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Abstract 

 

Background 

Postpartum mental health (PPMH) remains  a neglected aspect of maternal care within South 

Africa's primary health care system. This neglect is especially evident in peri-urban areas where 

overburdened community health centres (CHCs) often lack the capacity to offer mental health 

support. Although national policy acknowledges the importance of maternal mental health , 

postpartum women continue to  face significant barriers in accessing care. These challenges  

extend beyond resource limitations,  and include stigma, inconsistent screening practices, and 

sociocultural  norms that minimise emotional distress. As a result,  symptoms of depression, 

anxiety, or trauma frequently go undetected in settings that prioritise physical health. Existing 

research has largely overlooked the complex multilevel factors shaping access to PPMH care. 

This study  addresses this gap by examining the determinants of  access to postpartum mental 

health services (PPMHS) at a peri-urban CHC in Gauteng Province in South Africa.  

 

Methodology 

The study employed a qualitative exploratory case study design grounded in a constructivist 

paradigm. The socio ecological model (SEM) provided a guiding framework  to explore the  

multi-level determinants of access to PPMHS at the CHC across five levels: individual, 

interpersonal, organisational, community, and societal. Semi structured interviews were 

conducted with ten postpartum women (within six months of delivery)  attending postnatal care 

at the CHC, as well as eight healthcare providers directly involved in maternal care. 

Participants were selected through purposive sampling to ensure depth and relevance of 

insights. Data were transcribed verbatim and analysed using abductive thematic analysis 

(ATA), which allowed for the integration of both data-driven themes and SEM-informed 

theoretical constructs. Ethical approval was obtained with all participants providing informed 

consent. Confidentiality and respectful engagement were upheld throughout the research 

process. 
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Findings 

The study identified a range of interrelated barriers and facilitators to accessing PPMHS across 

all five levels of the  SEM. At the individual level, limited awareness of PPMH and internalised 

stigma  discouraged help-seeking. In contrast, exposure to mental health education and trauma-

informed care provided by healthcare providers facilitated service use. At the interpersonal 

level, emotional support from family members and partners played an instrumental role in 

enabling access to care. Conversely, the absence of such support posed a significant barrier. At 

the organisational level, systemic issues such as inconsistent screening practices, staff 

shortages, a lack of provider training in mental health, and the absence of mental health 

integration into routine postnatal care hindered access to PPHM services. However, access was 

supported by the availability of trained mental health professionals and  proactive referral 

efforts by some healthcare providers. At the community level, entrenched cultural stigma, by 

rigid gender roles, and religious belief surrounding emotional distress inhibited disclosure and 

care seeking, yet respectful treatment and the use of culturally sensitive practices by healthcare 

providers improved acceptability of mental health services. At the societal level, limited 

involvement of frontline providers in policymaking and the absence of structured PPMH 

monitoring mechanisms weakened implementation of PPMHS at the CHC. 

 

Conclusion 

The study highlights the complex, layered factors that shape access to PPMH care at the CHC. 

Addressing these challenges requires a coordinated, multilevel response. Priorities should 

include strengthening mental health literacy among women and families, enabling family 

support, augmenting provider capacity through training, and incorporating culturally 

responsive care into routine care services at the CHC. It is also important to have meaningful 

involvement of frontline healthcare providers in policy development and the establishment of 

quantifiable implementation strategies. A context-sensitive and integrated approach to 

implementing PPMHs has the potential to strengthen maternal mental health outcomes and 

ensure that primary healthcare services are more responsive to the needs of postpartum women. 

Key Words: Postpartum Mental Health, Socio-Ecological Model, Community Health Centre, 

Postpartum Period, Postpartum women, Healthcare Provider. 
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Definitions of Key Concepts 

 

Mental Health Disorder: 

A Mental disorder refers to a clinically significant disturbance in an individual's cognition, 

emotional regulation, or behaviour (American Psychiatric Association, 2013). Such 

disturbances reflect a substantial impairment in the psychological, biological, or developmental 

processes underlying mental functioning (World Health Organization (WHO, 2022). These 

disorders are usually associated with significant distress or disability in social, occupational, 

or other critical areas of functioning (American Psychiatric Association, 2013; WHO, 2022) 

 

Peri-Urban: 

A peri-urban area is located on the outskirts of urban centres and represents a mix of urban and 

rural characteristics (Harrison, 2017). In South Africa, these areas frequently include townships 

and informal settlements, shaped historically by apartheid spatial planning (Turok, 2012; 

Marutlulle, 2022). 

 

Community Health Centre (CHC): 

A primary health care facility that receives government funding and provides various services, 

including maternal, child, and mental health care (Nteta et al., 2010). CHCs are intended to 

serve the local community and serve as the first point of entry into the public health system. 

 

Health Care Providers: 

Healthcare providers  are personnel involved in delivering health care services to patients 

(WHO, 2016). They comprise doctors, nurses, community health workers, counsellors, 

psychologists, psychiatrists, and social workers (WHO, 2016). Healthcare providers conduct 

assessment, treatment, referral and ongoing care for postpartum women with a mental health 

disorders  (O’Hara & McCabe, 2013). 

 

Mental Health Literacy: 



 

xvii 

Mental health literacy refers to knowledge and understanding of mental health disorders, 

including the ability to recognise symptoms, take appropriate steps to seek help, and understand 

treatment and management options (Jorm, 2012). Higher mental health literacy enables early 

identification of PPMDs and promotes appropriate help-seeking behaviour. 

 

Stigma: 

In the context of PPMH, stigma refers to negative attitudes, beliefs, and behaviours directed at 

mothers experiencing PPMDs (Corrigan et al., 2014). Stigma can result in social exclusion, 

shame, and reluctance to seek professional care (Thornicroft et al., 2016). 

 

Barriers to Care: 

Barriers to care are challenges that prevent individuals from accessing necessary health 

services (Penchansky & Thomas, 1981). These challenges may be physical, such as distance 

and lack of transport; financial, including the cost of travel or treatment; social, including lack 

of support; or psychological, including fear, stigma, or low awareness of mental health 

disorders (Syed et al., 2013; Field et al., 2020). 

 

Facilitators of Care: 

Facilitators of care are factors that encourage or enable access to health services, such as 

supportive family relationships, positive cultural attitudes toward care, availability of skilled 

healthcare providers, and sufficient health system resources (Andersen, 1995). These 

facilitators help promote timely recognition, help-seeking, and management of postpartum 

mental health disorders (O’Hara & McCabe, 2013). 
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CHAPTER 1 : 

INTRODUCTION 

 

1.1 Introduction 

Over the past decade, South Africa has made notable progress in improving maternal health 

outcomes through targeted policies and interventions to reduce maternal mortality and expand 

access to skilled obstetric care (Bhardwaj et al., 2018; Moodley et al., 2018). National 

frameworks such as the South African Maternal, Perinatal and Neonatal Health Policy 

(Department of Health [DoH], 2021) and the Guidelines for Maternity Care in South Africa 

(DoH, 2016) underscore the role of primary healthcare in ensuring accessible and high-quality 

antenatal, intrapartum, and postnatal care services. These services have yielded positive 

physical health outcomes for women during and after pregnancy.  

However, maternal mental health – particularly in the postpartum period – remains a 

significantly under-prioritised component of comprehensive maternal care in South Africa 

(Awini et al., 2023; Brown & Sprague, 2021; Lovero et al., 2019; Field et al., 2014; Kathree et 

al., 2014). This gap is especially evident in peri-urban areas, where historic inequities, 

persistent poverty (Sigamoney & Singh, 2023), limited public service delivery (Chiwaranana, 

2024; Phillip, 2014; Jürgens et al., 2013), and over-stretched, poorly resourced healthcare 

facilities (Sigamoney & Singh, 2023; Mataboge et al., 2016) constrain access to appropriate 

mental support services. Community Healthcare Centres (CHCs)  in these areas are often the 

first point of maternal care and are mandated to provide antenatal, obstetric, and postnatal 

services, including mental health screening and basic psychological support (DoH, 2024; 2023).  

While these responsibilities are clearly outlined in policies, CHCs and other public facilities 

often lack the funding and resources to implement them effectively, particularly in the context 

of postpartum mental health [PPMH] (Brown and Sprague, 2021; Kathree et al., 2014). As a 

result, services remain insufficient for the screening, diagnosis, and treatment of postpartum 

mental disorders [PPMDs] (Brown and Sprague, 2021; Mokwena and Masike, 2020; Kathree 

et al., 2014). In contrast, the private sector offers greater access to specialist mental healthcare, 

perpetuating the country’s two-tiered healthcare system where access to quality PPMH is 

primarily determined by socioeconomic status (Willie et al., 2024; Brown & Sprague, 2021).  
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Given these challenges, this study explores postpartum women and healthcare providers' 

perspectives on the provision and uptake of postpartum mental healthcare Services (PPMHS) 

at a CHC in the Gauteng Province. It explores the barriers and facilitators at the individual, 

interpersonal, community, and society levels. Chapter 1 introduces the postpartum period and 

associated mental health concerns, and outlines relevant policies. The chapter then presents the 

theoretical framework underpinning the study, followed by the problem statement, rationale of 

the study, and significance of the study. A summary of the research methodology follows this 

and concludes with an overview of the dissertation structure. 

 

1.2 Background to the Study 

1.2.1 Conceptualising the Postpartum Period  

The postpartum period is commonly described in biomedical literature as the first six weeks 

following childbirth during which the woman experiences significant physiological recovery 

and hormonal adjustment (Kumarasinghe et al., 2024; Kamel et al., 2014; World Health 

Organization [WHO], 2022; Romano et al, 2010). This limited timeframe may not fully capture 

early motherhood's psychological shifts and social challenges. In contrast, the broader perinatal 

period typically defined as the beginning at 28 weeks (154 days) of gestation and ending one 

week following childbirth (Tiruneh et al., 2021), has been expanded in mental health literature 

to encompass the period up to 12 months following childbirth (Palfreyman & Gazeley 2022; 

Sambrook Smith et al., 2022; Garcia & Yim, 2017). Evidence suggests that both mental and 

physical health issues often continue beyond the initial six weeks post-delivery, influenced by 

a range of lifestyle changes and complex roles that come with motherhood (Carroll et al., 2016; 

Fahey & Shenassa, 2013; Mottola, 2002). Dagher et al. (2021) assert that pregnancy and the 

first year after childbirth are important times to screen and treat depression, with depressive 

and stress symptoms often peaking during the first year after birth (Hannon et al., 2022). In 

light of such findings, the terms "postpartum" and "perinatal" are increasingly used in broader 

overlapping ways (Vogel et al., 2024; Isobel, 2023; Garcia & Yim, 2017). This study defines 

the postpartum period as extending from birth to six months post-delivery. This definition 

allows for a more inclusive understanding of maternal mental health care experiences in peri-

urban locations in South Africa, which aligns with the conceptual framework developed by 

Romano et al. (2010). 
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Romano et al. (2010) emphasise the significance of the postpartum period and its relationship 

with various psychological and physiological adaptations and difficulties experienced by 

women. They propose that the postpartum period can be meaningfully subdivided into three 

distinct phases: the immediate postpartum phase (0-12 hours), the subacute phase (2-6 weeks), 

and the delayed phase (up to 6 months) (Chauhan & Tadi, 2022; Romano et al., 2010). The 

immediate postpartum phase involves the initial adaptations after childbirth. The subacute 

phase is characterised by physical recovery and emotional adjustments, including personal 

identity shifts, and forming a bond with the baby (Hwang et al., 2022). This phase also includes 

adaptation to new social and parental roles, where maternal self-efficacy is crucial (Hwang et 

al., 2022). The delayed phase continues this process of adaptation and recovery, during which 

women remain vulnerable to PPMDs (Garapati et al., 2023; Modak et al., 2023; Meltzer-Brody 

et al., 2018; ). Understanding these stages provides important context for examining mothers’ 

mental health care experiences during the first six months postpartum. Given the vulnerability 

to psychological distress during the postpartum phases, it is crucial to understand the spectrum 

of mental health disorders, PPMDs, that may emerge in this period.  

 

1.2.2 Understanding the Spectrum of PPMDs 

PPMDs encompass a wide range of psychological conditions that may affect mothers during 

and after childbirth. These include but are not limited to depression, anxiety, eating disorders, 

and psychosis (Garapati et al., 2023; Modak et al., 2023; Meltzer-Brody et al., 2018). While 

these disorders are not individually classified in the standard diagnostic manuals such as the 

Diagnostic and Statistical Manual of Mental Disorders (DSM-5) or the International 

Classification of Diseases (ICD-10), mental health professionals commonly refer to postpartum 

depression (PPD) and postpartum psychosis (PP) as key clinical entities (Mughal & Siddiqui, 

2018; Doyle et al., 2015).  

Historically, postpartum mental disturbances were recognised as far back as the 19th century 

by Louis Victor Marcé, who offered one of the first clinical descriptions of PP (Osborne, 2018; 

Doyle et al., 2015). These disorders pose significant risks to maternal and infant well-being, 

making them a priority for research and clinical intervention (Modak et al., 2023; Saharoy et 

al., 2023; Turner & Honikman, 2016). It is crucial to distinguish PPMDs from "baby blues," a 

common transient mood disturbance that affects approximately 40% to 85% of women 

worldwide within the first week after delivery. The "baby blues" usually resolve within 10-14 
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days without intervention (Gruszczynska-Sinczak et al., 2023; McKelvey & Espelin, 2018; Rai 

et al., 2015). While usually mild, prolonged symptoms can have serious ramifications for 

maternal mental health, underscoring the need for early monitoring (Rai et al., 2015).  

Among PPMDs, PPD is the most prevalent and typically emerges within 12 months of giving 

birth (Liu et al., 2022; Batt et al., 2020). PPD is characterised by pervasive sadness, 

hopelessness, guilt, and diminished interest in daily activities (Dennis et al., 2024). Mothers 

may also struggle with bonding with an infant (Saharoy et al., 2023; Mughal & Siddiqui, 2018) 

and experience somatic symptoms such as appetite or sleep changes (either increased or 

decreased), fatigue, difficulty concentrating, headaches or stomach aches, and in severe cases, 

thoughts of self-harm or harm to the baby (Urizar & Munoz, 2022; Anjum, 2019; Mughal & 

Siddiqui, 2018). Another primary concern in PPMH is anxiety disorders, which often co-occur 

with PPD (Petty, 2022; Phoebe et al., 2022). Symptoms may include excessive worry, 

restlessness, feeling agitated, sleep disturbance, intrusive thoughts and physical symptoms like 

muscle tension (Bandelow et al., 2023; Mishra et al., 2023; Chand & Marwaha, 2022; Petty, 

2022; Phoebe et al., 2022). Unlike general anxiety, postpartum anxiety may centre on fears 

related to infant health, parenting or the mother’s ability to care for the child (Anniverno et al., 

2013). 

In some cases, mothers may experience Postpartum Post-Traumatic Stress Disorder (PPTSD), 

often triggered by traumatic childbirth experiences (Horsch et al., 2024; Milosavljevic et al., 

2024; Ahsan et al., 2023). Key symptoms include intrusive memories, emotional numbing, 

avoidance of childbirth-related reminders, and heightened arousal (Thiel et al., 2018; Schwab 

et al., 2012). This condition may surface abruptly within a few days or weeks after giving birth 

(Rai et al., 2015). Furthermore, postpartum psychosis (PP) is a more severe and rare form of 

PPMD with onset usually occurring within the first two weeks postpartum (Reilly et al., 2023; 

VanderKruik et al., 2017; Rai et al., 2015). The condition is characterised by symptoms 

including paranoia, delusions of grandeur, rapid mood swings, cognitive disruption, and 

disorganised behaviour (Lavanya et al., 2019; Doyle et al., 2015). Taken together, these 

conditions illustrate the diversity and complexity of maternal mental health challenges during 

the postpartum period. Crucially, they also contribute to the growing global burden of mental 

health problems as PPMDs are frequently under-detected and inadequately managed, 

particularly in low- and middle-income countries (Freeman, 2022; Mascayano et al., 2015). 

The following section explores the magnitude of this burden, focusing on global prevalence 

estimates and disparities, with particular attention to low- and middle-income (LMIC) contexts. 
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1.2.3 The Burden of Mental Health Problems and PPMDs  

Mental disorders constitute a significant global health burden, with rising prevalence rates and 

significant geographical disparities (GBD 2019 Mental Disorders Collaborators, 2022; ). In 

2019, an estimated 970 million individuals – equivalent to 12.5% of the world's population – 

were affected by a mental disorder, with depression and anxiety disorders being the most 

prominent conditions (WHO, 2022). The global burden of mental disorders continues to 

increase, with depressive disorders ranking among the leading causes of disability-adjusted life 

years (DALYs) (GBD 2019 Mental Disorders Collaborators, 2022). PPMDs account for a 

substantial portion of this burden (Hahn-Holbrook et al., 2018). Globally, approximately 17.7% 

of women experience postpartum depression, with prevalence rates varying across regions 

(Hahn-Holbrook et al., 2018). Despite the magnitude of this problem, PPMDs remain 

significantly underdiagnosed and undertreated in most regions of the world (Wilson et al., 2024; 

Priyadarshini et al., 2023). 

The burden of mental health disorders is disproportionately concentrated in LMICs, where 

mental disorders account for 19.1% of DALYs (Rathod et al., 2017). Contributing factors 

include fragile healthcare infrastructure, economic volatility, and sociocultural factors that 

hinder access to care (Nadkarni et al., 2024; Rathod et al., 2017). Alarmingly, over 75% of 

individuals in LMICs who require mental healthcare do not receive it, perpetuating the 

escalating mental health crisis (Freeman, 2022; Mascayano et al., 2015). Mental healthcare 

remains inaccessible mainly in many LMICs due to a severe shortage of mental health 

professionals, weak integration of mental services into primary care, and cultural stigma 

surrounding mental illness (Patel et al., 2018). For example, Nigeria faces a critical shortage 

with only 250 psychiatrists serving a population of 200 million people (Fadele et al., 2024). 

The shortage of healthcare providers and widespread societal stigma worsen the already 

compromised access to care for those who have severe mental illness (Fadele et al., 2024). 

Similarly, Bangladesh, home to more than 160 million people, has just 500 psychiatrists and 

270 psychologists, most of whom are concentrated in urban centres, leaving a large part of the 

population without adequate mental health services (Hasan et al., 2022). 

With rates of at least 17%, prevalence of PPMDs is significantly higher in LMICs compared 

to high-income countries, where reported prevalence is 13% (Wang et al., 2021). In Ethiopia, 

for instance, PPD affects 22.08% of women, with key risk factors including food insecurity, 
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intimate partner violence (IPV), and a lack of antenatal mental health screening (Zeleke et al., 

2021). In Brazil, 40% of women reported experiencing their first depressive episode 

postpartum, with low socio-economic status, low educational attainment, and pregnancy-

related behaviours such as smoking identified as significant contributors (Santana et al., 2021). 

These disparities underscore the intersectionality of socio-economic, cultural, and health 

system determinants in shaping PPMDs in LMICs.  

Despite these challenges, some countries have made notable progress. Rwanda, for instance, 

has improved access to mental health care services through decentralising services to rural 

districts and integrating mental health services into primary health care systems 

(Nsanzabaganwa et al., 2024). Furthermore, the use of trained community health workers 

(CHWs) in screening mental illness and electronic health technology has also helped to reduce 

stigma and expand service coverage in under-resourced areas (Nsanzabaganwa et al., 2024). 

These advances highlight the value of contextually tailored approaches and the importance of 

ongoing region-specific research to address structural determinants of PPMH. 

In Sub-Saharan Africa, mental health disorders contribute to approximately 10% of the total 

disease burden (Fekadu et al., 2017). However, accurate estimation of the full magnitude of 

this burden is still a challenge, due to limited epidemiological data, inconsistent diagnostic 

tools and a lack of standardised mental health assessments (Gbadamosi et al., 2022; Duthé et 

al., 2016). This issue is compounded in South Africa by a complex interplay of socioeconomic 

inequality, historical injustices, and structural barriers (Jack et al., 2014). Nearly one in every 

three South Africans experiences a mental disorder at some point during their lifetime, yet 

access to mental health services is severely limited (Meyer et al., 2019; Jack et al., 2014). 

Docrat et al. (2019) estimated a treatment gap of 92% in the public mental health system, with 

86% of the mental health budget allocated to inpatient care and only 8% to primary mental 

healthcare. 

PPMDs are particularly relevant in the broader mental health context in South Africa. National 

estimates suggest between 35% and 47% of women experience some form of PPMD, well 

above global averages of 10% and 19.8% (Brown et al., 2020; Hung et al., 2014). In peri-urban 

settlements, PPD affects between 16.4% and 39% of women (Kathree et al., 2014). The high 

prevalence rates demand specialised interventions and robust support systems. Left untreated, 

PPMDs carry significant implications for maternal well-being, infant development, maternal-

infant bonding, and overall stability of the family. The following section examines the 

multifaceted outcomes associated with untreated PPMDs. 
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1.2.4 Outcomes of Untreated PPMDs  

The effects of untreated PPMDs profoundly impact short-term and long-term health outcomes 

(Mokwena, 2021; Slomian et al., 2019). Among mothers, having untreated PPMDs is 

associated with significant functional impairments, including self-neglect, sleep and appetite 

disturbances, and a decline in executive function. These deficits compromise a mother's ability 

to care for herself and her infant (Stewart & Vigod, 2019; Slomian et al., 2019; DeBattista, 

2005). Furthermore, cognitive deficits associated with PPMDs, such as decision-making and 

attention, can compromise maternal sensitivity, exacerbating difficulties in infant care (McNab 

et al., 2022; Stewart & Vigod, 2019). Also, suicidal thoughts and tendencies toward self-harm 

signal the severity of untreated PPMDs, with suicide being a documented cause of maternal 

death in some settings (De Backer et al., 2024; Bright et al., 2022; Shi et al., 2018).  

The repercussions of untreated PPMDs also extend to infant health and development. These 

disorders can disrupt early mother-infant bonding and the formation of secure attachment 

relationships (Goodman, 2019; Murray et al., 2014). Infants exposed to maternal depression or 

anxiety may experience changes in stress response, reduced social interaction, and impaired 

emotional regulation (Aktar et al., 2019; Bernard-Bonnin, 2004). Longitudinal research 

suggests that these early disturbances heighten vulnerability to later psychological disorders, 

such as depression, anxiety, and attention disorders (Slomian et al., 2019). Moreover, a strong 

link exists between maternal mental health and infant nutritional outcomes. PPMDs affect both 

the initiation and continuation of lactation, increasing the risk of malnutrition and stunting 

(Saharoy et al., 2023; Anato et al., 2020). While some evidence indicates that pharmacological 

treatments for PPMDs may impact breastfeeding, the potential harm to infant health from 

untreated PPMDs is far greater. Therefore, a balanced, evidence-based treatment approach is 

essential (Saharoy et al., 2023). 

Untreated PPMDs can also affect family relationships. They may contribute to interpersonal 

conflict and emotional distance between partners (Battle et al., 2021; Slomian et al., 2019). 

Fathers may feel incompetent and powerless in fulfilling their caregiving needs and supporting 

their partners (Battle et al., 2021). Over time, these tensions may erode intimacy and trust, 

highlighting the broader relational impact of PPMDs (Slomian et al., 2019). 

Beyond health and relational effects, PPMDs also carry significant economic implications. 

Bauer et al. (2022) emphasise that alleviating the burden of PPMDs in South Africa requires 

substantial financial investment, both in terms of expanding mental health services and 
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addressing the cost associated with untreated PPMDs. Loss of productivity arises from both 

maternal absenteeism and the long-term developmental impacts on children, which may 

perpetuate cycles of disadvantage (Bauer et al., 2022). These economic costs are especially 

acute in low-income communities, where poor access to healthcare exacerbates existing 

disparities (Meyer et al., 2019). Addressing these challenges calls for context-specific policies 

that integrate specific maternal mental health needs into primary healthcare services. Both 

international and national frameworks have been introduced to support this agenda, 

emphasising early detection and comprehensive care for affected mothers. 

 

1.2.5 Overview of Global and Local Policies and Frameworks Linked to Maternal 

Mental Health 

Sustainable Development Goals (SDGs) – a set of 17 global objectives adopted by the United 

Nations as part of the 2030 Agenda for Sustainable Development – offer a comprehensive 

framework for promoting equity, health, environmental sustainability, and peace (Arora & 

Mishra, 2019; Colglazier, 2015). Among the priorities of the SDGs is the commitment to 

improving the health and well-being of all people (Mahlatsi, 2021; Boldosser-Boesch et al., 

2017; Chapman, 2016). Maternal health, mental health, and gender equality are explicitly 

recognised within this agenda (Lund et al., 2018; Manandhar et al., 2018).  

