 4), prohibition by family (n = 3) and other reasons (n = 5) respondents. Of those who responded ‘other reasons’, one was not satisfied by the quality of services, one was referred to another hospital for treatment and one claimed that staff were not present at the HF. The two remaining respondents were unable to attend due to personal issues.
Post intervention screening
All 47 women who completed all the Thinking Health Sessions were again screened with the PHQ-9 (see Fig. 2). All scores decreased by at least 6 points, with an average decrease of 13 points, and all scored below the study’s cut-off score of 12.[image: ../images/13033_2020_407_Fig2_HTML.png]
Fig. 2Comparison of PHQ-9 results before and after the THP intervention (n = 47)


Discussion
In this feasibility pilot study conducted in two health centres in Afghanistan, 87% of post-partum women screened with the PHQ9 presented with symptoms of depression. From these data, it is apparent that the overwhelming majority of women experience mental distress, indicative of chronic, sub-optimal maternal mental health. Such a high prevalence presents a significant public health concern and has important implications for maternal and child health interventions. Previously published research confirms that maternal mental illness predicts unfavourable outcomes for children’s physical and psychological development [30, 31]. Targeting maternal mental health has previously been identified as an effective way to mitigate the unfavourable impact of social adversity on child health and development [32]. Without simultaneously addressing maternal mental health, the outcomes of interventions designed to improve child nutrition may be jeopardised. Despite the scant literature published from post-conflict zones, there is enough evidence to confirm that women face an increased risk for CPMD and that maternal mental health should be prioritized and integrated into maternal and child health policy and practice. In order to address the wide gap between those requiring and those receiving treatment, the intervention approach needs to shift from facility-based screening and treatment to a community-based, universally applied public health campaign, that includes prevention and promotion components.
In many approaches, screening forms the first part of a stepped-care intervention [33]. This works well in areas that have sufficient resources and an established referral protocol. However, where there is extremely high prevalence coupled with poor health infrastructure, screening for case-finding may result in “positive” cases flooding a fragile, under-resourced health care system [11, 34]. In this study, for example, the majority of women screened (87%) were experiencing high levels of distress. Of course, it is possible that the tool was too sensitive and that it is not appropriate for use in this context. Another consideration is that screening tools which have been developed according to psychiatric diagnostic categories are limited (are not valid or reliable) in fully describing the complexity and multi-dimensional presentation of mental disorders [35].
One strategy would be to increase the cut-point for referral, a large proportion of women who are symptomatic/ moderately depressed would then be excluded. And leaving symptomatic women without care or treatment would ultimately be counterproductive. One way to address this is to deliver preventing and promotive mental health intervention at community level, applied universally to all perinatal women. The Thinking Healthy Intervention is designed for universal delivery providing women with problem solving skills, input about accessing more social support, and behavioural activation—life skills that are of value across health issues and concerns.
Where there are large numbers of women who are symptomatic, the universal intervention approach allows for the greatest coverage of the population, making optimal use of scarce resources. Having said this only three patients (out of 62 identified to be referred) were successfully referred due to situational barriers. Ensuring follow up after screening is a key health system issue in fragile and low resource settings.
There are multiple challenges surrounding the successful implementation of mental health interventions in post-conflict zones. Public health systems, if operational, are faced with competing health-care priorities often accompanied by severely constrained resources [36]. Scaling up interventions and increasing coverage of the population may require partnership with non-governmental and humanitarian organisations. Where there has been a breakdown of government and institutional infrastructure and services, such entities may provide the only resources for care. The results from this study demonstrate that collaboration between public services and iNGOs may allow for greater accessibility to mental health services for those who need them the most by bringing resources to areas where few to none exist.
Another key aspect that also emerged from this study is that there are multiple barriers for women to access mental health care. These barriers may be structural or cultural or both [27]. When mental health interventions are delivered at health facilities, the most vulnerable women may not be able to access care or attend scheduled appointments. They may be prohibited by family members, have financial constraints, or encounter community-based violence or armed conflict. Involving husbands and family members from the start may mitigate some of these barriers. Women’s movement may be controlled by male figures in their household and they may not have access to mobile phones [28]. Where there are strict religious rules and observations, women may be prohibited from freely accessing health care. Therefore, the design of an intervention in such settings needs to consider these constraints and anticipate flexible strategies to deliver maternal mental health care may be required. Delivering screening and counselling in the community should be considered but this might be difficult to establish and for women to access. Home delivery and/or targeting key women leaders in the community may also be an important avenue to explore remaining mindful of cultural and societal norms. Caution needs to be exercised in this regard however due to lack of privacy and confidentiality in the home and could possibly evoke or exacerbate violence against women.
Community-level engagement with all key stakeholder is essential. Increasing community and household awareness around maternal mental health could remove some of the barriers faced by women when seeking help, as well as assist in preventing mental health difficulties from arising. In Afghanistan, for example, it was suggested that initial sensitization sessions could be established at the community level through community “health shuras”, and family health action groups. Information provided to these community level structures could then be disseminated throughout community groups. Alternative ways of reaching women and families could also be considered, for example through radio and social media.
This study demonstrates that THP is a feasible intervention for women in Afghanistan:	While this study was only a pilot study it appears to show promise in this context with women who participating showing a marked reduction in depressive symptoms;

	The THP appears to be adaptable—the number of sessions was reduced to six and could be integrated into post-partum and infant nutrition programmes or other public health approaches in order to reach more women;

	A core component of the THP is community and household level engagement which may help to address some of the major barriers to women accessing mental health care.




Limitations
There are limitations of this study that need to be acknowledged. Firstly, the use of self-report measures to collect psychosocial and demographic data may have produced data that could not be verified or that was subject to recall-bias. Secondly, the high drop-out rate of women who participated in the study greatly reduced the sample size for the intervention. Also, as the study was facility-based it is difficult to generalise the findings to other settings in Afghanistan.
Recommendations
A number of recommendations are clear from this research:	1.While the results of this study are promising, further research is needed to establish the extent to which the THP could be offered universally at community level in Afghanistan. This would raise awareness and normalize mental health in the community, hopefully reduce stigma and increase receptiveness to mental health care;

 

	2.There is compelling evidence for the use of the THP by home visitors in Pakistan and other low income countries, but more research is needed in Afghanistan.

 

	3.A universal approach would strengthen potential support for women at all levels. Context needs to be carefully assessed, and based on this, women requiring specific follow-up can be identified and, depending on available context and resources, either participate in one- on-one follow up at the household level, or group sessions at the health facility, or in the case of women that have suicidal risks or severe depression, referred to specialised services;

 

	4.Providing care during the antenatal period may prevent the onset of postpartum mental health problems and have a positive impact on perinatal outcomes, on maternal health and on child health and development. There is overwhelming evidence that postpartum depression is in most cases preceded by antenatal depression and anxiety [29].

 




Conclusion
Given the large numbers of women experiencing perinatal depression, there is an urgent need to provide appropriate and feasible treatment protocols. With few resources available for mental health care, the focus of intervention must shift from a predominant facility-based, clinical service provision to a broader approach. Community-level programmes that include prevention activities, campaigns and home visits according to the context, and that are integrated into existing infant and child health programmes may be a first step in the successful implementation of scalable mental health interventions.
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