SDG 3 seeks to decrease maternal mortality and improve mental health, directly linking with 

PPMH concerns (Handa et al., 2024; Vlassoff, 2019). Similarly, SDG 5 addresses gender 

inequality by targeting the root causes of discrimination and violence against women, factors 

strongly associated with poor maternal mental health (Sharma, 2023; Vlassoff, 2019). 

Additionally, SDG 10 encourages including marginalised communities to reduce health 

disparities (Bhandari, 2024). Socio-economic and gender-related factors continue to limit 

women’s access to mental health care, particularly in low-resource settings (Bhandari, 2024). 

In this regard, the SDGs call for health systems to be reoriented to address all people's physical 

and mental health needs, with particular attention to the well-being of vulnerable women (Lund 

et al., 2018; Manandhar et al., 2018). 

Universal Health Coverage (UHC) is aligned to the SDGs, which seek to ensure equitable 

access to quality health services – including mental health care – without financial hardship 

(Kiendrébéogo et al., 2020; Fusheini & Eyles, 2016). As a fundamental component of the 2030 

SDG agenda, UHC emphasises reducing financial and systemic barriers to care, especially for 
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under-resourced mental health care services (Rahman et al., 2022; Hanlon et al., 2019). While 

countries like Ghana and South Africa have made strides toward implementing UHC, persistent 

challenges remain. These include limited population coverage, unaffordable out-of-pocket 

payments, and fragmented service delivery (Mukwena & Manyisa, 2022; Fusheini & Eyles, 

2016; van den Heever, 2016). Thus, despite progress, there are still significant gaps that have 

to be addressed to provide equitable access to mental health care. 

To specifically address PPMH challenges, the World Health Organization (WHO) introduced 

the Guide for Integrating Perinatal Mental Health into Maternal and Child Health Services 

(Akkineni et al., 2023). This initiative seeks to embed mental health care into postnatal care 

frameworks by training maternal and child health professionals to identify and manage 

perinatal mental illness (Akkineni et al., 2023; Manolova et al., 2023). Complementing this 

effort is the WHO’s Mental Health Gap Action Programme (mhGAP), which provides 

evidence-based guidelines to help non-mental health specialist providers deliver mental health 

services in low-resource settings (Brohan et al., 2024; WHO, 2023). The mhGAP promotes 

mental health equity and aims to strengthen primary care systems in LMICs through task-

sharing approaches and simplified protocols (WHO, 2023).  

Nevertheless, healthcare policy alone cannot cater to the multifaceted requirements of 

postpartum women. Labour policy, particularly regarding maternity leave, is critical in 

supporting PPMH. The International Labour Organization (ILO) recommends at least 14 weeks 

of paid maternity leave, highlighting its benefits for maternal recovery, infant bonding, 

breastfeeding, and well-being (Hidalgo-Padilla et al., 2023; Addati et al., 2022). More extended 

maternity leave has been associated with lower PPD, anxiety, and stress and improved mother-

infant interactions (Hidalgo-Padilla et al., 2023; Brito et al., 2022; Van Niel et al., 2020; 

Avendaño et al., 2015). Despite these benefits, implementing effective labour policies remains 

challenging in LMICs, where informal employment is widespread and social protection is often 

limited (Pereira-Kotze et al., 2023; Horwood et al., 2021). As a result, many women in LMICs 

do not receive the full protective benefits of formal maternity leave, thereby increasing the risk 

of psychological distress in the postpartum period. Addressing these policy gaps requires policy 

innovation, a shift in social norms prioritising postpartum women's well-being across all 

employment sectors (Pereira-Kotze et al., 2023). 
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1.2.5.1 South African policy context 

South Africa has made significant strides in advancing mental health care through legislative 

and policy reforms. The Mental Health Care Act (No. 17 of 2002) marked a turning point in 

promoting the rights of individuals with mental illness, endorsing a community-based and 

decentralised model of mental health care across service levels (Burns, 2008; DoH, 2004). This 

Act provided the foundation for the National Mental Health Policy Framework and Strategic 

Plan (2013–2020), which sought to integrate promotion, prevention, treatment, and 

rehabilitation within a rights-based framework (DoH, 2013). The policy aligns with the WHO 

Mental Health Action Plan by emphasising human rights protection, prioritising vulnerable 

groups and developing district-level service infrastructure (Kleintjes & Schneider, 2023; 

Marais & Petersen, 2015). 

Building on this foundation, South Africa's National Mental Health Strategic Plan (2023–2030) 

was developed in collaboration with stakeholders, including government departments, NGOs, 

professional associations, and individuals with lived experience (Sorsdahl et al., 2023). The 

Plan envisions universal access to integrated mental health services by covering promotive, 

preventative, curative, rehabilitative, and palliative care (Sorsdahl et al., 2023). While the core 

intervention pyramid model from the earlier policy is retained, the new Plan strengthens 

community-based approaches and seeks to reduce dependence on psychiatric hospitals (Morar 

et al., 2024). Notably, women are explicitly identified as a priority group, with interventions 

tailored to address their unique psychosocial vulnerabilities, especially during pregnancy and 

the postpartum period (DoH, 2023). These services are embedded in standard antenatal and 

postnatal care, with district-level specialist teams supporting routine screening and 

management of common mental disorders in postnatal care (DoH, 2023).  

Complementing this effort is the National Health Insurance (NHI) Act, which aims to ensure 

universal health care through centrally managed public funding (Mkhwanazi, 2024). The NHI 

is positioned to strengthen the integration of mental health into primary health care, enhance 

the coordination between public and private sectors, and reduce funding inequities (Shisana et 

al., 2024). It envisions financing services through Primary Health Care Contracting Units, 

improving access to care for underserved and vulnerable populations, including postpartum 

women. According to Meyer et al. (2019), the NHI presents a strategic opportunity to formalise 

the role of general practitioners in screening and managing mental illness health conditions, 

particularly within community-based care models. 
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Despite these progressive developments, substantial challenges remain in the effective 

integration of mental health services into primary health care, particularly in the context of 

postpartum care. Jack et al. (2014) highlight persistent gaps in the assessment of mental, 

neurological, and substance use disorders (MNS), inadequate integration of traditional healing 

practices, and a lack of cost-effectiveness analyses to guide resource allocation. To ensure 

meaningful integration, policy implementation must be bolstered by adequate resources, 

capacity development and responsiveness to the specific needs of postpartum women, 

particularly in underserved communities. The effectiveness of policy frameworks in addressing 

PPMH challenges depends not only on their implementation but also on a nuanced 

understanding of the various factors influencing mental health across different levels of society. 

To unpack these complex interactions and understand barriers and facilitators to accessing 

PPMHS, this study adopts a multi-level lens, the Social Ecological Model (SEM).  

 

1.3 Theoretical Framework 

The SEM provides a valuable perspective for examining various levels of influence, such as 

individual, interpersonal, community, organisational, and societal, that shape health and well-

being (Caperon et al., 2022; Golden et al., 2015). By highlighting the dynamic interplay 

between the individuals and their environments, the model draws attention to the broader 

structural and contextual determinants of health (Golden et al., 2015; Golden & Earp, 2012). 

Guided by the SEM, this study explores how different levels of influence impact PPMH 

(Michaels et al., 2022; Reupert, 2017). At the individual level, factors such as beliefs, education, 

and physical or health status may affect a woman’s susceptibility to postpartum mental illness 

(Michaels et al., 2022; McLeroy et al., 1988). The interpersonal level considers the role of 

family relationships in providing emotional and practical support throughout the postpartum 

period (Reupert, 2017; McLeroy et al., 1988). At the organisational level, workplace practices 

and the structures of health services may affect access to PPMH (McLeroy et al., 1988). The 

community level encompasses the general local environment, such as availability of local 

resources and norms and values (McLeroy et al., 1988). Societally, national policies and 

broader systematic factors significantly shape women’s PPMH (Michaels et al., 2022; Golden 

& Earp, 2012). Although McLeroy et al. (1988) conceptualised the above outermost level as 

the policy level, the present study follows the adaptation by Chopak-Foss et al. (2020) and 

Golden and Earp (2012), who employ the phrase societal level to describe not only policy but 
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also systemic concerns such as funding allocation, infrastructure, and systematic inequalities 

all of which are determinants of access to PPMHS. The SEM thus provides a multidimensional 

framework for identifying and analysing the barriers and enablers to accessing PPMHS. Given 

the complex nature of maternal mental health outcomes, a multi-level analytical approach is 

essential for understanding the interplay of personal, institutional, and policy factors (Wold & 

Mittelmark, 2018). Chapter 2 presents an in-depth review of the SEM and its application to this 

study. 

 

1.4 Problem Statement 

South Africa's limited research on PPMH hinders the advancement of mental health service 

improvement (Ng'oma et al., 2020). According to Kaminer et al. (2018), high-quality, context-

driven research that would be used to develop therapeutic interventions based on the specific 

conditions prevailing in South Africa is needed. They further argue that existing strategies must 

be adapted to address local requirements to be effective in treating common mental health 

disorders. In line with this, Brown and Sprague (2021) identify a significant gap in the 

availability of detailed data and qualitative insights into PPMH, pointing out that much of the 

current research fails to capture the complex realities of PPMDs. They stress the importance of 

including diverse communities, particularly postpartum women, in research and using local 

languages to gain a deeper understanding of these mental health challenges, so that responses 

can be appropriately aligned with the specific social context. 

Additionally, Abrahams and Stellenberg (2015) mention the need for qualitative research to 

develop further insights into community attitudes towards mental distress and mental health 

needs. They emphasise that it is crucial to recognise the factors contributing to mental health 

challenges in such studies. The use of inclusive and culturally responsive research 

methodologies holds prospects for better accessibility and cultural appropriateness of mental 

health care to advance the effectiveness and equity of care (Truter, 2023; Sorsdahl et al., 2021; 

Brown et al., 2020). Addressing these research gaps is essential in enhancing access to PPMH 

services and informing more effective and contextually appropriate policy implementation 

(Brown & Sprague, 2021; McKenna et al., 2017). 
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1.5 Rationale for the Study 

In response to the gaps identified above, this study employs a qualitative approach to explore 

facilitators and barriers to PPMH care in a peri-urban setting in South Africa. By capturing the 

perspectives of both postpartum women and healthcare providers, the study aims to understand 

the systemic obstacles and contextual issues influencing access to PPMH care (Brown & 

Sprague, 2021; Stellenberg & Abrahams, 2015). 

Following Brown and Sprague’s (2021) call for data triangulation in PPMH research, the study 

collected data through in-depth semi-structured interviews with both postpartum women and 

healthcare providers. This multi-perspective approach enhances the credibility and richness of 

the findings and enables a nuanced exploration of how PPMHS are perceived, accessed, and 

navigated. Ultimately, the study aims to offer recommendations to support more responsive 

and equitable service development. 

In addition to methodological triangulation, the research addressed a common limitation in 

PPMH studies by incorporating linguistic and cultural considerations. Kirmayer (2021) and 

Van den Berg (2016) argue that language plays a critical role in mental health research, as 

linguistic mismatches can result in inadequate or inaccurate representations of psychological 

distress. To address this challenge, participants were given the option of being interviewed in 

Sesotho, the most spoken language in the study setting (Statistics SA, n.d.). This enabled 

participants to articulate their experiences more fully and authentically, contributing to richer, 

culturally grounded data and more contextually valid conclusions (Brown & Sprague, 2021).  

Furthermore, applying the SEM provided a structured lens to examine the multiple, interacting 

influences on PPMH care. The study explored how intrapersonal, interpersonal, community, 

and policy factors shape access to PPMHS, echoing Stellenberg and Abrahams’ (2015) call for 

deeper qualitative enquiry into these contextual determinants. It also mapped the complex 

interplay between social, economic, and healthcare-related barriers and enablers, producing 

locally grounded insights potentially transferable to similar contexts. 

This research contributes meaningful, actionable recommendations for improving postpartum 

mental health care in under-resourced settings by combining qualitative enquiry with linguistic 

inclusivity and multi-level analysis. These findings are intended to inform future research, 

guide the development of interventions, and support the creation of policies that promote 

equitable access to mental health care for postpartum women in peri-urban communities. 
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1.6 Scope of Study 

This research examines the barriers and facilitators to accessing PPMHS at a peri-urban CHC 

in Gauteng province. Ten postpartum women within six months of delivery and eight 

healthcare providers involved in providing postnatal and mental health services were part of 

the study. The participants were selected based on age (19 years or older),  residing within the 

catchment area of the CHC, and regular utilisation or provision of maternal health services. 

The research investigates the factors that affect service access at multiple levels of influence.  

 

Limitations: The study is limited to women within six months of childbirth and healthcare 

providers of a specific peri urban CHC only. It does not include postpartum women after six 

months, long-term maternal and child health outcomes, or healthcare providers of other 

facilities. The results are context-specific which are not extendable to rural or urban or private 

healthcare settings. 

 

1.7 Research Aim and Objectives 

1.7.1 Research Aim 

To utilise a socio-ecological framework to examine the barriers to and facilitators of accessing 

PPMHS at a peri-urban CHC in Gauteng province, from the perspectives of healthcare service 

providers and postpartum women within the first six months of giving birth. 

 

1.7.2 Research Question 

What are the key barriers and facilitators influencing access to PPMH services at the CHC as 

identified within a SEM? 

 

1.7.3 Secondary Objectives 

• Individual level: To examine the knowledge, beliefs, and attitudes of both postpartum 

women and healthcare providers in the CHC towards PPMDs and their impact on 

postpartum women’s mental health-seeking behaviour. 

• Interpersonal level: To investigate the effect of social support, encompassing familial 

and peer support, on the uptake of PPMHS as perceived by postpartum women and 

healthcare providers at the CHC. 
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• Organisational Level: To explore the perception of postpartum women and healthcare 

providers on resource adequacy for mental health services at the CHC. Additionally, it 

sought to examine the perception of postpartum women on transportation availability, 

operational hours, and staff attitudes when accessing PPMHS at the CHC. 

• Community level: To explore the perspectives of postpartum women and healthcare 

providers regarding how community attitudes, beliefs, and norms may have impacted 

access to PPMHS for postpartum women at the CHC. 

• Societal level: To assess healthcare providers' perceptions of the effectiveness and 

implementation of relevant PPMH policies at the CHC. 

 

1.8 Research Design and Methodology Overview 

This study was conducted using a qualitative research approach. A case study design was used, 

and this design aimed to explore and describe the barriers and facilitators of accessing PPMHS 

at a CHC in Gauteng Province. The case study design allows for an in-depth exploration of 

complex concepts within their real-life context, which is needed to gain insight into the specific 

difficulties and resources in this context (Yin, 2018). The methodology will be further 

elaborated on in Chapter 3. 

 

1.8.1 Research Paradigm 

The study employed a constructivist paradigm because it focused on understanding how 

participants actively construct their reality of accessing or providing PPMHS (Adom et al., 

2016). According to this paradigm, individuals construct their own perceptions and behaviour 

through their knowledge, beliefs and social interactions (Adom et al., 2016). In addition, this 

paradigm was used because the main objective of this research is to explore and get an in-depth 

understanding of the meanings and experiences of participants based on their own perspectives 

in the specific context of the CHC (Creswell & Creswell, 2018).  

 

1.8.2 Case Study Design and Setting 

A case study design was deemed suitable for the research. This particular design enables 

detailed examination of complex issues in real-life settings, which is required to understand the 

problems and opportunities in this specific context (Simons, 2020; Schoch, 2020). A case study 
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design is especially helpful when the goal is to develop detailed understandings of the attitudes 

and perspectives of research participants (Yin, 2018). This study specifically sought to do so 

with postpartum women and healthcare providers by exploring the dynamics that impact access 

to postpartum mental health services. The CHC in the Sedibeng district was selected based on 

key maternal health indicators like low coverage of antenatal first visit and high maternal 

mortality ratio. These factors reflect the possible barriers and opportunities influencing 

maternal and neonatal mental health (Massyn et al., 2020); a comprehensive description of 

these indicators will be discussed in Chapter 3.  

 

1.8.3 Sampling  

The research employed a purposive sampling method. Purposive sampling is a technique where 

the researcher selects samples based on certain predetermined criteria and with a set of 

characteristics that were directly aligned to answer the research questions (Palinkas et al., 2015; 

Babbie & Mouton, 2010). Ten women between the ages of 19 and older who had recently 

experienced the postpartum period within the last six months attended antenatal care, were 

delivered, and were currently attending postnatal check-ups at the CHC. They participated in 

the study. Eight healthcare providers providing PPMHS and working at the centre also 

participated in the study. Qualitative research often employs small samples for in-depth, case-

centred analysis that reflects the richness and complexity of participants' experiences. Boddy 

(2016) noted that meaningful findings can be developed from small samples since depth is 

prioritised rather than generalisability. Sandelowski (1995) also argues that sufficiency in 

sampling is a function of data richness, which is best achieved through intense immersion with 

a limited number of participants. 

 

1.8.4 Participant Recruitment 

The researcher collaborated closely with the CHC facility manager and nurses who had direct 

access to potential participants during postnatal visits. Confidentiality agreements were 

established with the staff involved in recruitment, ensuring privacy. Informed consent 

management was a priority, with clear guidelines provided to the CHC staff, emphasising 

voluntary participation, study procedures, and participant rights. The interviews took place at 

locations convenient to the participants. When selecting the interview location, utmost 

consideration was given to maintaining privacy and confidentiality. The interviews with 
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healthcare providers were conducted outside working hours to prevent service delivery 

disruption and honour the participants' professional commitments. 

 

1.8.5 Data Collection 

The study utilised semi-structured interviews for an in-depth analysis of participants' 

experiences and perceptions, allowing flexibility in questioning whilst maintaining a focus on 

key themes of the study. This flexibility shows the exploratory aspect of the interviews, 

allowing the participants to freely discuss issues and provide a descriptive account (DiCicco-

Bloom & Crabtree, 2006). 

Two separate interview schedules were developed; one for the postpartum women, which 

requested information on emotional well-being and mental health, social support and access to 

services, and another schedule for the healthcare providers which requested information on 

service delivery, availability of resources, and patients' needs in postpartum or perinatal care. 

The interviews from postpartum women were carried out using Sesotho or English (76.4% of 

the local population speak Sesotho; Stats SA, n.d) based on the language selection of the 

participant, whilst all healthcare providers were interviewed in English. Each interview lasted 

between 30-45 minutes, and were audio-recorded with participants' consent. 

 

1.8.6 Data Analysis 

Thematic analysis was the analytical approach applied to interview data. The study used an 

Abductive Thematic Analysis (ATA) method. Abduction thematic analysis combines empirical 

data and theory to generate logical and useful interpretations for a phenomenon to avoid useless 

explanations (Thompson, 2022). It sets initial parameters based on theory rather than fitting 

data into established frameworks or seeking a single objective truth (Thompson, 2022). 

 

1.8.7 Ethics Statement 

Several necessary steps were taken to ensure that ethical guidelines were adhered to. 

Permission to conduct the research and ethical clearance was first sought from the 

General/Human Research Ethics Committee. Required permissions were also obtained from 

relevant authorities such as the Gauteng Department of Health and the chosen CHC before data 

collection commenced. Participants were provided with information regarding the purpose, 
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nature and anticipated limitations of the study; possible associated risks and benefits; and their 

right to withdraw from the study at any point in time without any adverse consequences 

(Charmaz, 2014). They were explicitly told there were no advantages to participating in the 

study. Confidentiality was maintained by the researcher throughout the interviewing process 

by using pseudonyms and signed confidentiality agreements (Patton, 2015). Data was stored 

on password-protected files and secured in a locked filing cabinet. The researcher prioritised 

establishing a safe and respectful space to avoid harming participants (Patton, 2015). 

Participants who needed mental healthcare were immediately referred to mental healthcare 

facilities within or outside of the institution if needed (Patton, 2015). Interviews were 

conducted in private spaces. 

 

1.8.8 Conflict of Interest Statement 

The researcher declares that they have no personal or financial relationships with individuals, 

organisations or funding sources that might introduce bias or undermine the integrity of the 

outputs. As a social worker, the researcher used self-reflexivity to minimise data collection 

bias, meaning the researcher consciously noted their biases during the research process to 

maintain objectivity (Olmos-Vega et al., 2023). 

 

1.9 Overview of the Chapters 

Chapter 1: Introduction 

Chapter one starts with the study background, the problem statement and the study rationale. 

It also concisely describes the study methodology and design, stating the research objectives. 

In addition, it states the research questions, thus providing a basis for the rest of the study. 

 

Chapter 2: Literature Review 

Chapter 2 first discusses disparities in access to PPMHS in LMICs and then examines global 

biopsychosocial risk factors affecting PPMH. It describes how the same factors operate in 

South Africa. The chapter then describes measures to enhance the provision of PPMH care in 

South Africa, such as decentralisation and public-private partnerships. Finally, it introduces the 

socioecological model, a theoretical framework used in this study to understand the barriers 

and facilitators to PPMHS. 
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Chapter 3: Methodology 

The methodology chapter describes the procedures followed in the study. The chapter explains 

the research paradigm, approach, and design. It also details how data was collected, analysed, 

and how participants were sampled. The chapter also addresses ethical considerations such as 

the process of consent acquisition and protection of privacy to uphold the ethical standards of 

the study. 

 

Chapter 4: Findings and Discussions  

The findings are presented and discussed in this chapter, using the SEM, with themes identified 

from the data categorised according to the various levels of the model. Relevant literature is 

drawn upon to provide context and allow for a discussion of the findings. 

 

Chapter 5: Conclusion and Recommendations 

The conclusion chapter summarises the study's main findings and reflects on their significance. 

In the chapter, the research goals shall be reiterated, and final thoughts concerning the study's 

implications on future research and practice shall be given. This chapter concludes the study 

by recapping its contributions to the field concerning opportunities for further research. 

 

1.10 Conclusion 

This chapter introduced the study by providing background information and outlining the 

problem, specifically the challenges of accessing PPMHS in South Africa’s peri-urban areas. 

It also presented the research aim and highlighted the study’s design and ethical considerations. 

The following chapter presents a comprehensive literature review, examining key determinants 

of access to PPHM services and elaborating on the theoretical framework. 
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CHAPTER 2 : 

LITERATURE REVIEW 

 

2.1 Introduction 

“Mmago ngwana o swara thipa ka bogaleng” [A mother holds the knife by its cutting edge] 

— Sesotho proverb. 

This proverb conveys the stoic tolerance demanded of mothers but also suggests the typically 

concealed suffering behind such self-denial. This invisible strength, though culturally idealised, 

can mask profound emotional suffering, particularly in the postpartum period, when mothers 

must adapt to the new demands of motherhood (Tikka et al., 2022; Romano et al., 2010). This 

chapter begins by presenting  the SEM as a framework to guide the analysis of barriers and 

facilitators to care at the individual, community, institutional, and societal levels. This is 

followed by a critical review of the literature on PPMH within the general context of LMICs, 

with emphasis on how economic and historical factors influence maternal mental health 

outcomes. Furthermore, the chapter discusses the complex interaction of biopsychosocial risk 

factors for the challenges associated with PPMH. The chapter continues to review the current 

provision of PPMHS in South Africa, acknowledging the remaining progress and challenges. 

Finally, the chapter reviews the barriers and facilitators to PPMHS within the South African 

context, presented using the SEM framework.  

 

2.2 The Socioecological Model: Its History and Development 

The initial theories of health behaviour concentrated mainly on micro-level determinants with 

minimal attention to the broader environmental and social forces (Scarneo et al., 2019; Golden 

& Earp, 2012). The SEM was developed to bridge this gap with an overarching theory 

synthesising individual behaviour within environmental determinants (Uchendu et al., 2020). 

Unlike reductionist theories, SEM explains human-environment interactions as bidirectional, 

with individuals affecting and being affected by their environment (Manfredo et al., 2014; 

Salihu, 2014).  

The theoretical foundations of SEM lie in Urie Bronfenbrenner's ecological systems theory, 

outlined in the 1970s to explain human development (Kilanowski, 2017; Tudge et al., 2016). 

Bronfenbrenner's theory describes how individuals are situated within a set of environmental 
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systems in a hierarchical arrangement, from immediate family influences (microsystem) to 

large societal systems (macrosystem) (Mary & Antony, 2022; Eriksson et al., 2018). This 

theoretical framework was later applied in public health practice to examine multifaceted 

determinants of health behaviour (El Zaatari & Maalouf, 2022; Ettekal & Mahoney, 2017; 

Perron, 2017). McLeroy and colleagues used Bronfenbrenner's framework in their seminal 

work of 1988 in the field of public health by identifying five levels of influence: intrapersonal, 

interpersonal, institutional, community, and public policy levels (Golden & Earp, 2012). 

Stokols (1992) took the work a step further by presenting a more integrated social ecological 

approach that focused on the relationship between the individual and the various environmental 

settings to which they belong. Stokols and colleagues posited that the environment's social, 

physical, and cultural dimensions have a profound and cumulative effect on health outcomes, 

for which they must be included in the design of health interventions (Sallis et al., 2015; Stokols, 

1992). This revised framework enabled public health intervention to move from individual 

level interventions to context-based, laying the foundation for modern ecological models in 

health behaviour (Glanz et al., 2015). 

The SEM theoretically emphasises the necessity of a multi-level model in describing health 

behaviour that entails individual, interpersonal, organisational, community, and societal levels 

(Scarneo et al., 2019; Salihu, 2014). Firstly, the individual level describes how demographics, 

knowledge, attitudes, and beliefs influence health-related decisions (Scarneo et al., 2019). 

Secondly, the interpersonal level considers how relationships and social networks affect health 

behaviour's improvement or deterioration (Place et al., 2024). Thirdly, at a level higher than 

interpersonal relationships, the organisational level considers institutional policies and 

structural arrangements that affect health practices in formal organisations (Scarneo et al., 

2019). Fourthly, the community level highlights cultural norms and the availability of local 

resources as significant determinants of population health (Place et al., 2024; Caperon et al., 

2022). Finally, the societal level focuses on economic structures, social norms, and policies, 

and how they shape the overall environment within which health behaviour occurs (Ngwenya 

et al., 2020; Scarneo et al., 2019). By considering interactions at various levels, the SEM 

provides a more complex explanation of health behaviour than micro-level models, which may 

not assess the impact of the broader environmental determinants (Salihu, 2014). Empirical 

evidence has supported SEM as a practical framework for understanding the complexity of 

health issues and ensuring equitable access to health care (Nonyel et al., 2021; Mehtälä et al., 

2014). Public health applications of SEM entail identifying risk and protective factors (Scharpf 
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et al., 2021), guiding multi-level intervention design (Schölmerich & Kawachi, 2016; Mehtälä 

et al., 2014), and examining intervention effects in multilevel contexts (Cholley-Gomez et al., 

2023). 

Furthermore, SEM also plays a role in health disparity research and reducing inequities 

(Caperon et al., 2022; Ma et al., 2017; Shortt et al., 2014). Through examinations of interactions 

among individual, interpersonal, community, and societal level variables, SEM works to 

uncover structural processes driving disparities in health outcomes (Hawkins et al., 2021; 

Centre for Disease Control and Prevention, 2015). The model highlights the importance of 

social determinants like education, income, and distribution of resources as key drivers of 

health inequities (Braveman & Gottlieb, 2014; Salihu, 2014). 

SEM has garnered significant attention in maternal mental health studies, particularly in the 

period of the COVID-19 pandemic, where socio-ecological determinants were demonstrated 

to have a substantial contribution to maternal distress (Keleynikov et al., 2024). For example, 

studies in Burkina Faso and Malawi employed SEM to examine the determinants of depression 

among pregnant and parenting adolescent females, thereby calling for integrative screening and 

multi-level interventions (Ajayi et al., 2023). Fischer et al. (2021) also employed SEM to 

examine the sleep health of rural-residing mothers in the United States. They recognised 

limitations such as geographical isolation and less availability of health services, which further 

validated the feasibility of using the model in analysing multi-level determinants. 

 

2.2.1 Application of the Socio-Ecological Model to Postpartum Mental Health and Well-

Being 

This research draws on the work of Chopak-Foss et al. (2020), as indicated in Figure 2.1, who 

applied the PPMH to explore barriers and facilitators to PPMHS. Their multi-level analysis 

reveals how policy, community, organisational, interpersonal, and individual factors 

collectively shape the accessibility and quality of PPMH care. At the policy level, national 

strategies are increasingly emphasising the need for maternal mental health. However, the 

translation of these strategies into effective action is typically hindered by limited resources, a 

lack of robust accountability mechanisms, and inefficient budgetary allocation. At the 

community level, advocacy, awareness-raising campaigns, and mobilisation of CHWs can 

potentially broaden mental health literacy and encourage help-seeking behaviour. However, 

the extent of such activity varies widely. At the organisational level, screening procedure 
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inefficiencies, healthcare provider training, and fragmented referral procedures are some of the 

key determinants of delay in mental illness diagnosis and treatment. On an interpersonal level, 

family members and peers are significant sources of support; however, a lack of familiarity 

with mental illness within the family could foster dismissive attitudes and, hence, discourage 

women from seeking the required treatment. At an individual level, the social stigma, cultural 

beliefs, and insufficient knowledge regarding PPMDs deter women from accessing available 

services. 

Building on Chopak-Foss et al.’s (2020) work, this study also used the Socio-ecological model 

of mental health and well-being (SEMMW) as a theoretical framework to examine how various 

factors influence various dimensions of PPMH (Michaels et al., 2022; Reupert, 2017). It 

emphasises the influence between the environment and mental wellbeing, especially significant 

for new mothers balancing caregiving responsibilities with their own recovery (Reupert, 2017). 

The model suggests a shift in how mental health is viewed, emphasising the importance of 

society in shaping mental health outcomes. It also offers strategies for promoting healthy 

development, managing stress, and fostering social connections (Michaels et al., 2022). 

Through this model, practices contributing to PPMH can be systematically identified, along 

with areas where services may be deficient (Devooght et al., 2023; Chopak-Foss et al., 2020). 
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Figure 2.1: Factors Influencing Postpartum Mental Healthcare Access within the SEMMW (Adapted from Chopak-Foss 

et al. (2020) 

 

2.2.2 Limitations of the Socio-Ecological Model in Postpartum Mental Healthcare 

While the SEM is useful for understanding the multiple layers of influence on health outcomes, 

it’s application in peri-urban SA contexts exposes key conceptual and practical limitations. A 

key critique is that the SEM tends to see the relationships among the various levels as largely 

linear and additive, thus oversimplifying the complex, adaptive and reciprocal nature of real-

world health systems (Kilanowski, 2017). This limitation can cause fragmented or reductionist 

understandings of PPMH challenges, where responses are narrowly defined and sectors focus 

on discrete factors rather than on wider ranges or the dynamic interconnections between them 

(Kilanowski, 2017). Another limitation of the SEM is that  its integration demands a 

methodological shift that can be resource-intensive, particularly in under-resourced peri-urban 

CHCs. According to McLeroy et al. (1988), one of the major challenges with ecological models 

is that they often lack sufficient specificity to guide the conceptualisation of problems or the 

identification of appropriate interventions. This limitation makes it difficult to operationalise 
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multi-level strategies or to design interventions that effectively link interacting levels (Elder et 

al., 2007; McLeroy et al., 1988). 

 

 Introducing systems thinking into the SEM can help to address these limitations.  According 

to Meadows (2018) and Peters (2014), systems thinking views health outcomes as the product 

of interdependent, evolving systems rather than as a simple cause and effect.  In doing so, 

systems thinking looks at feedback loops, unintended consequences and emergent behaviour 

(Meadows, 2018; Peters, 2014; De Savigny & Adam, 2009). Systems thinking can help PPMH 

researchers and practitioners understand how social support, resource allocation, staff attitude 

and community stigma continuously interact with one another, thus encouraging socially-

driven interventions that are adaptive to the complexity of postpartum women’s lived 

experiences (Meadows, 2018; Peters, 2014; De Savigny & Adam, 2009).  

 

2.3 Contextualising PPMH Care in LMICs 

Although many LMICs have adopted policies advocating for the integration of mental 

healthcare into maternal health services, the implementation of these policies remains 

inconsistent and largely ineffective (McNab et al., 2022; Garman et al., 2019). Integration 

efforts are hindered by persistent structural barriers, including inadequate healthcare 

infrastructure, chronic shortages in the health workforce, and weak policy implementation at 

the primary healthcare level (McCartney et al., 2021; Weinstein et al., 2017). These challenges 

are not only contemporary but are also rooted in historical, geopolitical, gender norms and 

cultural contexts that have shaped the trajectory of mental health service delivery in LMICs.  

 

2.3.1 Historical and Geopolitical Influences on PPMH in LMICs 

The provision of mental health care in many LMICs has been profoundly shaped by the legacies 

of colonialism and institutionalised oppression, which have created enduring disparities in 

healthcare infrastructure access and governance (Kleintjes & Schneider, 2023; Kirmayer & 

Pedersen, 2014; Mills, 2014). Post-colonial states often inherited fragmented and exclusionary 

health systems that prioritised the needs of elite or settler populations while neglecting the 

broader populace. These systems entrenched structural deficiencies that continue to undermine 

the delivery of equitable mental health services (Michalopoulos & Papaioannou, 2016; Bayeh, 

2015; Kirmayer & Pedersen, 2014).  
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Despite gaining political independence, many LMICs experience weak health governance and 

economic instability, both limiting sustained investment in mental health programmes 

(Harriman et al., 2022; Naher et al., 2020). In Kenya, for instance, Di Pierdomenico et al. (2024) 

highlight the continued influence of colonial-era legislation that permits involuntary detention 

and substitute decision-making for individuals with mental health conditions. This legal 

framework reinforces a narrow biomedical approach and impedes the adoption of rights-based, 

community-focused models of care that address broader social and structural determinants of 

mental distress. South Africa similarly grapples with enduring effects of colonialism and 

apartheid-era policies, which have shaped a mental health system that remains insufficiently 

responsive to the cultural and psychological needs of postpartum women, especially those from 

historically marginalised communities (Harriman et al., 2022; Sukeri et al., 2014).  

Geopolitical instability further compounds these structural challenges. Women in conflict-

affected settings are at heightened risk of developing mental illnesses due to exposure to 

violence, forced displacement, and collapse of health systems (Bendavid et al., 2021; Langlois 

et al., 2015). Migrant and refugee women, especially those from conflict zones, often face 

intersecting vulnerabilities, including cultural dislocation, economic hardship, and institutional 

barriers to accessing specialised PPMHS (Jolof et al., 2022; Seidi et al., 2022; Haque & 

Malebranche, 2020). Beyond infrastructural and policy-related obstacles, discriminatory health 

practices, language barriers, and lack of documentation often lead to delayed, insufficient, or 

denied care for migrant women (Garapati et al., 2023; Heslehurst et al., 2018). The intersection 

of cultural displacement and postpartum expectations can intensify psychological distress, 

particularly when customary familial support systems are disrupted in host countries 

(Wittkowski, 2017). For instance, Hunter-Adams (2016) found that migrant women living in 

Cape Town, South Africa, often lacked access to support from unemployed and older women 

within their communities. These figures traditionally provide crucial postpartum support. This 

absence was associated with increased stress and difficulties in infant care. The study 

underscores the need for culturally sensitive and context-specific mental health interventions 

tailored to the unique experiences of displaced postpartum women. 

2.3.2 Cultural and Sex-Based Expectations Influencing PPMH in LMICs 

It is also essential to examine the cultural and sex-based demensions that shape the delivery 

and experience of PPMH in LMICs. Biological sex is a critical determinant of health that 

mediates inequalities in healthcare access, utilisation and outcomes through both entrenched 

cultural expectations, norms and institutional structures (Miani et al., 2021; Carmel, 2019; 
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Manandhar et al., 2018). In many LMICs, dominant sex-based expectations frame women as 

primary caregivers and men as economic providers (McNab et al., 2021). This division often 

results in unequal power dynamics that limit women’s autonomy, including the ability to seek 

PPMHS (Cislaghi & Heise, 2020; McNab et al., 2021; Hay et al., 2019). These norms increase 

women’s caregiving burden and restrict their decision-making power, particularly in 

households where men control financial and health-related choices (Thomas et al., 2024; 

Nishimwe-Niyambanira & Sabela, 2019). Empirical studies illustrate the far-reaching 

consequences of such norms. In Tanzania, a study found that couples who perceived 

childbearing and maternal care as the exclusive domain of women were significantly less likely 

to utilise skilled attendant antenatal services, reflecting how sex-based roles and beliefs can 

constrain healthcare access (Garrison-Desany et al., 2021). In South Africa, these patterns are 

intensified by the legacies of Apartheid and labour migration, which have historically 

fragmented family structures and placed the burden of caregiving squarely on women (Hatch 

& Posel, 2018). As a result, some postpartum women face inadequate partner support, 

exacerbating their vulnerability to mental distress. Moreover, economic dependence on male 

partners can deter women from seeking mental health support for fear of retaliation, emotional 

withdrawal, or financial instability (Mutahi et al., 2022).  

These historical, geopolitical and sex-based dynamics are central to understanding the broader 

socio-structural context affecting PPMH in LMICs. It is at the intersection of historical, cultural, 

and economic constraints that the structural vulnerabilities of postpartum women become more 

pronounced. These contextual factors intensify the effects of biopsychosocial risk factors – 

issues that are explored in the subsequent sections.  

 

2.4 Bio-Psychosocial Risk Factors affecting PPMH 

While PPMH conditions are universally acknowledged as a significant public health concern, 

they are shaped by a complex interplay of biopsychosocial factors that are context-specific. 

Awareness and identification of PPMH risk factors are critical for improving access to care 

and health outcomes (Garapati et al., 2023; Žuti, 2023). The following section discusses the 

global literature on these risk factors and evaluates their relevance to South Africa. 
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2.4.1 Biological Factors Affecting PPMH 

2.4.1.1 Genetic factors 

Biological factors, particularly genetic vulnerability, increasingly contribute to developing 

PPMDs (Luo et al., 2023; Kjeldsen et al., 2022; Payne & Maguire, 2019). According to 

Kjeldsen et al. (2022), individuals with a family history of psychiatric illness face more than 

double the risk of developing PPD compared to those without such a history. This may be due 

to shared genetic vulnerability or common environmental factors across generations (Luo et al., 

2023; Guintivano et al., 2018).  

A family history of major depression or bipolar disorder is especially significant, with studies 

demonstrating a strong correlation between such histories and the onset of PPMDs (Garapati 

et al., 2023; Bauer et al., 2018). Neurobiological processes – such as dysregulation of 

neurotransmitter systems and the hypothalamic-pituitary-adrenal (HPA) axis – appear to 

underlie such risks. Evidence also points to the role of epigenetics in the onset of PPMDs. 

Specific single-nucleotide polymorphisms (SNPs) in protein kinase C – a key regulator of 

neurotransmission and neuroplasticity – have been linked to depressive symptoms during the 

first 32 weeks after childbirth. Other SNPs near the transcription start site of the kininogen 1 

gene, which is involved in inflammatory processes, have been engaged in depressive symptoms 

measured using the Edinburgh Postnatal Depression Scale (EPDS) (Parasian, 2021), suggesting 

that inflammatory and endocrine pathways may mediate genetic vulnerability. Despite these 

insights, genetic research on PPMDs in South Africa remains limited. Onu et al. (2023) 

highlight a significant gap in genetic epidemiological studies of severe mental disorders across 

sub-Saharan Africa, underlining the need for further studies to inform culturally and regionally 

relevant prevention and care practices.  

 

2.4.1.2 Endocrine factors 

The hormonal fluctuations that accompany pregnancy, childbirth, and lactation have a 

profound impact on maternal mental health (Parasian, 2021; Furtado et al., 2019). 

Dysregulation of the hypothalamic-pituitary-adrenal (HPA) axis, a key stress response system, 

is strongly linked to PPD. While elevated cortisol is common during pregnancy, abnormally 

low cortisol levels upon waking have been associated with major depressive disorder during 

pregnancy (Rathi et al., 2022). In addition to direct endocrine effects, pregnancy-related 

hormonal shifts may trigger changes in gene expression, thereby increasing susceptibility to 
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PPD (Parasian, 2021; Furtado et al., 2019). Alterations in thyroid hormone may also lead to 

mood instability, sleep disturbances, and other symptoms associated with PPDs (Ghaedrahmati 

et al., 2017). Oxytocin, a hormone that is crucial for maternal behaviours like parturition and 

lactation, has been investigated for its potential protective effects against PPD. Evidence 

suggests that oxytocin helps to buffer stress and enhance maternal attachment. However, 

empirical research in this area remains scarce, particularly in low-resource settings. 

Psychological stressors such as anxiety, life events, and low self-esteem may disrupt hormonal 

equilibrium, compounding susceptibility to PPD (Zhang et al., 2023).  

In South Africa, the integration of endocrine factors into maternal mental health assessments 

is limited. Hoare and Vythilingum (2023) underscore the importance of considering both 

biological and psychosocial influences on PPD. Their review identifies hormonal dysregulation 

and inflammation as key biological risk factors and advocates for integrated care systems that 

combine pharmacological and psychosocial interventions. Recognising the biological 

underpinnings of PPMDs is essential to developing effective, multidimensional treatment 

strategies. 

 

2.4.2 Psychological Factors Affecting PPMH 

2.4.2.1 History of depression or anxiety 

A prior history of anxiety or depression is among the most consistent predictors of PPMDs, as 

reported across both high-income and LMIC countries (Guintivano et al., 2018; Ghaedrahmati 

et al., 2017). Individuals with pre-existing mood disorders are especially susceptible to 

perinatal hormonal fluctuations during pregnancy and the postpartum period, which exacerbate 

underlying psychopathology (van der Zee-van den Berg et al., 2021). Moreover, residual 

symptoms from previous episodes may obscure the onset of new mental health conditions, 

complicating early diagnosis and delaying access to appropriate care (O'Hara & McCabe, 

2013). 

In South Africa, inconsistent mental health screening in primary health care settings results in 

many women entering pregnancy with undiagnosed or untreated mental illness (Docrat et al., 

2019; Marais & Petersen, 2015). This situation is compounded by the broader mental health 

crisis in the country, where one in every three individuals is likely to experience a mental health 

disorder at some point in their lifetime. Yet only 27% of those individuals with severe mental 

illness receive adequate treatment (Craig et al., 2022; Ruffieux et al., 2021). The existing 
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treatment gap reflects a systemic imbalance between mental health needs and service capacity, 

as a significant proportion of the mental health budget is directed toward inpatient care at the 

expense of community-based interventions (Docrat et al., 2019; Marais & Petersen, 2015). 

The lack of standardised screening protocols for mental illness before and during pregnancy 

constitutes a critical systems-level shortfall that elevates risk in the postpartum period, 

particularly among women with a history of undiagnosed mental health challenges (Docrat et 

al., 2019; Marais & Petersen, 2015). 

 

2.4.2.2 Perceived stress 

Perceived stress, arising from socioeconomic challenges, interpersonal conflict, or caregiving 

burden, is a significant predictor of PPMH (Leonard et al., 2020; Payne & Maguire, 2019). A 

systematic review revealed that postpartum women who report higher levels of perceived stress 

are considerably more likely to experience depressive symptoms (Lewis et al., 2021). Chronic 

stress disrupts the HPA axis, increasing the risk for depressive and anxiety disorders 

(Bieleninik et al., 2021). Stress has also been associated with impaired maternal-infant bonding 

and negative development in children, creating transgenerational cycles of risk (Nolvi et al., 

2023; Oyetunji & Chandra, 2020). 

In South Africa, research on perceived stress and PPMH is limited, yet structural disadvantage 

likely intensifies the stress experienced by many postpartum women. High rates of 

unemployment, limited access to mental health services, and persistent gender disparities in 

caregiving responsibilities intensify women’s experience of stress (Modjadji & Mokwena, 

2020). Yet, stress perception is inherently subjective – women in similar circumstances may 

report varying levels of distress depending on available coping resources and the support 

available through their social networks (Shields et al., 2023). This interplay between structural 

stressors and individual experiences of stress complicates mental health vulnerabilities, 

gradually undermining resilience and coping capacity. 

 

2.4.2.3 Personality traits 

Personality traits such as neuroticism and perfectionism have been associated with increased 

susceptibility to PPMDs (Puyané et al., 2022; Gelabert et al., 2020). Neuroticism is 

characterised by heightened emotional reactivity, anxiety, and irritability, which predispose 
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individuals to mood and anxiety disorders during the postpartum period (Puyané et al., 2022; 

Pereira-Morales et al., 2019; Eckerdal, 2018; Udoviić, 2014). Perfectionism, which is marked 

by unrealistically high personal standards and chronic self-criticism, has been identified as a 

significant risk factor for PPMDs. Women who score high on measures of perfectionism often 

set unrealistic expectations for themselves, especially in their roles as mothers. When these 

expectations are unmet, they experience intense emotional distress, including symptoms of 

depression and anxiety. (Bull et al., 2022; Price et al., 2020). Perfectionism is also frequently 

associated with low self-esteem, which further heightens the risk for PPMDs (Han & Kim, 

2020; Gelabert et al., 2012; Maia et al., 2012). These interconnected traits can perpetuate a 

cycle of self-criticism, dissatisfaction, and psychological strain that undermines maternal 

mental health. 

Although South African literature exploring the relationship between personality traits and 

PPMH is limited, there is reason to believe that cultural factors may intensify the effects of 

perfectionism. Frizelle and Kell (2010) illustrate how South African mothers often compare 

themselves to idealised social norms of 'good mothering,' leading to increased self-scrutiny and 

internalised feelings of inadequacy. This dynamic mirrors perfectionist tendencies, as women 

view themselves as deficient when unable to meet these culturally prescribed standards.  

 

2.4.3 Social Factors Affecting PPMH 

2.4.3.1 Socioeconomic stressors 

Financial hardship is one of the most consistently documented risk factors for PPMDs, 

particularly depression and anxiety in new mothers (Smith & Mazure, 2021; Wang et al., 2021). 

Economic insecurity, stemming from difficulty affording basic necessities such as food, shelter, 

and healthcare, contributes significantly to maternal stress and undermines family wellbeing 

(Kelly et al., 2023; Bassuk & Beardslee, 2014). In South Africa, these financial stressors are 

compounded by high levels of unemployment and a rising cost of living (Brown et al., 2020). 

Many postpartum women face considerable anxiety related to meeting their family’s basic 

needs, especially in contexts where social safety nets are fragile or absent (Horwood et al., 

2021; Qobadi et al., 2016). Food insecurity, affecting more than 20% of South African 

households, exacerbates the physical and emotional demands of the postpartum period 

(Zielińska et al., 2023; Abrahams & Lund, 2022; Madeghe et al., 2020) with implications for 

both maternal and infant health. Beyond food insecurity, housing instability is another 
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significant source of distress, globally and locally. Frequent relocations, overcrowded living 

conditions, and homelessness not only undermine a sense of safety but also intensify 

psychological strain (Kelly et al., 2023; Bassuk & Beardslee, 2014). In South Africa, many 

families live in informal settlements due to housing unaffordability, further reinforcing 

intergenerational cycles of poverty and vulnerability to poor mental health (De Schutter et al., 

2023; Silverman et al., 2022; Marutlulle, 2021; Chakwizira, 2019; Stellenberg & Abrahams, 

2015). 

 

2.4.3.2 Substance abuse  

Substance use is also a well-documented risk factor for PPMDs, often co-occurring with 

socioeconomic disadvantage and structural inequities (Reitan, 2019; Chapman & Wu, 2013). 

Among pregnant and postpartum women, substance use elevates the risk for depression, 

anxiety, and other psychiatric disorders, through both neurochemical disruptions and the effects 

of stigma and social marginalisation (Akunna, 2024; Corr et al., 2020; Uhl et al., 2019; 

Erickson, 2018; Cleveland et al., 2016; Kuo et al., 2013; Coleman-Cowger, 2012). In South 

Africa, substances such as alcohol, methamphetamine (tik), and cannabis are mainly used as 

coping mechanisms by women grappling with chronic poverty and psychosocial stressors 

(Browne et al., 2023; Masiko & Xinwa, 2017). Postpartum women who use substances 

frequently report guilt and shame, which intensify emotional distress and contribute to isolation 

(Adams et al., 2021; Cleveland et al., 2016). Access to addiction and mental health services 

remains limited due to punitive health policies, stigma, and fear of legal consequences (Scheibe 

et al., 2017; Myers et al., 2016; Sorsdahl et al., 2012). These issues cumulatively result in 

delayed help-seeking and worsen negative mental health consequences. Harm-reduction 

approaches – emphasising non-punitive, integrated care – are urgently needed to support 

maternal recovery and mental health (Puccio, 2023).  

 

2.4.3.3 Unintended pregnancy 

Unintended pregnancy – particularly among adolescents – is consistently associated with 

increased risk for PPD and anxiety (Muskens et al., 2022; Qiu et al., 2020). The psychological 

burden of unplanned motherhood is often compounded by limited support systems, lack of 

preparedness, and social stigma (Gebrekristos et al., 2023; Eslaminia et al., 2022; Roberts et 

al., 2021). The strain of an unplanned pregnancy may intensify existing vulnerabilities, 
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particularly in settings where mental health and maternal care services are scarce (Bahk et al., 

2015; Watt et al., 2014). In South Africa, unplanned pregnancies are linked to elevated 

depressive symptoms, including suicidal ideation, particularly among teenage and unmarried 

mothers (Moganedi & Mudau, 2023; Rochat et al., 2013). Social stigma, familial rejection, and 

disrupted education are among the key stressors affecting these young women, many of whom 

drop out of school and face ongoing precarity. In education settings, unmarried pregnant 

students report significant stress due to social judgment, relationship instability, financial 

constraints, and academic pressure. These concurrent stresses contribute to PPMH 

deterioration and delayed care-seeking (Phiri et al., 2021). Beyond the immediate postpartum 

period, the long-term consequences of unplanned pregnancy include increased developmental 

issues, risks for children, and continued maternal psychological strain (Beumer et al., 2024; Su, 

2017). This cycle of disadvantage often results in reduced economic and emotional support for 

both the mother and child, thereby perpetuating intergenerational mental illness and 

socioeconomic disparity (Govender et al., 2020; Herd et al., 2016).  

 

2.4.3.4 Exposure to violence 

Gender-based violence (GBV), including intimate partner violence (IPV), is a significant 

public health crisis, with devastating effects on maternal mental health (Tappis et al., 2016; 

Sanjel, 2013). IPV during pregnancy is strongly associated with PPTSD, anxiety, and 

depression, with women exposed to IPV being nearly three times likely to develop postpartum 

depressive symptoms (Wei et al., 2024; Dawson et al., 2021; García-Moreno & Riecher-

Rössler, 2013).  

South Africa has one of the highest rates of GBV globally, with a femicide rate five times the 

global average, and approximately 51% of women reporting lifetime exposure to IPV 

(Govender, 2023; Luvo & Saunders 2022). While physical violence is often the focus of 

discourse, psychological abuse, marked by coercion, humiliation, and emotional manipulation, 

can have equally or more severe mental health consequences due to its chronic and insidious 

nature (Saito et al., 2012). When experienced during pregnancy, such psychological trauma 

frequently persists into the postpartum period, manifesting as chronic anxiety, social 

withdrawal, and impaired mother-infant bonding (Groves et al., 2011). 

Despite the severity of these impacts, most South African women encounter significant 

challenges when seeking help for IPV. Many women encounter victim-blaming from 
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authorities, fear retribution, or lack the financial means to leave abusive relationships, and face 

resistance to prosecuting domestic violence cases (Mmamabolo et al., 2020; Groves et al., 

2014). Stigma further isolates survivors and exacerbates their mental health struggles (Groves 

et al., 2014). Compounding these challenges are barriers in accessing confidential, trauma-

informed mental healthcare, especially in under-resourced areas (Govender, 2023; Luvo & 

Saunders 2022). A multi-faceted response involving legal reform, mental health service 

expansion, and efforts to dismantle harmful gender norms is essential.  

 

2.4.3.5 Social support and social isolation 

The absence of social support has constantly been linked to increased risk for PPMDs, while 

social support acts as a protective factor (Ekpenyong & Munshitha, 2023; Feinberg et al., 2022; 

Inekwe & Lee, 2022). Women who experience social isolation, especially during the perinatal 

period, are more likely to suffer from PPD and prolonged emotional distress (Adlington et al., 

2023; Kent-Marvick et al., 2022; Taylor et al., 2022; Seymour-Smith et al., 2021). 

South Africa’s legacy of apartheid continues to undermine social cohesion, particularly through 

historical displacement and familial fragmentation (Shiba 2021; Roos et al., 2019). Rural-to-

urban migration, driven by economic necessity, often severs traditional support networks and 

increases isolation among new mothers (Nyoni & Kollamparambil, 2022; Mulcahy & 

Kollamparambil, 2016). For postpartum women without strong support structures, feelings of 

loneliness are exacerbated, undermining maternal-infant bonding and impeding emotional 

recovery. 

 

2.4.4 HIV as a Biopsychosocial Risk Factor 

Medical comorbidities, especially HIV, pose substantial biopsychosocial risks to PPMH. 

Globally, women living with HIV (WLWH) show significantly higher rates of PPD compared 

to HIV-negative women. A meta-analysis, Zhu et al. (2019) estimated that 21% of WLWH 

experienced postpartum depressive symptoms, although prevalence varies by setting. 

Biologically, HIV contributes to mental health disorders through chronic immune activation 

and inflammation, and damage to the central nervous system – mechanisms linked to 

depression (Remien et al., 2019). HIV also affects neurotransmitter pathways through oxidative 

stress and blood-brain barrier disruption (Remien et al., 2019). Psychologically, the stress of 

an HIV diagnosis during or after pregnancy, concerns about vertical transmission, and long-
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term disease management can severely impact maternal mental well-being (Ashaba et al., 

2017). Concerns regarding disease progression, mother-to-child transmission, and long-term 

effects of living with HIV enhance emotional stress (Ashaba et al., 2017; Kapetanovic et al., 

2014). Socially, HIV-related stigma often leads to isolation, reduced access to support, and 

further increases the risk of psychiatric morbidity (Yato et al., 2023; Ashaba et al., 2017). 

These dynamics are particularly evident in South African peri-urban areas, where HIV 

prevalence is greater than the national average (Leung Soo et al., 2023). Despite widespread 

availability of HIV services, social inequities and gender norms continue to shape poor 

outcomes. Antenatal HIV testing, which often coincides with a woman’s first diagnosis, can 

exacerbate psychological distress and heighten vulnerability to PPMDs (Turner & Honikman, 

2016). Mental health disorders among people living with HIV (PLWH) in South Africa is 

estimated at 43.7%, far above that of 30.3% for the general population, underscoring the need 

for integrated care addressing biological, psychological, and structural stressors for postpartum 

women (Turner & Honikman, 2016).  

2.5 Strategies for PPMH Service Delivery in South Africa 

In recent years, South Africa has progressively acknowledged the necessity for incorporating 

mental health care into maternal care models, specifically within primary health care 

(Honikman & Field, 2019; Field et al., 2014). Initiatives to restructure service delivery models 

have called for innovations into new models for bridging service gaps and extending services 

to vulnerable groups (Abrahams et al., 2022; Brown & Sprague, 2021; Maphumulo & Bhengu, 

2019). This section discusses strategies such as decentralisation of mental health services, 

public-private partnerships, and other interventions that have been used to strengthen the 

delivery of PPMH services.  

 

2.5.1 Decentralisation of PPMH Care in South Africa 

Decentralisation involves the systematic transfer of power from central to local government 

institutions to develop healthcare systems that are more sensitive to local needs and better 

placed to respond to inequalities in service delivery (Hendricks et al., 2014). This practice 

aligns with global health governance practices and guidelines, including those by the WHO 

promoting decentralisation of healthcare as a policy for improved accessibility, efficiency, and 

equity of services, particularly in resource-constrained environments (Maphumulo & Bhengu, 

2019; Winchester & King, 2018).  



 

36 

In South Africa, decentralisation is part of the broader de-institutionalisation agenda aimed at 

moving mental health care from psychiatric hospitals to community- and primary care-based 

facilities (Lund et al., 2010; Petersen et al., 2009). Based on this model, primary healthcare 

(PHC) facilities such as CHC serve as the initial contact for mental health services, such as the 

identification and treatment of common PPMDs like postpartum depression (Docrat et al., 2019; 

Sibiya & Hlongwa, 2019). The Adult Primary Care (APC) 2023 clinical tool serves as a 

comprehensive guide for healthcare providers in PHC settings, facilitating the identification, 

management, and referral of common mental disorders, including postpartum mental disorders 

(DoH, 2023). The tool consolidates national guidelines to provide a structured approach for 

mental health care at the primary healthcare level (Mokwena & Masike, 2020). Registered 

Nurses (RNs) with a Basic Psychiatric Nursing Qualification are formally trained to provide 

mental health services, including screening, counselling, and referral (SANC, 2019). Their 

qualification ensures they possess the competencies required to identify and manage PPMH 

conditions effectively, consistent with the guidance provided in the APC 2023 tool (DoH, 2023; 

Petersen et al., 2012). Advanced Mental Health Professionals, including psychiatrists, clinical 

psychologists, and psychiatric/mental health nurse specialists, possess postgraduate 

qualifications and specialised training in mental health (Petersen et al., 2012). They are capable 

of conducting comprehensive assessments, providing specialised interventions, and managing 

complex or severe cases of PPMDs, ensuring appropriate care for high-risk postpartum women 

(Lund et al., 2010; Egbe et al., 2014). District hospitals provide more specialised evaluation 

and short inpatient care as intermediaries between community-based care and tertiary-level 

psychiatric facilities (Lund et al., 2012).  

Despite enabling policy contexts for integrating mental health into PHC, implementation 

remains challenging (Docrat et al., 2019; Lund et al., 2011). A considerable percentage of PHC 

facilities face chronic systemic problems, such as low staffing levels, minimal mental health 

training, and intermittent availability of specialist personnel. These individually and 

collectively undermine service integration and reduce access to quality mental health services 

at the community level (Docrat et al., 2019; Kramers-Olen et al., 2014; Lund et al., 2010). 

Moreover, screening-related behaviours are not consistent due to a lack of standardised 

procedures and fragmented follow-up systems, each of which compromises continuity of care 

(Lovero et al., 2019). To counter these challenges, South Africa has increasingly turned to 

public-private partnerships to expand the coverage of services and the continuity and quality 

of mental health care.  
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2.5.2 Public-Private Mix in PPMH Care in South Africa 

South Africa has officially integrated PPMHS into primary and postnatal care systems for 

continuity of care (Brown & Sprague, 2021). However, access is greatly hampered by structural 

barriers, especially in resource-poor settings. The general shortage of mental health 

professionals, mainly in rural areas, exacerbates existing disparities, as a large proportion of 

postpartum women are not offered adequate care (Sorsdahl et al., 2023; Moodley et al., 2022). 

Although the prevalence of PPMDs is estimated to be similar in urban and rural settings, 

significant economic, geographical, and sociocultural barriers hamper equal access to services, 

especially for vulnerable populations (Mokwena & Modjadji, 2022). 

Inequities in access to mental health interventions continue to be exacerbated by the existing 

inequality between the private and public sectors. The private sector, which serves a minority 

of the population, is relatively over-resourced when compared to the public sector, which 

serves the majority but is significantly under-resourced (Abrahams et al., 2022; Hlafa et al., 

2019; Kula & Fryatt, 2014). An estimated 70 to 92 % of those who have a mental health 

disorders in South Africa are not treated formally, a situation aggravated by the overwhelming 

maldistribution of mental health professionals, as over 80% of psychiatrists work in the private 

sector (van Rensburg et al., 2021; Docrat et al., 2019; Egbe et al., 2014). Public mental health 

professionals are significantly under-resourced in South Africa, with merely 0.31 psychiatrists, 

0.97 psychologists, 1.53 occupational therapists, 1.07 speech therapists, and 1.83 social 

workers available per 100,000 individuals (Docrat et al., 2019). Even with the increased rate 

of PPMDs, the percentage of public health expenditure devoted to mental health is low, 

equating to a mere 5% of total public health spending (Docrat et al., 2019). 

Public-Private Partnerships (PPPs) have been suggested as a strategic approach to addressing 

resource shortages by leveraging the expertise and funds of the private sector towards the 

renovation and strengthening of public mental healthcare facilities (Walwyn & Nkolele, 2018; 

Kula & Fryatt, 2014). One example is the partnership between Sanofi South Africa and the 

University of the Witwatersrand, which aimed to enhance mental health leadership within the 

South African public health system by offering a course to build competencies in patient 

advocacy and integrated mental health care (Szabo et al., 2017).  

Despite their potential, PPPs are not fully exploited within the South African health sector, 

including mental health, mainly due to systemic inefficiencies, policy fragmentation, and fiscal 
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austerity (Fombad, 2019). Strengthening the role of PPPs in mental health will require 

regulatory reform and increased intersectoral trust, coordinated governance, and more 

equitable resource allocation across all levels of care (Mbaka & Mwange, 2023; Mugwagwa 

& Banda, 2020).  

The National Health Insurance (NHI) policy framework seeks to bridge the divide between the 

public and private sectors and promote access to quality health care. However, its 

implementation has faced scrutiny, particularly regarding financial sustainability, 

accountability mechanisms, and service delivery (Naidoo et al., 2023; Fusheini & Eyles, 2016). 

In this complex and evolving policy landscape, targeted interventions for PPMH have emerged 

within South Africa’s public health system, although their reach and sustainability remain 

uneven. 

 

2.6 Current PPMH Care Interventions in South Africa’s Public Health System 

2.6.1 Evaluation and Diagnosis of PPMH Conditions 

Routine PPMH screening has become more incorporated into postnatal and antenatal care, per 

the Mental Health Policy Framework and Strategic Plan for South Africa 2013–2020 

(Abrahams et al., 2022; Brown et al., 2020). Though policy guidelines exist, their 

implementation is not consistent. Most healthcare providers do not carry out screenings due to 

discomfort in managing mental health issues, insufficient training, and uncertainty regarding 

the referral processes (Abrahams et al., 2022; Mokwena & Masike, 2020). This indicates that 

there is still a discrepancy between policy and practice that hinders early detection and 

intervention of PPMDs. Task-shifting is one of the strategies implemented to address the 

problem of inadequate mental health professionals in the public health sector. 

 

2.6.2 Task-Shifting in Primary Care 

Task-shifting has been employed extensively to deal with South Africa's shortage of mental 

health experts, with non-specialist practitioners such as nurses and CHWs assuming 

responsibilities in mental health service provision (Yankam et al., 2023; Brown & Sprague, 

2021). Literature indicates that this approach has widened access to mental health services, 

particularly in resource-poor settings (Spedding et al., 2015; Petersen et al., 2012). Yet, studies 

have highlighted serious concerns, including excessive workloads, poor supervision, and 
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inequitable training, that may undermine service quality and sustainability (Petersen et al., 

2012). The success of task-shifting in bridging service gaps would thus depend on structural 

and operational determinants inherent in the health sector. 

 

2.6.3 The Stepped Care Approach 

The Stepped Care Model is another fundamental component of PPMH care in South Africa. It 

is a stratified model, which facilitates the implementation of low-intensity interventions before 

more costly interventions are provided (McNab et al., 2022). This model is helpful in the 

optimisation of PPMH outcomes, particularly in low-resource environments (Abrahams et al., 

2022). Despite its advantages, there is evidence that organisational factors, such as staff 

shortages and lack of coordination with Community Mental Health Services (CMHS), can 

impede the implementation of the stepped care model (Abrahams et al., 2022). The degree to 

which the model can be effectively executed in South Africa’s current healthcare systems 

continues to be the focus of ongoing research. 

 

2.6.4 Community-Based Interventions 

Complementing facility-based strategies, community-level approaches have emerged as 

integral components of PPMH care. Through community-based interventions, CHWs play a 

significant role in providing PPMH care through the delivery of services such as screening, 

primary counselling, and home visits (Myers et al., 2019; White et al., 2017; Nxumalo et al., 

2016). Community-based interventions have been linked with improved access to mental 

healthcare alongside treatment adherence in resource-poor settings (Morar et al., 2024). 

Furthermore, culturally competent care often aligns with community practice and belief, 

lessening stigma and enhancing service uptake (Morar et al., 2024). Evidence also emphasises 

certain significant limitations, such as inconsistent remuneration, improper training, and high 

levels of attrition that undermine the sustainability of such initiatives (Truter, 2023). As 

complex as PPMH care and applying interventions are in South Africa, theoretical models that 

understand individual and contextual considerations have become requisite for the guidance of 

health studies (Davidoff, 2019). 
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2.7 Barriers to PPMH Care Access 

At each level of the SEM, some challenges are accountable for the issues postpartum women 

encounter in accessing care (Devooght et al., 2023; Chopak-Foss et al., 2020). These barriers 

are particularly of concern in the South African context, where cultural, economic, and 

systematic determinants intersect to create challenges (Brown & Sprague, 2021; Brown et al., 

2020; Kathree et al., 2014). These barriers will be elaborated in the following sections, detailing 

how each factor affects access to PPMHS. 

 

2.7.1 Individual Barriers to PPMH Care Access 

2.7.1.1 Knowledge barriers 

Limited knowledge and awareness of PPMH conditions constitute a significant barrier to care 

seeking (Daehn et al., 2023). Most women do not identify the symptoms of PPMH because of 

low mental health literacy, thus resulting in delays or complete avoidance of help-seeking 

(Daehn et al., 2023; Steeves-Reece et al., 2019). This disparity is also driven by widespread 

myths and misconceptions that cloud accurate information and blur everyday postpartum 

phenomena with clinically relevant disorders. Daehn et al. (2022) argue that the interplay of 

physiological changes, including mood swings, appetite shifts, and fatigue levels, creates 

ambiguity in symptom interpretation, thereby promoting confusion and a lack of active 

responses. 

Aside from clinical oversight, socio-cultural narratives perpetuate barriers to knowledge 

acquisition. Legere et al. (2017) observe that women in the postpartum period tend to attribute 

their psychological distress to customary postpartum adjustment rather than diagnosable 

mental disorders. This misattribution creates a core gap in care-seeking, perpetuating the cycle 

of undiagnosed and untreated mental disorders. The widely held and deeply rooted societal 

expectation of maternal resilience also exacerbates the issue. The "stoic mother" model, as 

developed by de Sousa Machado et al. (2020), encourages internalised stigma whereby help-

seeking is aligned with personal inadequacy and facilitates silence and self-management 

instead of professional engagement. 

In South Africa, Kometsi et al. (2019) note that knowledge barriers extend beyond individual 

knowledge and include broader cultural conceptions of mental health. The use of inaccurate 

and non-clinical language to explain psychological distress among African participants 

indicates a gap between Western biomedical constructs of mental illness and local conceptions. 
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This divergence in language and knowledge systems hinders healthcare professionals' capacity 

to make themselves understood and hence delays diagnosis and intervention. In a study 

conducted in Cape Town, Spedding et al. (2018) describe alarmingly low PPMH literacy, with 

just 26% of participants accurately identifying mental disorders according to DSM-5 criteria. 

More concerning, 77.4% of the respondents did not identify symptom descriptions as 

representing a mental health disorder, with many instead attributing psychological distress to 

factors such as stress or personal weakness. In their study conducted in Cape Town, Field et al. 

(2020) support these results, observing that such gaps in knowledge are especially evident in 

economically disadvantaged areas, where access to education and healthcare is substantially 

restricted. 

 

2.7.1.2 Fear of stigmatisation 

Stigma is also a barrier to accessing PPMH, influencing both individual and community 

attitudes toward seeking help for mental health disorders. Many new mothers avoid admitting 

that they have axpossible PPMD or seeking professional help because of the fear of being 

labelled as “crazy” or “weak”(Eylem et al., 2020; Thompson et al., 2004). The pervasive social 

expectation that motherhood is inherently fulfilling and manageable intensifies this reluctance, 

as women internalise feelings of failure for experiencing mental health challenges 

(Thorsteinsson et al., 2018). 

Both internalised and societal stigma are present in South Africa. Egbe et al. (2014) point out 

that psychiatric stigma (internalised stigma) promotes self-devaluation, the development of 

negative self-concepts, and avoidance of mental health care services. From their research 

conducted in a district located in the North West province of South Africa, women commonly 

experience fear of stigmatisation by their communities or judgment by health care providers, 

and this discourages them from seeking care. Social rejection, teasing, and the anticipation of 

prejudice constitute a hostile environment whereby postpartum women would rather endure 

their distress in silence rather than expose themselves to the risk of stigmatisation. 
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2.7.2 Interpersonal Barriers to PPMH Care Access 

2.7.2.1 Interpersonal stigma 

The process of mental health disorder stigma extends beyond the individual, permeating 

interpersonal relationships and internal community dynamics. Rössler (2016) describes stigma 

as a multifaceted phenomenon with cognitive, emotional, and behavioural dimensions, 

negatively influencing individuals' help-seeking. Stigma in South Africa is found in family, 

community, and clinical settings through discriminatory attitudes and social exclusion (Egbe 

et al., 2014). A study conducted in the North West province of South Africa by Monnapula-

Mazabane and Petersen (2023) demonstrated that women who access mental healthcare are 

often openly discriminated against by their social support systems, which serves to perpetuate 

implicit bias and undermine the effectiveness of their support systems. 

 

2.7.3 Organisational Barriers to PPMH Care Access 

2.7.3.1 Organisational resource constraints 

In addition to the interpersonal barriers that women face, organisational barriers like systemic 

resource limitations remain significant in the delivery of PPMHS in South Africa (Brown & 

Sprague, 2021). The inadequate mental health financing in the nation's national healthcare 

budget has led to a lack of skilled personnel (Mokgaola et al., 2022). The comparative scarcity 

of mental healthcare in primary care settings further undermines the effectiveness of integrated 

mental health care, thus denying many postpartum women the necessary care (Strümpher et al., 

2014). 

The gap in treatment is also increased through the absence of universal mental health screening. 

According to Mokwena and Masike (2020), a study conducted in the Tshwane sub-district of 

Gauteng Province, most of the postpartum women who have signs of depression go 

unrecognised and untreated because of structural inefficiencies within service provision and 

screening policy. The absence of standardised screening protocols reduces the likelihood of 

early identification as well as intervention, thereby increasing the risks of prolonged PPMDs. 

 

2.7.3.2 Distrust of healthcare professionals 

This treatment gap is further deepened by entrenched institutional distrust, a significant barrier 

within the South African health system (Thela et al., 2022). The post-apartheid climate has 
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created a deep-seated distrust of state institutions, which, when compounded with generalised 

mismanagement and corruption, has eroded confidence in the provision of healthcare (Rispel, 

2016). Adverse patient reports of care experiences marked by fragmented care, cultural 

insensitivity, and perceptions of healthcare providers' insensitivity fuel this distrust (Chuma & 

Sibiya, 2022). Disrespectful maternity care disproportionately affects marginalised women, 

thus perpetuating their unwillingness to access PPMH care (Brown & Sprague, 2021; 

Honikman et al., 2015). 

 

2.7.4 Community-Level Barriers to PPMH Care Access 

2.7.4.1 Cultural and religious barriers 

Apart from institutional determinants, cultural and religious beliefs substantially impact 

attitudes toward mental health in South Africa, consequently affecting responses towards care 

and treatment (Galvin et al., 2023; Shange & Ross, 2022). A considerable percentage of the 

population still considers mental health disorders from a supernatural perspective, thereby 

consulting traditional healers rather than pursuing professional medical intervention (Galvin et 

al., 2023; Shange & Ross, 2022). Spedding et al. (2018), in their research conducted in Cape 

Town, emphasised that some regarded religious and spiritual counselling as only slightly less 

helpful than consultations with mental health professionals, such as psychologists or social 

workers, and therefore indicated the possible role of religious and spiritual leaders in 

facilitating access to mental health care. 

The convergence of various cultural and religious perspectives renders the understanding and 

handling of mental illness more complex. These perspectives influence the conceptualisation 

of mental health and the coping strategies individuals adopt towards it (Sikrweqe et al., 2024). 

Researchers argue that conventional mental health practice is monocultural, rooted in Western 

paradigms unlikely to address the specific cultural contexts of South African communities 

(Leichsenring et al., 2018). Healthcare providers must engage with these cultural processes, 

comprehending the value of culturally responsive intervention to deliver relevant and effective 

services. However, cultural stereotypes can potentially negatively influence attitudes and 

treatment behaviour (Sikrweqe et al., 2024; Ogundare, 2020). Therefore, while traditional and 

spiritual systems can be valuable sources of information, they must be critically evaluated 

within the context of informing the development of evidence-based mental healthcare practices. 
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2.7.5 Societal Barriers to PPMH Care Access 

2.7.5.1 Political trauma 

Societal factors, including the historical legacy of apartheid and ongoing political trauma, 

further complicate access to PPMH care (Brown et al., 2020). Apartheid has left a legacy of a 

stark disparity in standards of living, particularly in the townships, where citizens endure 

unhealthy environments, under-resourced healthcare facilities, and heightened exposure to 

stressors that worsen mental illness (Maphumulo & Bhengu, 2019). The trauma caused by 

historical and ongoing systemic racism takes a heavy toll, especially among ethnic minority 

postpartum women, as they bear a disproportionate burden of mental illness due to these multi-

dimensional stressors (Hankerson et al., 2022; Kozhimannil et al., 2011). 

Furthermore, the persistent impact of the social and spatial segregation under apartheid has 

undermined social support networks within townships, further increasing psychological 

distress. Dispersed communities are both geographically cut off and socially disconnected, 

further entrenching difficulty in gaining access to physical and mental health care (Strauss, 

2019; Abel, 2015). The socioeconomic inequalities and educational disparities created by 

apartheid persist in creating patterns of stress and mental illness among South Africans 

(Harriman et al., 2022; Abel, 2015). These structural inequalities, therefore, demand multi-

pronged interventions, which require extensive health care reform that explicitly addresses the 

social, economic, and infrastructural barriers to mental health care among underserved 

populations (Ndebele et al., 2021; Maphumulo & Bhengu, 2019). 

 

2.7.5.2 Policy limitations 

The policy environment in South Africa impacts the delivery of integrated PPMH care, 

especially early PPMD screening (Brown & Sprague, 2021). One challenge is the gap between 

national-level policies and their translation into sub-national, regional, and local levels. This 

fragmentation results in significant disparities, thus limiting the ability of healthcare providers 

to detect, refer, educate, and treat PPMDs, especially in resource-scarce settings such as rural 

and township communities (Brown & Sprague, 2021; Kathree et al., 2014). Although national 

policies have been developed to address these disparities, various challenges hinder the 

successful integration of mental health services into primary healthcare systems, specifically 

affecting women in the postpartum period. This is further exacerbated by inadequate funding 
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and the significant workload placed on publicly funded mental health care (Marias & Petersen, 

2015; Petersen et al., 2011). 

 

2.8 Facilitators to PPMH Care Access 

While the preceding section outlined the barriers constraining access to PPMHS, growing 

evidence also highlights a range of facilitators that can enhance service utilisation and 

engagement (Honikman et al., 2015; Brown & Sprague, 2021). Understanding these facilitators 

is essential for identifying how health systems can strengthen supportive mechanisms, 

empower women, and improve service responsiveness, particularly within low- and middle-

income settings such as South Africa (Honikman et al., 2015; Brown & Sprague, 2021). Their 

discussion in the following sections provides insight into how integrated, context-sensitive 

strategies can promote equitable access to care (Hanlon et al., 2019). 

 

2.8.1 Individual Facilitators to PPMH Care Access 

2.8.1.1 Knowledge and Awareness 

 

Increasing mental health literacy among postpartum women enhances recognition of symptoms, 

reduces misconceptions, and improves health-seeking behaviour. In Ethiopia, group-based 

psycho-education significantly increased PPMH  literacy by empowering women with the 

knowledge to identify possible PPMDs and navigate care pathways (Tessema et al., 2024). 

Although there are currently limited studies specifically assessing PPMH literacy in South 

Africa, improving knowledge and understanding of mental health is widely recognised as a key 

facilitator for engagement with services. 

2.8.1.2 Self-efficacy and confidence 

Interventions that build women’s self-efficacy strengthen their perceived control over their 

health and encourage proactive engagement with services (Davies, 2022; Honiman et al., 

2012). In South Africa, specifically in Cape Town, the Perinatal Mental Health Project (PMHP) 

implemented skills-based programmes that build women’s self-efficacy, enhancing their 

confidence and perceived control over mental health (Honikman et al., 2012; Perinatal Mental 

Health Project, 2015). A task-shared psychosocial intervention for perinatal depression in Cape 

Town further demonstrated that integrating mental health support into routine maternal care 

encourages proactive engagement with services (Davies, 2022). By enhancing self-efficacy and 
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confidence, these interventions help bridge the gap between awareness of postpartum mental 

health issues and actual service utilization. 

 

2.8.2 Interpersonal Facilitators to PPMH Care Access 

2.8.2.1 Supportive Relationships 

In South Africa, cultural practices and family support significantly influence postpartum care, 

offering both emotional and practical assistance to new mothers (Drigo, 2021). In rural areas 

like Mpumalanga, women often adhere to traditional customs, such as using herbal remedies 

and following specific dietary practices during pregnancy, which are deeply rooted in cultural 

beliefs and passed down through generations (Drigo, 2021). These practices foster a sense of 

connection to ancestry and community, which is crucial for maternal well-being (Drigo, 2021). 

Additionally, A study by Nyasulu et al. (2025) conducted in uMgungundlovu District, 

KwaZulu-Natal, explored family-centred postnatal care. It highlighted the crucial role of family 

members in providing practical and emotional support to mothers and newborns, improving 

engagement with postnatal services. 

 

2.8.3 Organisational Facilitators to PPMH Care Access 

2.8.3.1 Adequate Resources and Infrastructure 

Adequate human resources, stable medication supply, and functional referral systems are 

fundamental enablers of access. Facilities with well-trained staff and sufficient space for 

privacy during consultations promote patient trust and reduce drop-out rates (Strümpher et al., 

2014; Mokwena & Masike, 2020). In practice, some CHCs have adopted screening tools, 

routine follow-up, and flexible scheduling as part of collaborative care or stepped-care models, 

although implementation remains inconsistent across settings (Lovero et al., 2019; Petersen et 

al., 2023). Well-resourced facilities make services physically and psychologically accessible, 

thereby translating policy into practical availability. 

 

2.8.3.2 Availability of Skilled Healthcare Providers 

Provider competence in maternal mental health screening is directly linked to service uptake. 

Trained healthcare providers foster positive experiences that build trust in the system. Evidence 

from Cape Town shows that when screening and referral systems were strengthened through 

the Perinatal Mental Health Project (Honikman et al., 2012), about 90% of antenatal women 
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were offered screening (95% uptake), 32% qualified for counselling referrals, and a majority 

of those accepted referral and attended sessions. Skilled providers thus act as both enablers and 

advocates for sustained engagement. 

 

2.8.4 Community Facilitators to PPMH Care Access 

2.8.4.1 Community-Based Mental Health Initiatives 

Community-based non-governmental organisations (NGOs) play a vital role in addressing 

PPMH challenges in South Africa, particularly in peri-urban and underserved areas. NGOs 

often bridge gaps between formal healthcare services and communities by offering counselling, 

psychosocial support, parenting programmes, and outreach initiatives, which improve access 

and reduce stigma (Pillay, 2022; Davies et al., 2022; Honikman et al., 2012). Organisations 

such as Family and Marriage Society of South Africa (FAMSA) and Lifeline South Africa 

provide counselling and trauma support services that complement facility-based care and 

increase help-seeking options for postpartum women (FAMSA, n.d.; Lifeline South Africa, 

n.d.). By engaging communities and raising awareness about mental health, these NGOs help 

overcome socio-cultural barriers, support early identification of PPMDs, and contribute to the 

normalisation of seeking mental health care (Davies et al., 2022; Honikman et al., 2012). 

 

2.8.5 Societal Facilitators to PPMH Care Access 

2.8.5.1 Advocacy and Equity-Driven Reform 

Persistent advocacy by civil society and women’s health organisations has elevated PPMH 

within South Africa’s policy discourse. The PMHP and the South African Federation for 

Mental Health have influenced policy recognition of maternal mental health as a human rights 

issue, aligning with constitutional commitments to equity and access (PMHP, 2010; South 

African Federation for Mental Health, 2025). Advocacy translates into resource allocation, 

training, and implementation frameworks that expand service availability and affordability 

(PMHP, 2010). Moreover, national dialogues on gender equity and social justice have reframed 

maternal well-being as a public health priority, encouraging inclusive service design that 

reaches marginalised women (Udenigwe & Kåks, 2022). 

2.9 Conclusion 

 The literature review began by exploring the SEM used to frame individual, interpersonal, 

organisational, community, and societal issues within this study. The socio-cultural, historical, 
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and economic basis of the disparities in PPMH care in LMICs was discussed. The review 

further elaborated on the complexities of PPMH and its intersection with various 

biopsychosocial determinants. In South Africa, significant efforts are underway to scale up 

PPMHS through decentralisation, public-private partnership and community-level 

interventions. Yet, they remain incomplete without a coordinated framework to address service 

delivery and systemic inequities. key barriers to PPMH care in South Africa were identified, 

including stigma, resource scarcity, religious and cultural beliefs, political trauma, and policy 

gaps. Conversely, several facilitators have been highlighted, such as social support, community 

engagement, integrated service delivery, and the availability of skilled healthcare providers, 

which can enhance utilisation and the effectiveness of PPMHS. The research methodology 

utilised in this research will be presented in the next chapter. 
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CHAPTER 3 : 

RESEARCH METHODOLOGY 

 

3.1 Introduction 

This chapter describes the research methodology used to explore the facilitators and barriers of 

access to PPMHS at a peri-urban Gauteng CHC in South Africa. Guided by a social 

constructivist paradigm, the study explores postpartum women's and healthcare providers' 

perceptions and perspectives regarding the accessibility of mental healthcare services. A 

qualitative approach was chosen for its potential to facilitate in-depth insight into the subjective 

realities of participants within their social and healthcare contexts. A case study design was 

selected to investigate the context of the CHC, and purposive sampling was employed to recruit 

participants with direct experience and knowledge of the study's objectives. Data were 

collected through semi-structured interviews. Thematic analysis was conducted through an 

abductive approach to generate themes at various levels of the SEM. Furthermore, key ethical 

guidelines, such as seeking consent, ensuring confidentiality, and endeavouring not to cause 

harm, were rigorously followed in the study. These decisions ensured that the determinants of 

access to PPMHS in this setting were investigated ethically.  

 

3.2 Establishing a Research Paradigm for the Study 

To establish a firm foundation for the research paradigm relevant to this study, it is necessary 

to achieve an in-depth understanding of the concept "paradigm." An academic research 

paradigm is a set of interconnected assumptions and presumptions that direct the researcher 

throughout the research process (Rahman, 2023; Creswell & Creswell, 2018). The paradigm is 

key to establishing the research question, methodology, and ensuing interpretation (Baker, 

2022; Creswell & Creswell, 2018). Mackenzie and Knipe (2006) describe a paradigm as a set 

of ideas, assumptions, or beliefs that form the intellectual underpinning of a study, and state 

that it is crucial to select a paradigm that suits the purpose and context of the inquiry. The 

choice of a research paradigm is guided by the researcher’s ontological and epistemological 

assumptions, which determine the methodology and shape the researcher’s worldview (Mann 

& Stewart, 2021; Creswell & Poth, 2018). Ontology concerns the nature of reality, questioning 

whether it is fixed and objective or dynamic and subjective (Nieuwenhuis, 2016; Morgan, 
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2014). These views impact researchers considerably in framing research topics, interacting 

with the participants, and handling the interpretation of results and implications (Mann & 

Stewart, 2021; Al-Ababneh, 2020). Epistemology is focused on the researcher-subject dyad 

and attempts to establish what can be known and how knowledge is achieved (Sol & Heng, 

2022; Kivunja & Kuyini, 2017). It is necessary to comprehend the epistemological foundations, 

especially while working with sensitive issues such as mental health, where lived experiences 

inform the knowledge landscape (Scotland, 2012). Methodology, another fundamental aspect 

of a research paradigm, is the methods and ways of collecting and analysing data. It provides 

a structured guide for achieving the study’s objectives (Creswell & Creswell, 2018; Kivunja & 

Kuyini, 2017; Rehman & Alharthi, 2016).  

Table 3.1, informed by Turin et al. (2024), highlights the key aspects of five major research 

paradigms, reflecting their unique and complementary roles in social science research. While 

Blaikie and Priest (2017) identify various paradigms, the selected paradigms provide a 

foundational overview of philosophical stances for understanding and interpreting social 

phenomena. 

Table 3.1: Summary of Key Aspects of Major Research Paradigms (Modified from Turin et al., 

2024) 

Paradigm 
Ontology 

(Nature of Reality) 

Epistemology  

(Nature of Knowledge) 

Methodology 

 (Research Methods) 

Positivism 

Objective, singular 

reality independent 

of perception 

Knowledge derived from 

empirical observation and 

experience 

Quantitative methods (e.g., 

experiments, surveys) 

Interpretivism 

Subjective, 

socially 

constructed 

realities 

Knowledge gained through 

understanding individuals' 

perspectives 

Qualitative methods (e.g., 

interviews, focus groups) 

Constructivism 

Multiple, socially 

constructed 

realities 

Knowledge is constructed 

through interactions and 

experiences 

Qualitative methods (e.g., case 

studies, narratives) 

Pragmatism 

Practical realities 

that depend on 

context 

Knowledge is what works 

in practice; a blend of 

subjective and objective 

elements 

Mixed methods (both 

qualitative and quantitative) 

Critical Theory 

Reality shaped by 

power structures 

and social 

injustices 

Knowledge aimed at social 

change, challenging 

existing power structures 

Qualitative and quantitative 

methods (e.g., participatory 

research, critical discourse 

analysis) 
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Before presenting the research paradigm, it is crucial to consider the factors that inform its 

selection. Herbert and Higgs (2004) state that a research paradigm must mirror the nature of 

the study and the socio-cultural processes that shape the participants' realities. This study, 

which investigated access to PPMH care in a peri-urban CHC from a socio-ecological 

perspective, needed a paradigm to capture the multifaceted influences that occur at individual, 

interpersonal, organisational, community, and societal levels. Herbert and Higgs (2004) also 

comment that ensuring congruence between study setting and research paradigm guarantees 

methodological fit with the research questions and flexibility to respond to evolving contextual 

determinants. 

 

3.2.1 Constructivism 

The current study is situated within the social constructivist worldview, which critiques 

traditional notions of objective reality and emphasises the subjective construction of knowledge 

(Boyland, 2019). Originating from various philosophical traditions, constructivism has 

significantly influenced fields such as psychology, education, and the social sciences, shifting 

paradigms of knowledge construction (Fosnot, 2013; Ültanır, 2012). Key philosophers like 

Immanuel Kant, Jean Piaget, and John Dewey have contributed foundational to this tradition. 

Kant argued that knowledge is actively constructed from sensory data, emphasising the 

observer's role in shaping reality (Danielyan, 2023; Hendrix, 2019). Focusing on cognitive 

development, Piaget highlighted the importance of active, experiential engagement with the 

world as central to knowledge acquisition (Martí, 2023; Amineh & Asl, 2015). Dewey, in turn, 

emphasised the precedence of experiential learning and lived experience in the process of 

knowledge building (Kolb, 2014). 

In contrast to positivism, which regards knowledge as objective and external, constructivism 

asserts that knowledge is socially constructed and shaped by subjective interpretations and 

social interactions (Aliyu et al., 2014; Creswell, 2013). These early philosophical foundations 

paved the way for theorists like Vygotsky, who extended constructivism to social 

constructivism, emphasising the role of social interaction and cultural context in cognitive 

development (Chand, 2023; Liu & Matthews, 2005). Vygotsky’s theory of the Zone of 

Proximal Development (1978) stresses that knowledge development is facilitated through 

social interaction with more experienced individuals, a concept directly applicable to 

postpartum women’s interactions with healthcare providers (Vygotsky, 1978). These 
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interactions with the guidance of more knowledgeable individuals, such as healthcare providers, 

family members, and peers, help women construct meanings and beliefs about their mental 

health, influencing their experiences and perceptions of care. 

Social constructivism further evolved with the work of Berger and Luckmann (1991), who 

proposed that social reality is co-constructed through everyday interactions, and Kukla (2000), 

who argued that conscious actions and individual beliefs influence social facts. Knowledge, 

therefore, is not fixed or universal but context-dependent, shaped by individual, social, and 

cultural factors (Andrews, 2012; Lincoln & Guba, 2000). This approach aligns with the SEM, 

providing a theoretical foundation for exploring how social contexts and interactions influence 

postpartum women’s mental health experiences. 

 

3.2.1.1 Ontological assumptions 

Social constructivism challenges deterministic paradigms like positivism by positing that 

reality is not an objective, static entity to be discovered, but a dynamic construction shaped by 

social interactions (Burr & Dick, 2017). According to Crotty (1998), the social world must be 

understood as a construct rather than a discovery, highlighting the fluidity of knowledge and 

its co-construction through ongoing interpretation and social engagement. Reality, in this view, 

is not universal but is continually reshaped through interactions and interpretations, making it 

subjective and context-dependent (Creswell, 2013). 

This ontological stance is particularly relevant to the current study, which seeks to understand 

how individual and social factors influence postpartum women's experiences with mental 

health care in the context of a CHC in a peri-urban setting in Gauteng Province, South Africa. 

By acknowledging that these experiences are deeply contextual, shaped by social norms, 

familial relationships, and cultural attitudes, the study embraces the idea that multiple, 

situationally dependent realities exist. Thus, the study does not attempt to uncover universal 

truths but instead explores the varying, co-constructed realities of postpartum women. 

 

3.2.1.2 Epistemological assumptions 

Social constructivism posits that knowledge is co-constructed through continuous dialogue 

between individuals and their social environments (Boyland, 2019). It rejects the idea of 

knowledge as an objective, observable truth, instead suggesting that understanding emerges 
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from the shared interpretations of experiences, with meaning constructed through individual 

perceptions and social interactions (Boyland, 2019). This aligns with Vygotsky’s (1978) 

emphasis on the social nature of knowledge development, where learning is embedded within 

social encounters and cultural practices. 

Furthermore, social constructivism acknowledges that knowledge cannot be separated from the 

knower, meaning that a researcher’s experiences, worldview, and biases shape the knowledge 

produced (Guba & Lincoln, 2013). Reflexivity is crucial in this epistemology, encouraging 

researchers to examine how their perspectives influence the research process (Finlay& Gough, 

2008). In qualitative research, this reflexive stance fosters a more empathetic and participatory 

relationship between the researcher and participants, encouraging open dialogue and shared 

meaning-making (Bourke, 2014; Liamputtong, 2007). 

In the context of PPMH, this epistemological stance is critical, as it positions both the 

researcher and participants as co-creators of knowledge. Women’s perceptions of mental health 

are shaped through interactions with family, healthcare providers, and social norms, making 

their understanding of PPMH fluid and influenced by their lived experiences. By embracing a 

constructivist epistemology, this study explores the complexity of these perceptions and their 

influence on women’s help-seeking behaviours and engagement with mental health services. 

 

3.2.1.3 Addressing the limitations of social constructivism 

Social constructivism, although helpful in examining the subjective nature of knowledge, has 

several criticisms. There is a particular concern with its possibility of leading towards 

relativism, where any interpretation is regarded as equal and objective research is dismissed 

(Guba & Lincoln, 2013). The emphasis on the presence of multiple realities is challenging 

because it renders research findings harder to interpret and lowers the prospects for deriving 

conclusive or actionable recommendations (Boyland, 2019). Several measures were taken in 

this study to overcome these drawbacks and ensure that the ensuing results and conclusions 

provided actionable recommendations.  

Analytic bracketing was employed to systematically put aside the researcher's biases in data 

collection and analysis procedures, thus facilitating interpretation of results through each level 

of the SEM instead of only from the researcher's perspective (Boyland, 2019). Secondly, 

having a critical stance during the research process required scrutinising assumptions and 
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power relations at all levels of the SEM (Boyland, 2019). This reflexive stance guarantees that 

the study does not accept the prevailing discourses on face value. 

Constructivism's ontological and epistemological assumptions offer extensive insights for 

characterising qualitative research more profoundly, enabling further examination of human 

behaviours and societal phenomena. Nevertheless, researchers must critically consider their 

limitations so that the knowledge generated remains pertinent and valuable in the given context.  

 

3.3 Qualitative Research Approach 

Qualitative research approach comprises a variety of philosophical paradigms and 

methodologies related to the inquiry, analysis, and interpretation of social phenomena 

(Vaismoradi & Snelgrove, 2019). Qualitative methods have developed from colonial 

ethnographies to pluralistic and interpretive traditions, which indicate changes in philosophical 

thought and research paradigms (Pant, 2023). Based on subjectivist ontology and relativist 

epistemology, qualitative research values subjective realities of human understanding and 

views the interdependent relationship between researcher and participant (Wicks & Whiteford, 

2003). It has allowed for the analysis of experiences through the eyes of those who experience 

them (Urcia, 2021). Qualitative methods have been used in health services research for variable 

identification, instrument development, and theory refinement (Tripp–Reimer & Doebbeling, 

2004). 

This study employed a qualitative approach in examining complex and individual postpartum 

women's and healthcare providers' experiences in everyday contexts. Relative to quantitative 

research that aims for numerical information, qualitative approaches enable the collection of 

rich explanatory descriptions (Tracy, 2024; Bergin, 2018). This approach is appropriate to the 

aims of this study since it provides rich data regarding the determinants of access to PPMH 

care (Creswell & Poth, 2018). Due to its emphasis on subjective experience and meaning, 

qualitative research enables a more profound comprehension of healthcare providers' and 

postpartum women's perceptions (Creswell & Creswell, 2018; Babbie, 2016). 

3.3.1 Justification for Qualitative Research 

3.3.1.1 Exploring phenomena in natural settings 

Qualitative research is particularly suited for exploring phenomena within their natural settings 

(Lim, 2024; Austin & Sutton, 2014). It contributes to an understanding of individual 
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experiences and helps investigate the meanings that participants assign to such experiences 

(Lim, 2024; Austin & Sutton, 2014). In this study, interviews happened in real-life settings of 

participants, whether at work, home, or other settings where participants felt at ease. This type 

of research also permitted observation and discussion within a comfortable environment for 

the participants, enabling further insight. Authenticity is critical in qualitative research in that 

it could substantially influence the credibility of results. Conducting interviews with relaxed 

respondents can restrict social desirability bias, an effect where respondents alter responses to 

fit presumed norms (Harrison et al., 2001). 

Furthermore, the researcher plays a central role in qualitative studies, acting as both the data 

collector and interpreter. According to Yin (2016), the researcher’s emotional intelligence, 

observational skills, and interviewing expertise are critical in shaping the data collection 

process. Throughout this study, the researcher actively conducted interviews, using a semi-

structured interview protocol to guide conversations; this allowed the researcher to probe 

deeper into participants’ responses, clarifying ambiguous statements and exploring emerging 

themes, which enriched the overall data quality. 

 

3.3.1.2 Faithfulness to participants’ voices 

A fundamental principle of qualitative studies is a commitment to preserving participants' 

authentic voice (Rana et al., 2023; Lyons et al., 2013). The researcher focused on documenting 

participants' words, expressions, and meanings, and on representing them faithfully and 

truthfully (Nieuwenhuis, 2016). Realising that perfect objectivity cannot be achieved, 

authenticity was sustained through an attempt to minimise bias. 

 

3.3.1.3 Flexibility in data collection 

Qualitative research is also characterised by inherent flexibility, whereby the researcher can 

modify their strategy in response to unfolding data (Lim, 2024; Hennink et al., 2020). 

Flexibility was critical in this research in that it allowed the researcher to adjust follow-up 

questions and discussion areas depending on the answers provided by the participants. With 

the aid of a semi-structured interview guide, the researcher facilitated an interactive dialogue 

in which the participants could articulate themselves without being limited by structured 

questions. Fouché et al. (2021) observe that such an approach promotes a natural flow of 

interaction, vital for developing more insight into the participants' experiences. 
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The researcher's adaptability also facilitated the establishment of rapport with the participants, 

thereby building a safe and protective environment in which they felt at ease sharing sensitive 

details regarding their mental health and interactions with healthcare (DeJonckheere & Vaughn, 

2019; DiCicco‐Bloom & Crabtree, 2006). This element of qualitative research is especially 

crucial when dealing with vulnerable populations, such as postpartum women, as it promotes 

information sharing. 

 

3.3.2 The Role of the Qualitative Exploratory Approach 

This study adopted a qualitative exploratory research approach. As Denzin and Lincoln (2000) 

highlight, exploratory research is invaluable for examining phenomena that are comparatively 

new or less explored. Exploratory research is most appropriate in identifying emergent 

concerns, formulating new hypotheses, and making initial interpretations that can be utilised 

to guide subsequent research studies (Kurzhals, 2021). Apart from that, this type of research 

facilitates subsequent research by promoting new ideas, theories, and models (Reiter, 2017; 

Stebbins, 2001).  

The exploratory approach aligns closely with the constructivist paradigm underpinning this 

study. When a phenomenon is underexplored, such as the experiences of women in peri-urban 

areas seeking PPMHcare, there are few established data and frameworks to explain it. The 

constructivist stance complements the exploratory design by allowing meaning to be 

constructed from participants’ narratives. Together, they support a contextually grounded 

understanding that reflects how individuals interpret and make sense of their experiences 

within their specific social and cultural environments. 

 

3.4 Research Design: Case Study 

Research design is the crucial link between study implementation and research questions, 

merging research purpose, theoretical background, setting, and data collection methods into a 

logical structure for enabling systematic inquiry (Nieuwenhuis, 2016). The structure is 

particularly crucial in qualitative research, which examines phenomena rooted in tangible 

contexts and firmly influenced by socio-cultural factors. Qualitative research can employ a 

range of designs (see below Figure 3.1), including narrative research, phenomenology, 

grounded theory, ethnography, and case study research (Creswell & Creswell, 2018). 
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Figure 3.1: Summary of Qualitative Research Designs and Their Primary Focus Areas (Modified from Creswell & Creswell, 

2018) 

 

Within qualitative research design, case study design has been selected as it can offer an in-

depth analysis of access to PPMH care within the participants' natural environment (Campbell-

Clarke, 2023; Crowe et al., 2011). Yin (2016) notes that a case study is a qualitative method 

that enables detailed examination of a phenomenon in its real-world context, particularly if it 

is not feasible to separate it from its environment. The case study design is often chosen when 

the researcher is focused on addressing "how," "why," and "what" questions (Yin, 2018). The 

design aims to investigate complicated phenomena in their naturalistic settings (Gustafsson, 

2017; Baškarada, 2014; Creswell, 2007). It has been widely used in health research to study 

interventions, barriers to service delivery, and policy implementation, offering practical 

knowledge to enhance health outcomes (Campbell-Clarke, 2023). 
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Case studies can be utilised to investigate phenomena that are challenging to measure since 

they provide detailed explanations of individual circumstances (Morse & McEvoy, 2014). Case 

studies concentrate on the interaction between variables affecting specific phenomena (Lucas 

et al., 2018) and allow theoretical frameworks to be established and implemented, as in the 

SEM implemented in the current study (Ebneyamini & Moghadam, 2018). In this study, the 

"case" is the peri-urban CHC in South Africa, a bounded context within which the availability 

and accessibility of PPMH care are being investigated (VanWynsberghe & Khan, 2007). Figure 

3.2, adapted from Kass et al. (2024), illustrates several kinds of case study designs, including 

intensive single case studies, multiple case studies, in-depth, extensive multiple case studies, 

mini multiple case studies (MMCSS), and marginal case studies. It gives a brief overview of 

each design's distinct features and usage, facilitating the determination of this study's most 

suitable case study design. 

Figure 3.2: Overview of Case Study Designs (Modified from Käss et al., 2024) 

 

This study used a single-case study research design to explore access to PPMH care at a CHC. 

A single-case study, as outlined in Figure 3.2, is particularly suitable when the case is critical, 
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unusual, common, revelatory, or longitudinal (Kass et al., 2024). The chosen CHC is a crucial 

case because of its strategic importance in understanding systemic facilitators and barriers to 

PPMH access in a peri-urban South African setting. Additionally, it is a revelatory case because 

it provides insight into a population and setting that have been comparatively under-researched 

in the literature. This strategy enables detailed, context-specific analysis while reconciling time 

and resource limitations. (Lobo et al., 2017). The study setting aligns with Yin's (2016) 

assertion that case studies are most appropriately used for analysing phenomena in their natural 

setting, where the researcher exercises minimal control over the events but may potentially 

gather rich, contextual data. 

Case studies can have various purposes, and researchers commonly classify them into different 

types depending on their research aims. Yin (2018) distinguishes descriptive, exploratory, 

explanatory, and illustrative case studies. Descriptive case studies provide detailed accounts of 

phenomena within their real-life contexts, focusing on portraying events, processes, and 

experiences as they occur rather than examining causal links (Yin, 2018). In contrast, 

explanatory case studies examine cause-and-effect relationships to understand why or how a 

phenomenon occurs (Yin, 2018).  An exploratory case study design is employed in the current 

study. An exploratory case study design is an initial phase that lays the groundwork for theory 

development and subsequent studies (Yin, 2018). Exploratory case studies are beneficial in 

reducing uncertainty about different elements of an intervention, deciding how to measure 

outcomes, identifying implementation issues, and informing public health programme 

development and its evaluation (Nallala et al., 2023; Moore et al., 2018). In line with this, the 

present study contributed to understanding implementation issues in service delivery, aligning 

with its research objectives and addressing a critical knowledge gap in peri-urban healthcare 

access. 

 

3.4.1 Limitations in Case Study Research Design 

Case studies, as one of the qualitative research designs, share certain limitations that are 

peculiar to them compared to other research designs. These are based on the character of single 

case studies, which concentrate on an in-depth examination of some phenomena in their real-

life setting. Among the common limitations reported in case study research is generalisability 

(Tight, 2017; Miles, 2015). Yet, Polit and Beck (2010) contend that one of the defining features 

of exploratory, single case studies is that they are not typically designed to yield generalisable 
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findings. Its purpose is not the universal application of findings across different settings or 

populations; rather, it is to achieve a rich understanding and interpretation. Since generalisation 

is not the goal, the emphasis moves from generalisability to transferability. Transferability is 

the degree to which conclusions reached in a single case could be judged to be applicable or 

relevant to similar settings or contexts (Lincoln & Guba, 1985). This will be further elaborated 

later in the chapter. 

Another limitation of case study design is the potential for researcher bias. The researcher’s 

views and interpretation could significantly influence the analysis and conclusions drawn from 

the data (Acar-Ciftci, 2020). To mitigate researcher bias, data triangulation was employed by 

collecting information from two distinct sources – interviews with healthcare providers and 

postpartum women – cross-referencing these findings with relevant literature to enhance the 

credibility of the results (Bans-Akutey & Tiimub, 2021; Carter et al., 2014). Reflexivity was 

also maintained throughout the research process by reflecting on the researcher’s positionality 

and acknowledging potential biases that could affect interpretation (Holmes, 2020; Creswell, 

2013). Furthermore, an audit trail was established to systematically document the rationale 

behind data selection and theme development, thereby increasing transparency of the analysis 

process and reinforcing the credibility of the findings (Carcary, 2020; Wolf, 2003). 

Furthermore, case studies are also time- and resource-intensive. Case studies' complexity 

requires in-depth data collection and analysis, often taking significant time and resources 

(Hancock et al., 2021; Paddock et al., 2018). To prevent the case study from being resource-

demanding, its scope was deliberately limited to highlight important themes relevant to the 

research question and objectives instead of encompassing all case elements (Hartley, 2004). 

This strategic move served to facilitate the use of resources in a more effective and concentrated 

way. The challenges created by time and resource constraints were mitigated by employing 

these changes. 

 

3.5 Research Setting and Case Selection 

The research area was a township within the Sedibeng District Municipality in the Gauteng 

province, which comprises three municipalities: Emfuleni, Midvaal, and Lesedi. The area was 

purposefully selected because of its peculiar socioeconomic and health challenges, including 

governance. According to Massyn et al. (2020), aggregated district-level data for Sedibeng 

indicate that a large proportion of households are female-headed (34.7%–37%), with high 
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unemployment rates (26.4%–31.9%) and a high proportion of the population without 

matriculation certificates (42.5%–66.1%). These socioeconomic disparities are key social 

determinants of health with far-reaching effects on overall health outcomes, including mental 

health (Elwell-Sutton et al., 2019; Omotoso & Koch, 2018). 

Maternal and child health statistics from Sedibeng District Municipality underscore the 

significant challenges the local community faces. Although antenatal care utilisation is 

relatively high, with 71% of the women attending their first antenatal visit before 20 weeks of 

pregnancy, postnatal care utilisation remains notably poor. Only 55.6% of the mothers received 

postnatal care within six days of delivery, the lowest rate among Gauteng's five municipalities, 

and well below the national average of 70.9% (Massyn et al., 2020). This disparity raises 

concerns about the accessibility and quality of postpartum care services in the district. Infant 

and neonatal mortality rates are also high in the district, with the under-five mortality rate at 

11.3% as opposed to the nation's 4.7% (Massyn et al., 2020). The rates reflect the need to 

correct systemic issues in paediatric healthcare services. 

Compounding the maternal health challenges in Sedibeng are systemic gaps in the provision 

of mental health care. Robertson and Szabo (2017) highlighted critical shortcomings in the 

district’s mental health system, including a shortage of specialist personnel, such as psychiatric 

nurses and social workers. These deficits are further exacerbated by chronic under-funding and 

poor integration between general practice and CMHS, resulting in fragmented care and limited 

accessibility. Inadequate numbers of case managers and a scarcity of residential facilities 

contribute to the inability of CMHS to meet community needs effectively. These challenges 

underscore the urgent demand for increased resource allocation and stronger service integration 

across the Sedibeng District Municipality.  

Against this backdrop, selecting a CHC within the Sedibeng district for this study was strategic, 

given its unique combination of systemic challenges and service delivery strengths. The CHC 

offers an integrated continuum of maternal health care services, including screening and 

support for PPMH, which makes it an ideal site for examining both barriers and enablers of 

PPMH care in a peri-urban context. Prior research has identified high rates of postpartum 

depression in similar South African communities, where mental health outcomes are 

significantly shaped by social determinants (Kathree et al., 2014).  
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3.6 Data Collection Methods 

3.6.1 Semi-Structured Interviews 

This study's primary data collection method involved semi-structured interviews, which 

involved two distinct semi-structured interview guides: one for healthcare postpartum women 

(see Appendix 1) and the other for healthcare providers (see Appendix 2). Semi-structured 

interviews are a widely used qualitative data collection technique that combines the consistency 

of structured interviews with the flexibility of unstructured ones (Karatsareas, 2022; Roulston 

& Choi, 2018). Structured interviews follow a fixed set of questions asked in the same order 

across all participants, typically comprising pre-established questions in binary yes/no or 

multiple-choice questions (Karatsareas, 2022). Alternatively, unstructured interviews are 

interactive in nature, with no predetermined questions, thus allowing the participants to provide 

lengthy and detailed responses (Zhang & Wildemuth, 2009). Thus, semi-structured interviews 

allow the researcher to explore specific topics while remaining open to emergent issues through 

probing (Karatsareas, 2022). 

This approach was specifically suitable for the current research because it enabled rich, in-

depth data on participants’ experiences and perceptions of PPMH to be collected. Using an 

interview guide with open-ended questions, the researcher encouraged the respondents to share 

their subjective experiences and perceptions in their own words (DeJonckheere & Vaughn, 

2019; Guest et al., 2017). The flexible nature of semi-structured interviews allowed for follow-

up and clarifying questions, facilitating a more in-depth exploration of themes that emerged 

during the conversation. (DeJonckheere & Vaughn, 2019; Guest et al., 2017). This method 

proved particularly appropriate for discussing sensitive topics such as PPMH, where 

participants may feel more comfortable disclosing their experiences in a non-judgmental, 

empathetic environment (Adams, 2015).  

 

3.6.1.1 Limitations of semi-structured interviews 

Semi-structured interviews have the advantage of combining the flexibility of unstructured 

interviews with the systematic approach of more structured methods. Nevertheless, several 

limitations must be acknowledged and addressed to enhance the reliability and validity of data 

collected. 

One of the key concerns is the potential of interviewer bias, which may arise through leading 

questions or even subtle verbal or non-verbal cues that influence participants’ responses (Diab 
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& Al-Azzeh, 2024; Kühne, 2023; Cairns-Lee et al., 2022). To circumvent this issue, 

interviewers must be trained to be neutral and not share their own opinions. In addition, 

employing a well-designed interview guide with aptly worded questions can reduce bias by 

ensuring that all the respondents answer the same questions in the same manner, thus reducing 

the room for external influence. 

Another limitation is the susceptibility of self-reported data to social desirability bias, 

especially when discussing sensitive topics such as mental health. Participants may tailor their 

responses to align with perceived social norms rather than expressing their true feelings or 

experiences (Irvine et al., 2013; Bispo Júnior, 2022). Ensuring confidentiality and fostering a 

secure environment are necessary actions to mitigate this type of bias (Bergen & Labonté, 

2020). 

Lastly, while the open-ended nature of semi-structured interviews allows for deeper 

exploration, it can sometimes produce disorganised and difficult-to-analyse data (Kallio et al., 

2016). To avert this challenge, it is recommended to use a structured interview guide initially, 

with pre-established questions as well as space for themes to arise that can be probed. The 

continuous refinement and modification of the guide according to formative results improve 

its effectiveness (Kallio et al., 2016).  

 

3.6.2 Development of Semi-Structured Interview Guides and Pretesting Phase 

The two semi-structured interview guides (see Appendix 1 and Appendix 2) were based on a 

comprehensive review of the relevant literature, which facilitated the identification of key 

themes and commonly explored questions aligned with the research objectives (Boraie & 

Gebril, 2015). Academic supervisors subsequently reviewed initial drafts of the guides to 

assess the clarity, coherence, and relevance to the research aims. 

Following the development of the initial draft, the semi-structured interview guides were 

pretested with three participants representing the two target populations: one healthcare 

provider and two postpartum women, who shared characteristics similar to those of the 

intended study population. The pretest aimed to evaluate the interview guides’ effectiveness in 

eliciting meaningful and relevant responses and identify any issues related to ambiguity or lack 

of relevance in the questions (Bhalla et al., 2023; Hurst et al., 2015). The pretest scripts were 

not included in the main analysis. Guided by input from pretest participants, a number of 

changes were made to the guide. Questions were rewritten to ensure that respondents would 
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understand them as originally intended, and changes were made to prevent leading questions 

while encouraging openness rather than closed answers. Prompts were included in some 

questions to elicit more complete answers, and the sequence of questions was adjusted to 

improve the logical flow of the interview. These adjustments ensured that questions were 

unambiguous and capable of obtaining data consistent with aims of the research. 

 

3.6.2.1 Interview duration 

The duration of the interviews was estimated to be between 30 and 45 minutes, allowing 

sufficient time for the researcher to nurture the relationship with the participants to enable the 

participants to share their experiences and provide detailed insights (Young et al., 2021; Ortiz, 

2015). This standardised timeframe ensured that all participants were given an equal 

opportunity to contribute while respecting their time constraints. 

 

3.6.2.2 Language considerations 

The interviews with the postpartum women were conducted in either Sesotho or English to 

facilitate effective communication and accommodate the language preferences of the 

participants. This approach aligns with Stats SA (n.d.), which reported 76. 4% of the residents 

in the study area are Sesotho speakers. Conducting interviews in a language most familiar to 

participants was intended to foster a more natural expression, reduce the risk of 

misinterpretation, and enhance the accuracy of the data collected. Given that South Africa has 

11 official languages, with English not being the most spoken, Brown and Sprague (2021) 

proposed that future studies in perinatal mental health should increasingly incorporate 

indigenous languages to capture culturally embedded expressions of distress better. This is also 

supported by van den Berg (2016), who notes that current research tends to focus on a limited 

number of languages and regions, suggesting a need for more linguistically inclusive studies 

to address persistent communication problems. 

 

3.6.3 Sampling Strategy 

3.6.3.1 Purposive sampling 

For this research, purposive sampling was employed to select individuals who possessed 

certain qualities or attributes relevant to this study's objectives (Palinkas et al., 2015; Tongco, 
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2007). Purposive sampling or judgmental sampling is a type of non-probability sampling that 

allows the researcher to deliberately select participants who are particularly knowledgeable 

about or experienced with the phenomenon of interest (Ahmed, 2024; Palinkas et al., 2015).  

 

3.6.3.2 Justification for purposive sampling 

To justify the use of purposive sampling, it is important to contrast it with other sampling 

methods. 

Random sampling is a form of probability sampling where every member of the population has 

an equal opportunity to be selected (Bhardwaj, 2019; Acharya et al., 2013). It is well suited for 

studies that generalise findings to the broader population (Noor et al, 2022). However, in the 

context of this qualitative study, random sampling would likely result in the inclusion of 

individuals without specific postpartum experiences or healthcare perspectives needed to 

explore the research issues in depth. 

Stratified sampling involves dividing the population into homogeneous subgroups (strata) and 

selecting a random sample from each subgroup (Sharma, 2017; Acharya et al., 2013). While 

this approach allows for representativeness across key subgroups (Schreier, 2018; Tipton, 

2013), this case study prioritised in-depth understanding over representativeness. Stratified 

sampling was inappropriate for capturing postpartum women's and healthcare providers' 

nuanced experiences in the selected CHC context. 

Convenience sampling involves selecting participants based on ease of access, availability, or 

willingness to participate (Lopez & Whitehead, 2016; Sedgwick, 2013). While this sampling 

method is inexpensive and time-efficient, it may not yield participants who are best positioned 

to provide relevant and insightful information. Thus, convenience sampling lacks the 

methodological rigour required for in-depth qualitative inquiry (Etikan, 2016). 

Purposive sampling was utilised because it enabled the researcher to select participants most 

likely to yield rich, relevant, and diverse data (Campbell et al., 2020; Palinkas et al., 2015). 

This method ensured the inclusion of individuals who had direct and relevant experiences 

(Etikan, 2016). As a well-established strategy in qualitative research, purposive sampling 

enables the researcher to reduce irrelevant variation and focus on information-rich cases that 

align closely with the research objectives (Palinkas et al., 2015; Smith & Noble, 2014). The 

study captured current insights and reflected on contemporary experiences and challenges by 

selecting women who had recently gone through the postpartum phase. Additionally, including 
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healthcare providers directly involved in postpartum care allowed for a more comprehensive 

understanding of the care environment, integrating both the perspectives of the service 

recipients and those delivering the services. 

 

3.6.3.3 Inclusion criteria for participant selection 

For the research to elicit relevant information, participants needed to meet the inclusion and 

exclusion criteria indicated in Table 3.2: 

 

Table 3.2: Inclusion and Exclusion Criteria for Postpartum Women 

Inclusion Criteria Exclusion Criteria 

Must be a resident of the township served by 

the CHC. 
- 

Effort made to enrol women within the 

common reproductive years (19 and older). 
Excluded if younger than 19 years. 

Must be within six months postpartum to align 

with the defined postpartum period. 

Excluded if more than six months postpartum at the 

time of the interview. 

Should have received antenatal care, delivered 

the baby, and attended postnatal check-ups at 

the CHC. 

Excluded if they did not receive antenatal care. 

Must have given informed consent to 

participate in the study. 
- 

Must be proficient in either Sesotho or English 

to ensure effective communication during the 

interview. 

- 

Well enough to participate in interviews 
Excluded if suffering from severe conditions that 

impair communication or informed consent. 
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Table 3.3: Inclusion and Exclusion Criteria for Healthcare Providers 

Inclusion Criteria Exclusion Criteria 

Must be currently working at the CHC in the 

township. 
- 

Should have had direct contact with postpartum 

women during postnatal care or providing 

mental healthcare. 

Excluded if not involved in service provision for 

postpartum women. 

Must be willing to provide views and be able to 

communicate in English or Sesotho. 
- 

 

The inclusion and exclusion criteria were designed to recruit participants who would be capable 

of providing information relevant to the study's objectives. Ten postpartum women were 

selected based on having recent postpartum status, residence within the catchment area of the 

CHC, use of maternal healthcare services, and language capacity, to enable their experiences 

to align with the research context. Similarly, eight healthcare providers were included based 

on their active involvement in postpartum care, guaranteeing their perspectives were directly 

related to the barriers and facilitators in PPMH service delivery. These criteria facilitated the 

elicitation of focused, contextually relevant data while excluding individuals whose 

circumstances might impede effective participation or detract from the study’s scope. 

 

3.6.4 Participant Selection and Recruitment 

Effective recruitment of participants played a crucial role in ensuring the reliability and quality 

of data collected (Bonisteel et al., 2021). In the current case study, the researcher implemented 

a participant recruitment approach developed in consultation with the staff members at the 

CHC, who had direct access to potential participants during postnatal consultations. These 

included postnatal nursing staff and mental health professionals. The recruitment process was 

designed with privacy and confidentiality in mind (Gyure et al., 2014). To ensure these 

standards were met, the researcher implemented confidentiality agreements with the staff 

responsible for recruiting postpartum women. These agreements specified how the participants' 

personal information would be handled, ensuring that it was kept confidential and used for the 

study. Furthermore, clear protocols were established to protect the participants' privacy 

throughout the research process. 
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Informed consent was a principal aspect of the recruitment process of the study participants 

(Hoverd et al., 2021; Robinson, 2014). The researcher requested that the CHC staff facilitate 

an open, ethical, informed process. The staff provided the prospective participants with a study 

brief, explaining the study's purpose and the voluntary nature of their participation. 

Subsequently, the researcher provided a comprehensive description of the study, clarifying the 

participants' concerns or questions. The process also highlighted the right of the participants to 

refuse or withdraw from participating in the study at any moment without any adverse 

consequences. Only after participants fully understood the aims, procedures, and potential risks 

and benefits of the study was informed consent formally obtained from them.  

 

3.6.5 Data Collection and Saturation 

Because of the inherent nature of qualitative research and case study design, data saturation 

was the primary determinant of sample size. Data saturation to the point where no new themes 

or insights emerge from the data (Naeem et al., 2024; Saunders et al., 2018). The researcher 

continued recruiting participants until data saturation was realised, ensuring that the data 

collected were sufficiently rich, comprehensive, and reflective of all the key themes relevant 

to the research objectives.In this study, a total of 10 postpartum women and 8 healthcare 

providers were interviewed. Using saturation as a guiding principle strengthened the study’s 

rigour and ensured that the study was robust and exhaustively explored the phenomenon under 

investigation. 

 

3.7 Data Analysis 

3.7.1 Thematic Analysis  

Thematic analysis was employed in data analysis. It is one of the most widely used techniques 

in qualitative data analysis as it enables the researcher to systematically identify, organise, and 

interpret meaningful patterns or themes within the data (Naeem et al., 2023; Clarke & Braun, 

2017). It provides a rigorous yet flexible framework for making sense of complex qualitative 

information (Terry et al., 2017; Crowe et al., 2015). This research specifically used the ATA 

approach, which integrates empirical data with theoretical insights to derive plausible and 

meaningful interpretations of the phenomena under investigation (Thompson, 2022). 

Abductive analysis values both data-driven and theoretical perspectives, ensuring that 
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interpretations are grounded in the participants’ experiences and informed by relevant 

conceptual frameworks (Thompson, 2022). 

 

3.7.1.1 Application of Abductive Thematic Analysis  

ATA (Thompson, 2022) was utilised in the current study. This iterative and flexible 

methodology integrates inductive findings from the participants’ experiences with theoretical 

insights to inform the interpretation of the findings. 

 

(a) Step 1: Transcription and Familiarisation 

All the interviews with postpartum women and providers were transcribed. Then the researcher 

familiarised herself with the data by thoroughly reading the transcripts and noting recurring 

patterns related to barriers to and facilitators of accessing mental healthcare. Early observations 

included patterns of cultural norms and provider attitudes. 

(b) Step 2: Coding 

Descriptive codes such as "Support," "Awareness," and "Stigma" were assigned to relevant 

segments of the data. An iterative coding approach was then employed to review and refine 

these preliminary codes, allowing for categorising related codes into broader categories. For 

example, codes like “awareness” and “support” were grouped under a higher order theme, such 

as "knowledge and awareness", which was identified as critical for understanding socio-

ecological factors influencing access to PPMH care. This process allowed the researcher to 

move from descriptive to more analytical coding aligned with the SEM. 

 

(c) Step 3: Codebook Development 

A codebook was developed to ensure consistency and rigour in the coding process. Each code 

was defined and accompanied by drawing from the data to illustrate its application, helping to 

standardise the interpretation of complex themes such as "relational support" from both the 

perspectives of postpartum women and healthcare providers (see Appendix 3). 

 

(d) Step 4: Development of Themes 
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Relationships between codes were examined to construct more abstract and generalisable 

themes. For example, “lack of awareness” and “lack of knowledge” were grouped under the 

broader theme “Knowledge and Awareness Barriers,” reflecting an individual-level factor 

influencing healthcare-seeking behaviour. This categorisation was closely aligned with the 

overall research focus on barriers to and facilitators of access to PPMH care. 

 

(e) Step 5: Theorising 

The themes were mapped onto the SEM, enabling analysis across multiple levels – individual, 

interpersonal, organisational, community, and societal. This step provided a theoretical lens for 

interpreting how structural and personal factors collectively shape access to PPMHS during the 

postpartum period. 

 

(f) Step 6: Comparison of Datasets 

Themes were compared across participant groups to explore similarities and differences in 

perspectives. For example, postpartum women frequently cited tangible challenges such as 

transportation difficulties, whereas healthcare providers emphasised the systemic issues, like 

the need for additional mental health training and resource constraints. 

 

(g) Step 7: Data Display 

The thematic network analysis, as explained by Thompson, was used to illustrate the 

relationships between the themes identified. The process enabled an understanding of how 

significant themes connect to healthcare accessibility. The relationships between the themes 

were analysed to understand the thematic structure of the data, as well as the SEM of PPMH. 

 

(h) Step 8: Writing Up 

The findings were organised according to the major themes, each supported by illustrative 

quotations from participants. The final write-up emphasised how the themes collectively 

contribute to a better understanding of the multifaceted barriers to and facilitators of access to 

PPMH care. 
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3.8 Ensuring Trustworthiness in Qualitative Research 

Qualitative research needs thorough consideration of the complexities involved in data 

collection, analysis, and interpretation, since it is subjective and contextual (Morse, 2015). A 

successful approach to addressing such complexities necessitates using measures that boost 

credibility, reliability, transferability, and confirmability, guaranteeing qualitative research's 

quality and trustworthiness (Lincoln & Guba, 1985). 

 

Credibility is defined as how well the findings truly represent participants' experiences and 

views (Stahl & King, 2020). A key strategy used to enhance credibility was data triangulation, 

which employed two diverse data sources: postpartum women and healthcare providers, to 

verify the findings (Carter et al., 2014). Reflexivity was also key to establishing credibility, 

prompting constant critical scrutiny of researcher biases, so that they would not unduly 

influence the analysis (Peddle, 2022). Data triangulation and reflexivity are discussed in detail 

later in this chapter. 

Dependability refers to the consistency and reliability within and across different study 

contexts (Rose & Johnson, 2020). This was attained by systematically documenting the 

research process, including detailed descriptions of data collection and analysis (Nowell et al., 

2017). Using an audit trail enhanced transparency by providing a clear record of the 

researcher’s decisions and analytical reasoning, enabling others to assess the study’s 

methodological rigour (Carcary, 2020).  

Transferability refers to the degree to which research findings can be transferred to other 

contexts (Rose & Johnson, 2020). This aspect was ensured through thick descriptions 

concerning the research setting, the characteristics of the participants, and contextual matters 

(Stahl & King, 2020; Shenton, 2004). By offering elaborate descriptions, readers can assess 

the relevance and significance of findings to their case (Drisko, 2024). Transferability provides 

pertinent information applicable in corresponding contexts (Drisko, 2024). As an example, the 

findings of this research have potential transferability to other Free State or Gauteng peri-urban 

CHCs with predominantly Sesotho-speaking clients and similar socioeconomic and structural 

issues. 

Confirmability reduces the researcher's bias and ensures that the study’s conclusions are 

grounded in participants’ data rather than personal assumptions or interpretations (Lim, 2024). 

To this end, the researcher employed data triangulation, alongside a reflexive approach. 
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Reflexivity enabled the researcher to critically interrogate her positionality and the possible 

influence of personal biases on the research process, thereby contributing to the transparency 

and validity of the findings (Muthanna & Alduais, 2023; Olmos-Vega et al., 2023). A detailed 

account of the researcher’s positionality is presented later in this chapter. The integration of 

these strategies supported the production of findings that are not only confirmable but also 

credible, dependable, and transferable. 

 

3.8.1 Triangulation of Data 

Triangulation is a key research strategy in qualitative research used to enhance the credibility 

and trustworthiness of findings by cross-checking and comparing data from at least two 

independent sources or methods (Aguilar Solano, 2020; Carter et al., 2014). Triangulation 

strengthens validity by reducing bias and increasing the robustness of conclusions (Aguilar 

Solano, 2020; Johnson et al., 2020). Denzin (1978) identified four kinds of triangulation:  

1) Data triangulation involves comparing data across different participants, times, and 

settings.  

2) Investigator triangulation, wherein multiple researchers contribute to data interpretation 

to minimise individual biases. 

3) Theory triangulation, which entails analysing data through multiple theoretical lenses. 

4) Methodological triangulation involves using multiple data-collection methods.  

Data source triangulation was employed in this study by collecting information from 

postpartum women and healthcare providers. This allowed the researcher to cross-check 

perspectives, identify consistencies or discrepancies, and develop a more comprehensive 

understanding of the factors influencing access to PPMH care (Flick, 2018; Carter et al., 2014). 

By drawing on multiple sources, the study reduced reliance on any single viewpoint and 

enhanced the findings' overall trustworthiness and contextual richness. 

 

3.8.2 Reflexivity 

Reflexivity is a key element in establishing credibility in qualitative research. It involves 

scrutinising the researcher's role, position, and impact throughout the study (Palaganas et al., 

2017; Kingdon, 2005). It involves critical self-reflection on how assumptions, bias, values, and 

positionality may affect both the research process and its outcomes (Olmos-Vega et al., 2023; 
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Palaganas et al., 2017; Mao et al., 2016). Reflexivity promotes validity and integrity by 

continuously examining these elements (Palaganas et al., 2017; Mao et al., 2016).  

In this research, reflexivity was central to the insight that knowledge is socially constructed 

through collaborative work between the researcher and the participants, founded on mutual 

experience, meaning, and understanding (Rodriguez & Ridgway, 2023; Arvay, 2003). The 

researcher actively attempted to exercise reflexivity of their position and how their worldview 

shaped the research process (Olmos-Vega et al., 2023; Patnaik, 2013). A lack of reflexivity 

would decrease the face validity of a study; therefore, its presence is necessary to provide 

rigorous findings (Thurairajah, 2018; Probst, 2015). 

Olmos-Vega et al. (2023) propose four kinds of reflexivity that assist in comprehensive 

research:  

• Personal reflexivity, where researchers consider their expectations, assumptions, and 

reactions and understand how these might shape the research process.  

• Interpersonal reflexivity considers relationships and relative power between the 

researcher and the research participants.  

• Methodological reflexivity entails critically examining the methodological decisions 

taken and how these reflect the research paradigm.  

• Contextual reflexivity pertains to the importance of being aware of the cultural and 

historical context of the research and how this affects the study. 

All three types of reflexivity highlight the importance of ongoing reflection and ethical issues 

to ensure that the study is conducted accurately and yields credible findings. 

 

3.8.2.1 Strategies to enhance reflexivity 

To enhance reflexivity, researchers use a range of strategies to increase self-awareness, 

critically examine assumptions, and reduce the influences of personal biases during the 

research process (Olmos-Vega et al., 2023; Patnaik, 2013). These include ongoing self-

reflection, peer debriefing, maintaining a reflexive diary, conducting member checks with 

participants to validate interpretations, and engaging in multiple viewpoints through 

interdisciplinary or interagency collaboration with stakeholders in the communities (Olmos-

Vega et al., 2023; Smith et al., 2014). 
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3.8.2.2 Reflexive journaling 

Reflexive writing through memos, field notes, and journaling enables systematic 

documentation of evolving insights, decisions, power dynamics, and contextual influences in 

research. The researcher utilised journaling as the key reflective strategy to manage emotional 

responses, monitor and address personal biases, maintain objectivity, and refine interviewing 

techniques across data collection phases (Mishra & Gupta, 2024). This practice fostered 

transparency and intention in the research process, supporting both analytical depth and 

researcher well-being (Olmos-Vega et al., 2023).  

 

3.8.2.3 Applying the positionality framework 

Positionality is critical to qualitative research, particularly for new postgraduate researchers 

who must engage in reflexive practice to articulate their evolving positionality. This includes 

recognising their multiple insider-outsider positions and understanding how these identities 

influence data collection and interpretation (Holmes, 2020). The positionality framework 

proposed by Patnaik (2013) guided the reflective engagement throughout the research process. 

It explores how the researcher’s personal and professional background shaped various aspects 

of the research. The application of this framework is detailed below. 

 

(a) Self-awareness 

As a black woman who grew up in a peri-urban township in post-apartheid South Africa, I 

witnessed firsthand the long-term psychological impacts of political violence and social 

inequality. My father’s loss of family members during the apartheid era and the 

intergenerational trauma that followed deeply influenced my understanding of mental health 

and its social determinants. These lived experiences, coupled with my familiarity with the harsh 

socio-economic conditions many vulnerable groups face, shaped both my commitment to 

mental health advocacy and my research interest in the well-being of vulnerable populations. 

This research topic emerged from these personal experiences and was further refined by my 

supervisors. They helped me narrow my broad interest into a focused, academically viable 

inquiry with real-world relevance. My values of empathy, social justice and a strengths-based 

approach to mental health, rooted in both personal and professional domains, informed how I 

conceptualised the study and engaged with participants. 
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(b) Reflexivity 

My identity as a black woman and mother from a similar peri-urban cultural and linguistic 

background significantly shaped how I approached the research. These shared aspects foster 

rapport and trust, particularly when exploring sensitive experiences such as PPMH. 

Being a mother, researching the postpartum experiences of other mothers allowed me to 

connect deeply with participants’ joys, anxieties and challenges. However, this shared identity 

also required critical reflexivity to avoid projecting my own experiences onto the participants. 

I remained conscious of the need to distinguish between shared empathy and over-

identification, ensuring that participants’ individual stories remained central. 

My professional background as a social worker and mental health practitioner gave me a 

systemic lens to interpret the narratives. While this training enabled a compassionate and 

informed approach, I remained vigilant against inadvertently reinforcing power imbalances or 

allowing professional knowledge to overshadow the lived experiences shared with me. 

Throughout the research, I aimed to balance professional insight with openness to participant 

meaning-making. 

 

(c) Insider/outsider roles 

My familiarity with the community’s language, values and socio-economic challenges 

positioned me as both an insider and an outsider. I held an insider identity that helped me to 

build rapport, trust, and mutual understanding. However, my role as a researcher and mental 

health professional also positioned me as an outsider. I maintained boundaries and was an 

outsider to the community and its challenges. In managing these dual roles, I was intentional 

about setting boundaries. While participants saw me as an ally or confidant, I maintained 

professional distance, avoided influencing responses, and did not conflate the research role 

with a counsellor or advisor. Where appropriate, I provided referrals to relevant services while 

safeguarding the integrity of the research process. 

 

(d) Impact on research 

As a Black African trained in biomedical models of mental health but also grounded in 

indigenous worldviews, I navigated a complex research identity. Initially, my biomedical 

background inclined me toward understanding mental health through a Western lens. However, 
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my commitment to decolonial and contextually relevant approaches led me to reflect critically 

and challenge this bias. Through this reflection, I realised that some postpartum practices 

initially perceived as “unscientific” were culturally grounded support mechanisms. This dual 

awareness enabled a more holistic analysis that respected both scientific and cultural paradigms. 

I used member checks to ensure the accuracy and validity of the findings and triangulated 

across various data sources. My participant-centred approach, an extension of my professional 

training, ensured that participants' voices remained at the heart of the research. 

(e) Dynamic nature of positionality 

My understanding of the barriers and facilitators of postpartum mental health service access 

evolved throughout the study. Initially, I viewed the different levels of the SEM – individual, 

interpersonal, organisational, community and societal as distinct. However, as I collected and 

analysed the data, I realised the complexity and interplay between the levels. 

A key realisation was the influence of cultural norms across multiple levels. Practices I initially 

saw as community-level factors were also deeply embedded in interpersonal relationships, 

particularly in shaping support systems. This made me view the socio-ecological framework 

not as a hierarchy of separate levels, but as an interconnected web of influences on PPMH. I 

also recognised that the same factor could be a barrier and a facilitator depending on the context 

and personal experience. 

In the early stages of the research, I became aware of a paternalistic tendency stemming from 

my professional background as a social worker. Despite my training in collaborative, person-

centred approaches, I occasionally found myself interpreting the research through a lens of 

what I thought would be best for the participants. Acknowledging this bias prompted a shift. I 

re-centred participants' narratives and ensured that their perspectives, not my professional 

assumptions, guided the research findings. This reflexive stance was vital to maintaining 

ethical integrity and responsiveness in the study. 

 

3.9 Ethical Considerations 

In the present research, several ethical principles were maintained to safeguard the participants' 

rights, welfare, and confidentiality. Ethical principles in research are regulations and guidelines 

that seek to promote the treatment of participants with respect, fairness, and integrity (Ketefian, 

2015; Vanclay et al., 2013). These regulations follow the basic principles outlined in the 
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Belmont Report (1979), highlighting the importance of respect for persons, beneficence, and 

justice. 

 

3.9.1 Ethical Clearance 

Before the study began, ethics clearance was obtained from the University of the Free State 

General/Human Research Ethics Committee (see Appendix 4). Ethics clearance is necessary 

as it protects the rights and well-being of the research participants and guarantees that the 

research is conducted ethically. It also makes the research more credible and trustworthy 

(Yesuf, 2024). The ethics clearance was done by submitting a full research proposal that was 

screened to determine any prevailing ethical concerns to ensure protection of the participants' 

rights and welfare, aligning with what is stipulated in the Belmont Report (1979), which 

articulates the need for ethical review of research to minimise undue risks to subjects and 

ensure that the research is conducted ethically. 

 

3.9.2 Gate Keeper Approvals 

The concerned authorities acquired all the required permissions, including the Gauteng DoH 

and the CHC (see Appendix 5). All these approvals were needed to ensure compliance with 

institutional and regulatory standards and to gain access to the research site and its members. 

Obtaining approval entailed assuring the gatekeepers that the research objectives aligned with 

institutional policies and local regulations. 

 

3.9.3 Informed Consent 

The researcher conducted a written informed consent process, ensuring that the participants 

were adequately informed before the interviews. The healthcare provider presented a brief 

overview of the study, stating its purpose and voluntary participation during postnatal 

consultation with the mothers. Mothers willing to participate were referred to the researcher in 

a different room. There, the researcher provided detailed information about the study's 

objectives, procedures, risks, and benefits. The participants were also provided with the consent 

forms (see Appendix 6) and were allowed sufficient time to consider their participation before 

signing. Informed consent was sought for participation in the study and audio recording of the 

interviews. Interviews were conducted in a private room at the facility to ensure confidentiality. 
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For participants who preferred to be interviewed elsewhere, the researcher made follow-up 

arrangements to conduct the interviews at a time and location convenient for each participant 

and in a private and secure environment. 

Participants were informed of their right to terminate their participation in the study at any 

point in time without penalty, and their attention was repeatedly drawn to this right. Participants 

were made aware that no benefit would result from participation and that they were at liberty 

to decline participation. Participants were reassured that their decision to participate would not 

impact the services they received in the CHC. This preparatory plan attempted to set 

expectations and avoid misunderstanding about the study. Following the ethical principles 

articulated in the Belmont Report (1979), particularly the principle of respect for persons, the 

study maintained the participants as independent individuals with the freedom to make 

independent decisions on their involvement, devoid of coercive pressure. 

 

3.9.4 Confidentiality and Privacy 

Bos (2020) defines confidentiality as the agreement between the researcher and participant that 

sensitive or private information will be treated with the utmost care, emphasising the 

importance of trust in this relationship. Confidentiality protects individuals’ privacy and fosters 

participant trust (Kaiser, 2009). Participants’ privacy and confidentiality were maintained 

during the research process. 

As outlined in the Belmont Report (1979), respect for individuals emphasises the importance 

of safeguarding participants' privacy and autonomy. This principle was upheld through 

measures designed to protect sensitive information and maintain participants' dignity and 

privacy. The researcher implemented strategies to prevent disclosure of identifiable personal 

information, thereby mitigating potential risks of harm such as embarrassment or 

discrimination. Pseudonyms were used in all research documents and reports, with the 

exception of consent forms, to ensure participants’ identities remained confidential. While 

pseudonyms were not feasible for signed consent forms, these forms were kept in a secure 

location separate from the research data, eliminating any direct link between participants' 

identities and their responses. 

Confidentiality agreements (see Appendix 7) were signed by the researcher and the healthcare 

providers who assisted with participant recruitment, ensuring compliance with established 

ethical standards. All electronic files were stored on a password-protected computer to 
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safeguard participant data. Hard copies containing identifiable information were securely 

stored in lockable cabinets within the researcher's home. Access to both physical and electronic 

data was restricted exclusively to the researcher. 

 

3.9.5 Non-Maleficence 

Researchers have an ethical responsibility to safeguard participants’ emotional well-being and 

to avoid actions that may lead to feelings of betrayal or distress during the research (Jelsma & 

Clow, 2005), requiring clearly defined roles, ongoing self-reflection regarding objectivity, and 

regular debriefing with colleagues. It is imperative in studies involving marginalised 

communities, where the risk of harm may be heightened. Researchers must also be prepared to 

make appropriate referrals to support services when necessary, and in certain situations, such 

as child abuse, to prioritise reporting of essential concerns over participant autonomy. These 

limitations must be communicated during the informed consent process (Jelsma & Clow, 2005). 

The principle of beneficence, as outlined in the Belmont Report (1979), entails minimising 

harm and maximising benefits for the research participants. In this study, particular attention 

was given to the potential emotional or psychological distress that could result from discussing 

PPMH experiences. To reduce this risk, interviews were conducted in a secure, respectful 

environment that enabled open and safe disclosure. Participants who required mental health 

support were promptly referred to the mental health unit of the CHC. Furthermore, Lifeline 

Vaal was engaged and agreed to provide free counselling services to participants (see Appendix 

8). Information about these services was communicated during the consent process and again 

during debriefing. Walk-ins were welcome at their facilities in the community, for those who 

preferred alternative methods, a 24-hour telephonic counselling service was also available. The 

researcher provided a direct referral form (see Appendix 9) to Lifeline Vaal, ensuring that the 

participants could receive immediate post-study support, if needed. Participants were 

encouraged to express any emotional discomfort during the interviews and were assured they 

could pause or terminate the interview at any stage. Their well-being was continuously 

monitored during the research process. These proactive measures exemplify the application of 

beneficence, ensuring that participants’ emotional and psychological needs were prioritised. 

According to Evrin (2021), risk assessment involves evaluating the likelihood, consequences, 

and acceptability of potential risks and forms part of a broader risk management strategy to 

implement appropriate control measures. Prior to data collection, a comprehensive risk analysis 
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was conducted to identify potential challenges and establish mitigation strategies to ensure the 

safety and integrity of the study. 

Discussing sensitive topics such as PPMH can also strain researchers emotionally and 

psychologically. To uphold the ethical principle of beneficence, the researcher implemented 

protective measures for her own well-being. These included professional supervision and self-

care practices like journaling, as Dickson-Swift et al. (2008) recommended. This attention to 

the researcher’s mental health ensured that the study was conducted ethically and sustainably. 

3.9.6 Participant Debriefing 

In line with best practices, participant debriefing was conducted to safeguard participants’ 

emotional, psychological, and physical well-being. The aim was to ensure that individuals left 

the research setting in a state at least equal to, if not better than, their condition prior to 

participation (McNally, 2017). After the interviews, participants were debriefed to provide 

further clarification about the study, respond to outstanding questions, and offer reassurance. 

During this session, the researcher provided further clarification about the study, addressed any 

outstanding questions, invited feedback on the interview process, and offered reassurance 

regarding confidentiality, the value of their contributions, and the availability of support should 

any distress arise from participation. Participants were also provided with information about 

available resources, including referrals to appropriate mental health services if needed.  

3.10 Conclusion 

This chapter described the research methodology used to explore the barriers to and facilitators 

of utilisation of PPMHS among postpartum women in a peri-urban CHC. The inquiry was 

framed in a social constructivist paradigm premised on the understanding that social 

interactions and contextual realities shape knowledge. A qualitative approach, employing an 

exploratory case study design, was used to capture the richness and complexity of participants’ 

experiences. Data were collected through semi-structured interviews, which balanced structure 

with flexibility, allowing in-depth exploration of key issues. Thematic analysis was conducted 

within an abductive analytical framework informed by the SEM. This approach enabled the 

integration of theoretical insights and participants' perspectives, offering a nuanced 

understanding of PPMHS utilisation. 
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Methodological decisions were closely aligned with the objectives and research question and 

were well-suited to the broader health systems context. Strategies such as reflexivity and 

adherence to ethical study protocols enhanced the study’s trustworthiness. The next chapter 

presents the study’s findings, offering thematic data analysis and highlighting key barriers to 

and facilitators of accessing PPMHS. 
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CHAPTER 4 : 

FINDINGS 

 

4.1 Introduction 

This chapter presents and discusses the study's findings regarding the availability of PPMHS 

in a peri-urban CHC in the Gauteng province. Data was collected from 5 December 2023 to 23 

April 2024. The chapter first gives an overview of the participant demographics to 

contextualise the data collected. This is followed by the presentation of themes using the SEM, 

which discusses the barriers to and facilitators of accessing PPMHS at the individual, 

interpersonal, organisational, community, and societal levels. Each level comprises themes 

describing barriers to and facilitators of access to PPMHS. At an individual level, the findings 

highlight factors relating to knowledge, awareness, and personal beliefs. Interpersonal level 

findings refer to the importance of supportive familial relationships. Organisational themes 

refer to access to resources and logistical concerns. Community-level themes include 

prevailing attitudes and beliefs, both cultural and religious, and existing support mechanisms. 

Lastly, at the societal level, themes emphasise the importance of effective policy 

implementation coupled with extensive public health campaigns. The chapter concludes by 

summarising the main findings and emphasising key insights related to the CHC case study. 

 

4.2 Presentation of Key Findings 

 

4.2.1 Demographics of Participants 

This section summarises the demographic characteristics of the postpartum women and 

healthcare providers participating in this study. These details offer important contextual 

information to frame the findings and discussions on PPMHS delivery. A total of 18 semi-

structured interviews were utilised in this study, comprising ten (10) postpartum women and 

eight (8) healthcare providers.   
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4.2.1.1 Demographics of Postpartum Women 

Table 4.1 summarises the demographics of postpartum women who participated in the study. 

Table 4.1: Demographics of Postpartum Women 

Characteristic Category Frequency (n) 

Age (years) 20–25 2 

 26–30 3 

 31–35 2 

 36–40 3 

Education Grade 12 or higher 7 

 Diploma 1 

 Short courses/certifications 2 

Employment Unemployed 4 

 Self-employed 3 

 Formally employed 3 

Marital Status Married 6 

 Single 3 

 Divorced 1 

Number of Children 1 3 

 2 3 

 3 2 

 4 2 

 

4.2.1.2 Demographics of Healthcare Providers 

Table 4.2 summarises the demographics of healthcare providers involved in PPMHS at the 

CHC and the identifiers used in participant quotes throughout the study.  
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Table 4.2: Demographics of Healthcare Providers (n = 8) 

Qualification Type 

Mental 

Health 

Training 

Frequ

ency 

(n) 

Relevance to PPMHS Identifier 

Primary-level 

mental health 

qualification 

[Registered 

counsellors or 

Social workers 

(SW)] 

Academic 

training in 

mental 

health and 

psychosoc

ial support 

1 

Can provide basic mental 

health assessment, 

counselling, and referral 

within primary care (Health 

Professions Council of 

South Africa, 2024; Social 

Service Professions Act 110, 

1978). 

C 

Nursing 

qualification with 

mental health 

component 

Academic 

modules 

including 

mental 

health 

3 

Able to identify and respond 

to PPMH symptoms, 

perform basic screening, and 

provide education (SANC, 

2019). 

RN+MH 

Nursing 

qualification 

without mental 

health training 

None 1 

Limited ability to identify or 

respond to PPMH issues; 

may refer cases to other 

providers (Phungula et al., 

2024) 

RN 

No formal 

healthcare 

qualification (e.g., 

CHWs) 

None 3 

Supports PPMHS indirectly 

through health education, 

community engagement, or 

administrative tasks Roux et 

al., 2020). 

CHW 

 

4.2.2 Summary of Themes and Sub-themes 

The analysis of interviews with postpartum women and healthcare providers identified several 

barriers and facilitators to accessing PPMHS. These themes are categorised accordingly to the 

SEM framework of individual, interpersonal, organisational, community, and societal levels. 

Table 4.3 outlines identified themes and sub-themes of the current study to give an overview 

prior to the presentation of findings. 

  



 

85 

Table 4.3: Summary of Themes and Sub-themes 

Level  Themes        Sub-themes  

Level Themes Barriers Facilitators 

Individual 

Knowledge 

and 

Awareness 

Lack of understanding 

of PPMDs 

Healthcare provider 

knowledge and clinical 

observation; Raising 

awareness of available 

PPMHS 

Individual 

Personal 

Beliefs and 

Attitudes 

Internalised stigma and 

misconceptions 

surrounding PPMDs 

Addressing self-stigma and 

myths surrounding PPMDs 

Interpersonal 
Relational 

Support 

Lack of spousal/partner 

support; Extended 

family influence 

limiting help-seeking 

Partner involvement 

encouraged by healthcare 

providers; Supportive role of 

family in promoting help-

seeking 

Organisational 
Resource 

Adequacy 

Inadequate availability 

of mental health 

professionals; 

Inadequate routine 

screening for PPMH; 

Insufficient mental 

health training among 

maternal healthcare 

providers 

On-site availability as a 

facilitator; Proactive and 

integrated screening practices 

Organisational 
Logistical 

Factors 

Transportation 

challenges affecting 

access 

– 

Community 
Community 

Attitudes 

Negative influence of 

norms and public 

perceptions 

– 

Community 

Religious 

and Cultural 

Beliefs 

Cultural, religious, and 

linguistic factors 

hindering access 

Cultural, religious, and 

linguistic practices enhancing 

engagement 

Community 

Community 

Support 

Structures 

Limited access to 

community resources 

Recommended community 

engagement strategies 
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Societal 

Policy and 

Systemic 

Issues 

Challenges in policy 

implementation and 

effectiveness 

Recommendations for 

improving policy 

implementation and 

effectiveness 

Societal 
Public Health 

Interventions 
– 

Proposed national initiatives to 

enhance access and service 

delivery 

 

4.2.3 Individual Level Findings 

4.2.3.1 Knowledge and Awareness 

(a) Lack of understanding of PPMDs  

 

Limited understanding of PPMDs among postpartum women at the CHC was identified as a 

barrier. Participants commonly reported uncertainty about the signs of mental health issues and 

whether professional support was needed. Emotional distress was often normalised as part of 

motherhood, and the lack of educational information made postpartum women unable to 

recognise when help was needed. 

Illustrative quotes:  

“I guess I haven’t really thought about it... thinking about my own mental health 

support isn’t something I usually do, I think I don’t even know what to look out for, like 

the line between normal worries and depression and stuff.” (P-208_PPW [postpartum 

woman]) 

“I have to admit that I don’t know much about mental health. I find myself just trying 

to manage everything and make things work without really thinking about whether my 

feelings are normal or maybe if I might need help, like just to know. Sometimes, I feel 

stressed or sad due to my circumstances, and while I always believed these thoughts 

were just about being a mom, I now see that understanding mental health better could 

help me to know when I need support or when someone else needs it.” (P-206_PPW) 

“When I had my first baby, I didn’t even know that feeling sad or overwhelmed could 

be something more than just being tired. I thought it was normal to feel alone, and 

scared sometimes.” (P-210_PPW) 

Women’s limited knowledge of PPMDs reflects gaps in individual-level PPMH literacy, 

contributing to delayed recognition and help-seeking. 
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(b) Healthcare provider knowledge and clinical observation 

 

Healthcare providers reported that mental health education, observational skills, and trauma-

informed care enabled them to recognise postpartum women experiencing PPMDs, including 

those who did not actively seek help. Awareness of subtle signs, such as self-neglect or neglect 

of childcare, allowed timely identification and support. Trauma-informed approaches were also 

emphasised as crucial for addressing overlapping stressors, including substance use and 

histories of violence, which complicate clinical presentations and affect psychosocial 

functioning.  

Illustrative quotes: 

“So, for you to be able to pick up, maybe to screen the patient for postpartum, let’s say 

it’s postpartum depression or whatever, you need to have the basics of mental health... 

at least it gives you the whole understanding of mental health, not only postpartum. 

Mental health is key.” (P-101_RN+MH) 

“We are able to see that there is a problem... Such behaviour indicates a problem. We 

then analyse or observe their physical appearance. We are able to identify women who 

neglect themselves and their children.” (P-104_RN+MH) 

“If a mother comes in with a problem of substance abuse, we always know that there's 

an underlying problem that we will try to tackle... Every day is a challenge just to 

survive... all these things really compound into anxiety and depression. Mothers don't 

know how to deal with all these issues. A lot of women who come here also have a 

history of violence emitted on them, sexual abuse, domestic violence, even at home, and 

so all these things compound into very serious psychological traumas and problems 

with these women.” (P-105_C) 

Healthcare providers’ knowledge and observation skills support a holistic, sensitive approach 

to PPMH care, ensuring that high-risk women are identified and supported.  

 

(c) Raising awareness of available PPMHS 

 

Healthcare providers reported that clear and simple communication was an essential facilitator 

for promoting access. They emphasised not only providing women with information about 

available services, but also supporting them to make their own decisions about whether and 

how to seek help. CHWs were identified as playing a critical role in this process, providing 



 

88 

health education, guidance, and follow-up support from the time of birth through the 

postpartum period, helping to bridge the gap between awareness and actual service use. 

 

Illustrative quotes:  

  

“You know everything can be improved. You know you need to go back to the basics. 

Explaining to the patient. There is improvement in that. You know, we think of big things. 

But if you inform the patient and arm them with information, so that they can be aware 

of these services. What are they doing, and what is mental health about, and how can 

they be helped?” (P-101_RN+MH) 

“So, what you find is that we try to support them. We try to teach them on issues related 

to mental health. However, it is up to them to decide to take the next step whether they 

will seek help because they are the ones who will now be the ones who need to make 

the initiative.” (P-104_RN+MH) 

“We then offer health talk and offer advice on where they can find mental health 

assistance.” (P-107_CHW) 

Raising awareness through education and guidance supports postpartum women in making 

their own decisions while promoting uptake of PPMHS, highlighting the dual role of healthcare 

providers in informing and guiding service users. 

 

4.2.3.2 Personal Beliefs and Attitudes 

(a) Internalised stigma and misconceptions surrounding PPMDs 

 

Internalised stigma and misconceptions regarding PPMDs among postpartum women at the 

CHC were identified as key barriers to accessing mental healthcare. Participants commonly 

reported fear of seeking mental health support due to concerns about negative consequences, 

such as losing custody of their children, and pressure to appear emotionally strong. Societal 

and cultural expectations often led women to suppress their mental health needs to avoid 

appearing vulnerable or inadequate.  

Illustrative quotes: 

“If I knew that talking doesn’t mean that I am, I mean like the baby is at risk or may be 

taken from me, then it would be easier…I feel like I'm supposed to be this superhero 
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who never gets tired... it’s hard when things don’t go as planned. I feel like I’m failing.” 

(P-207_PPW) 

“So, they think that by going to the mental health department, it means you are mentally 

ill… You need to explain… it just means you will see our psychologist, there is a 

psychiatrist, and a social worker. They can assist you.” (P-101_RN+MH) 

“When they ask for help… they do not want others to know that they’re seeking help 

because they feel that they automatically will not be living up to the cultural expectation 

of what a woman ought to be, which is a stronghold of the family.” (P-102_RN+MH) 

These findings demonstrate the pervasive influence of internalised stigma and cultural 

misconceptions on postpartum women’s engagement with PPMHS.  

 

(b) Addressing internalised-stigma and myths surrounding PPMDs 

 

A strategy to reduce internalised-stigma and misconceptions about PPMDs is identified as a 

facilitator. A Healthcare provider reported that education clarifies that seeking mental health 

support does not indicate being “mentally ill” and that framing care as a proactive step toward 

wellness encourages openness. 

 

Illustrative quote:  

“So, they think that by going to the mental health department, it means you are mentally 

ill. So, you need to explain and say, no, me taking you there, it just means you will see 

our psychologist, there is a psychiatrist and a social worker. So, all of them can help 

you. They do different things and can also assist you by referring you so that you are 

ok. So, you need to explain to them because the very fact that you are going to say 

mental health, we are now dealing with stigma” (P-101_RN+MH) 

This educational and reframing strategy support women in recognising the value of PPMHS, 

thereby facilitating timely help-seeking and engagement despite prevailing stigma and cultural 

misconceptions. 

Figure 4.1 Illustrates how individual-level factors such as knowledge, beliefs, and attitudes 

toward PPMDS play a critical role in shaping engagement with PPMHS, highlighting how they 

can act both as barriers and enablers to seeking care in this case study. 
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Figure 4.1: Illustration of how individual-level themes influence PPMHS uptake. 

 

4.2.4 Interpersonal Level Findings 

4.2.4.1 Relational Support 

(a) Lack of spousal/partner support 

 

Participants reported that partners often lacked understanding of the importance of mental 

health support or were emotionally unavailable due to work and other demands. Some women 

refrained from confiding in their partners for fear of being judged or perceived as a burden. 

Healthcare providers noted that absent or uninvolved partners negatively impacted the delivery 

of comprehensive postpartum care. 

Illustrative quotes: 

"My husband is there, but he doesn't understand the challenges, and sometimes he 

thinks I'm crazy." (P-204_PPW) 

"My husband had a different response when it came to getting mental health support… 

he didn’t understand why I wanted to go to the clinic to talk about my feelings. He 

would say, Hai, these are your things, you can’t just sit still at home." (P-210_PPW) 
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"They are alone, and they lack support, especially from the fathers of the children. They 

are alone and have not fully accepted the presence of their children; most of the time, 

they came as an inconvenience, usually, they (the partners) just take a back seat. So, 

they are dealing with all that, they are dealing with the added financial pressure." (P-

106_CHW) 

Limited partner support reflects gaps at the interpersonal level, influencing women’s 

opportunities to discuss or seek help for possible PPMDs.  

 

(b) Partner involvement encouraged by healthcare providers 

 

Healthcare providers reported that encouraging partners to accompany women to visits and 

engage during early signs of distress promotes emotional support, shared caregiving 

responsibility, and stronger parental bonds.  

Illustrative quotes: 

"We do encourage men to be actively involved, even from the time the women are 

pregnant."(P-104_RN+MH) 

"With the partners, we will just try to encourage them to come with them when they 

come for visits, especially when we see a problem." (P-102_RN+MH) 

However, the degree and quality of partner support as noted by a healthcare provider remain 

variable, influenced by socio-economic inequalities, cultural expectations around sex-based 

roles, and prevailing norms of masculinity. In some cases, not all forms of partner involvement 

are beneficial; they may even exacerbate maternal distress. 

Illustrative quote: 

“If we find that the mother has spoken of issues related to domestic violence, and even 

if the violence is at an emotional level, or we try to be very careful on how then we 

would bring in the father. In that case, we try to be very careful so that we do not put 

the mother's life at risk. So, it's not a matter of just bringing in or asking the father to 

come in. We have to do it in a way that does not put the mother at risk of being harmed 

by the very same people that we're bringing in." 

While the encouragement of partner involvement in postpartum care is an important facilitator, 

it is also important to note the nuances that can adversely affect this engagement. This dynamic 



 

92 

reflects broader socio-cultural and relational factors that shape how support is provided and 

received. 

 

(c)  Extended family influence limiting mental health help-seeking 

 

Participants reported that family support often focuses on practical care and spiritual or 

emotional guidance, rather than addressing mental health needs. Cultural beliefs and family 

advice, particularly from mothers and husbands, frequently encouraged reliance on faith and 

prayer, while formal mental health services were overlooked or minimised.  

Illustrative quotes: 

“Mental health, you know, my mother encourages me to always trust in God. Whenever 

I'm not feeling okay, she’ll encourage me to read the Word of God, pray more, and she 

prays for me too. That’s the help she gives me. And my husband also, he helps like that. 

But to support, they don’t know about that. No one thinks about it, like mental health is 

seen as something that is important, but not as something that you can go to the clinic 

to get help with.” (P-205_PPW) 

“The judgment doesn’t just come from strangers only; it comes from family, too. My 

own mother would say things like, 'We didn’t have these problems in our days.' That 

makes it even harder because you don’t want to disappoint them.” (P-208_PPW) 

“In our culture... mothers [Mother of the postpartum woman] will come in and take 

care of the baby and the [new] mother... to alleviate the physical load of motherhood... 

but as soon as that help is gone, most mothers [postpartum women] regress and most 

mothers go through a lot because now the strength that they were having is now 

suddenly gone.” (P-106_CHW) 

Family beliefs and practices, along with stigma and minimisation of mental health struggles, 

create barriers that can discourage women from seeking professional care and increase feelings 

of isolation.  

 

(d) Supportive role of family in promoting mental health help-seeking 

 

Participants reported that emotional and practical assistance from family members, including 

parents and siblings, reduces isolation and encourages help-seeking. Families provide childcare, 
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reassurance, and guidance, making it easier for mothers to attend therapy and engage with 

PPMHS. Healthcare providers emphasised that involving family members in care can also 

reduce stigma by framing mental health as a shared family responsibility. 

Illustrative quotes:  

“Their willingness to help at all times, no matter what, it really shows me that they 

understand the challenges I go through as a single mom. It shows me every day that 

I’m not alone in this life. They always encourage me to spend time alone just to get 

some air, they are so concerned about me and my situation. My sister always tells me 

that it is ok to ask for help, they can help anytime, everyone needs help sometimes. I am 

sure that if I need to get any mental health assistance, they will support me without any 

problem." (P-206_PPW) 

"The young mothers stay with their parents. So, we will try to encourage the parents to 

forgive their children and to assist them. We always tell them that it’s okay to be angry, 

but at some point, you have to forgive and push forward." (P-102_RN+MH) 

"We involved the family, we asked that the mother come in and they did, what ended up 

occurring was that there was a little group session and the mother also came to advise 

the children on how to conduct themselves." (P-103_RN) 

Figure 4.2 illustrates how family support in this case study plays a critical role in fostering 

maternal well-being and facilitating engagement with PPMHS, highlighting how it can 

function as a barrier as well as a protective and enabling factor. 

 
Figure 4.2: Illustration of how Interpersonal level themes influence PPMHS uptake 
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(a) Inadequate Availability of Mental Health Service Providers 

 

Both postpartum women and healthcare providers reported that the shortage of counsellors, 

social workers, and other mental health practitioners limits timely access to PPMHS, resulting 

in long waiting times and unmet mental health needs. Their limited numbers and inconsistent 

availability hinder service delivery at the CHC. 

Illustrative quotes: 

"We don't have enough staff... what we find is a high shortage of staff, professionals, 

and people who will be there to assist…The social worker doesn't come every day, so 

the resources are there, but they are not enough to accommodate everyone." (P-

106_CHW)  

"I think having more mental health services, like counselling or support groups, would 

be really beneficial." (P-201_PPW) 

"Maybe have more nurses and counsellors at the clinic so that us mothers, if we need 

to see someone for our mental health, then we would not have to wait for so long." (P-

209_PPW) 

Staff shortages at the CHC create delays in care, reduce service quality, and contribute to 

frustration among postpartum women seeking mental health support. 

 

(b) On-site availability of mental health professionals as a facilitator 

 

Healthcare providers reported that having psychiatrists, psychologists, mental health nursing 

specialists available ensures timely access to care and smooth referral pathways for postpartum 

women experiencing mental health challenges. The immediate availability of mental health 

staff reduces delays in care and allows women to receive support without having to seek 

services elsewhere. 

Illustrative quotes: 

"The Centre has a dedicated department, Mental Health, where women who have 

problems with psychiatry and psychiatric-related illnesses would go and get 

assistance." (P-104_RN+MH) 
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"A mother will get help that she needs immediately. We can sometimes refer a mother 

immediately to see someone, and so it is just them being there available to assist." (P-

102_RN+MH) 

"That one patient was referred to the doctor, and the doctor then referred the woman 

to the mental health department." (P-103_RN) 

On-site mental health professionals support integrated care at the CHC, ensuring postpartum 

women can access timely and appropriate interventions. These observations are supported by 

the South African Health Services' Referral Policy and the Referral Implementation Guidelines 

(2020), which stress the importance of cohesive referral systems to promote equitable and 

timely access to services. 

 

(c) Inadequate routine screening for PPMH 

 

This sub-theme highlights limited and superficial routine screening for PPMH at the CHC. 

Postpartum women reported that checklist-style assessments focus primarily on physical health 

and the baby, leaving little room to discuss emotional well-being. As a result, concerns about 

mental health are often overlooked, delaying identification and support for PPMDs.  

Illustrative quotes: 

"They asked me a lot of questions. But when it came to my emotions, it felt like they 

were trying, but they were also following a list – Are you feeling okay? Great, then they 

move on." (P-207_PPW) 

"When I went there to the clinic, they ask me if I'm okay and if I'm coping, and I tell 

them I'm fine, I'm coping. And that's it. I don't remember anything else. They check the 

baby, if the baby's okay, the baby's gaining weight, the baby's healthy." (P-202_PPW) 

"They ask you, 'Are you alright? Are you coping? Are you sleeping right?' but you just 

say yes." (P-203_PPW) 

Inadequate screening practices reflect organisational-level gaps that hinder early detection of 

PPMDs and limit timely access to PPMHS.  

 

(d) Proactive and integrated screening practices for PPMH 
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Healthcare providers reported that early identification of even a single symptom, combined 

with patient-centred screening and referral, enables timely intervention and prevents escalation 

of mental health issues. Training and education in mental health equip providers to recognise 

symptoms effectively, while integration of screening into routine postnatal care ensures 

continuous monitoring and holistic support. 

Illustrative quotes: 

"They (Mental health professionals at the CHC) teach us (CHWs) how to assist and 

counsel them... We also screen them on their mental health." (P-107_CHW) 

"We do offer the initial screening as part and parcel of what we do daily... we ask them 

about how they are doing, how are they coping, you know, the feelings and things like 

that." (P-104_RN+MH) 

"Yoh, it (tertiary level training) has assisted a lot because when we do this, it’s like this 

is a comprehensive course (tertiary level training). So, for you to be able to pick up, 

maybe to screen the patient for postpartum, let’s say it’s postpartum depression or 

whatever, you need to have the basics of mental health…So even with just one symptom, 

we make it a point to refer them. It starts with you, then from there you carry this patient 

by hand." (P-101_RN+MH) 

Proactive and integrated screening at the CHC enables timely detection and support for 

postpartum women, ensuring mental health needs are addressed consistently within routine 

care. 

(e) Insufficient mental health training among maternal healthcare providers 

 

Non-specialist healthcare providers highlighted a systemic failure in the provision of proper 

workplace training, specifically in the fundamental skills necessary screen for PPMDs. The 

lack of structured mental health training not only hinders early detection and intervention but 

also leaves providers feeling incompetent to offer adequate support. Therefore, adding to 

continued underdiagnosis and unmet needs among postpartum women.  

Illustrative quotes: 

“No, sometimes they do send us to do short courses, but I personally have not attended 

on mental health, it is usually on TB or HIV” (P-103_RN) 

“Here? No, not really. We haven't received any courses on mental health. Not that I 

remember.” (P-106_CHW) 
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“Training on mental health is very important because we are the ones in the community, 

and we are often the first ones who seeing these things, we see mothers and how they 

attend to their children at home. So, if they give us more training, we can also know 

what to look for and refer to it.” (P-108_CHW) 

The lack of mental health training reflect a systemic gap in preparing non-specialist healthcare 

providers to identify and refer for possible PPMDs. 

 

4.2.5.2 Logistical Factors 

(a) Transportation challenges affecting access to PPMH care 

 

Ttransport related challenges were identified as a barrier affecting postpartum women 

accessing PPMHS at the CHC. Participants reported that time constraints, financial pressures, 

and managing childcare alongside long or uncomfortable commutes made attending 

appointments difficult. Crowded public transport, adverse weather, and the physical and 

emotional toll of travel added to these challenges, often leading women to prioritise other 

household needs over mental health care.  

Illustrative quotes: 

"Oh, getting to the clinic, that's a whole thing in itself, you know? First off, it's about 

finding the time. Like, I've got my hands full with the baby and my other kids, so just 

figuring out when I can actually go is a problem; we have to go in the morning. There's 

the whole money situation, so that day I have to budget for a taxi. Sometimes." (P-

207_PPW) 

"It’s not that far, I can walk to the clinic, but the problem is that the clinic – there’s 

appointments, they give you an appointment to go there and you queue and there’s 

other people who are getting help... I can go to the clinic once a month or so to 

vaccinate the baby, but I can’t go to the clinic again to see a counsellor or something. 

Like it will be too many visits, I can’t, I don’t have the time for that." (P-203_PPW) 

"It's a bit of a trip, especially with a little one. So, because it is not always possible to 

walk with a baby, especially on rainy or cold days, I struggle and have to use public 

transport. With a little baby, it’s not easy. Sometimes the baby will be crying, then I 

have to breastfeed in the taxi, which sometimes is not ok, especially when, for example, 
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there is a man sitting next to you. So, for mental health, it would not be worth it, really." 

(P-209_PPW) 

Transport challenges contribute to the de-prioritisation of mental health care compared to 

physical health needs among postpartum women at the CHC. 

Figure 4.3 Shows how organisational level factors such as staff capacity, resource availability, 

and clinic accessibility play a critical role in influencing PPMHS uptake at the CHC, 

highlighting how positive organisational practices can enable access, while resource limitations 

and operational challenges can act as barriers. 

 

 
Figure 4.3: Illustration of how organisational-level themes influence PPMHS uptake. 
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“It’s this big thing that no one even dares to talk or think about, like if you admit you 

are struggling, you're weak, or something.” (P-207_PPW) 

“Some of the negative comments I've heard include people saying things like, 'She just 

needs to get it together,' or 'She's being too dramatic.” (P-201_PPW) 

“In our community, when a mom struggles after giving birth, it's not always easy for 

her to complain or let others know what is going on, like to talk about it, because they 

fear getting a negative reaction…There's this fear that if you go to the clinic for help, 

they’ll think you’re not fit to be a mother... The judgment doesn’t just come from 

strangers only; it comes from family too.” (P-209_PPW) 

Negative community norms and public perceptions can strongly discourage women from 

seeking PPMH support, reinforcing stigma and delaying access to care. 

 

4.2.6.2 Religious and Cultural Beliefs 

(a) Cultural, religious, and linguistic factors hindering mental health-seeking behaviour 

 

Barriers related to cultural, religious, and linguistic factors affecting postpartum women’s 

mental health-seeking behaviour at the CHC were also highlighted. Participants reported that 

spiritual or traditional beliefs may take precedence over clinical care, framing mental illness as 

an “affliction” rather than a medical condition. Language and cultural nuances were also noted 

to complicate communication, making clinical concepts less relatable and limiting 

understanding. 

Illustrative quotes: 

"The community doesn’t understand mental health. They think whenever someone has 

mental health, they need to go to church, they need deliverance, even if you just 

complain, they’ll just take you for deliverance." (P-203_PPW) 

"So yes, the beliefs are that most of these challenges are spiritual first and foremost... 

when someone is not mentally okay, they think it's a spiritual or religious calling... they 

will try that first. And when that doesn't work, then they go to the clinic." (P-

102_RN+MH) 
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"Language plays a role a lot... within our culture, there are rituals related to driving 

out evil spirits... If you do not fully understand the language and cultural context, you 

wouldn’t understand what is being spoken about." (P-104_RN+MH) 

 

Religious and cultural beliefs, alongside language barriers, act as significant obstacles to 

recognising PPMDs and seeking professional help, often resulting in delayed or untreated 

conditions. 

 

(b) Cultural, religious, and linguistic practices enhancing engagement with PPMH Care 

 

A Healthcare provider reported that acknowledging and integrating religious and cultural 

traditions, as well as accommodating language preferences acted as a facilitator by improving 

engagement and trust. Understanding naming conventions, cultural meanings, and 

communicating in the woman’s preferred language enabled providers to build rapport and 

encourage more authentic expression of emotions. 

Illustrate quotes: 

"If the child’s name is Sello... it might mean that a couple of things are meant. It means 

the context in which the child was born is linked either with some kind of grief, death 

of some kind or some kind of ill health. So, we start there, why is this child called 

Sello? ... then using the very same culture, how do we go about then making sure that 

this child receives the necessary support?" (P-105_C) 

"Most women do prefer to be interviewed and sessions to take place in the language 

that they're comfortable with... being able to express yourself in a language that the 

client understands is very important. It plays a big role…" (P-105_C) 

Culturally and linguistically tailored care can transforms potential barriers into facilitators, 

enhancing access to PPMH services and supporting more positive mental health outcomes. 

 

4.2.6.3 Community Support Structures 

(a) Limited access to community resources 
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The lack of knowledge about any structured, professional support systems for PPMH within 

the community as experienced by participants act as a barrier. Participants described a reliance 

on church-based organisations that provide spiritual guidance but little practical or emotional 

support. Healthcare providers emphasised the absence of government-led programmes and 

support groups designed for new mothers, reflecting a critical gap in community-level mental 

health infrastructure. 

Illustrative quotes: 

"There are no community programmes. I don't know anything in our community. When 

we need help, we go to church." (P-203_PPW) 

"The only thing that women do is... church groups, but otherwise, besides those church 

groups, and the church groups are for prayer... there's no groups that help mothers 

who have just given birth in those church groups. There's nothing like that." (P-

205_PPW) 

"I think that the government should have support groups for mothers in our 

communities where they can meet up and discuss their problems with each other. 

Maybe if it is a separate facility." (P-107_CHW) 

The absence of formal community programmes leaves postpartum women dependent on 

informal networks that may offer limited psychological and emotional support, reinforcing 

disparities in access to PPMHS. 

 

(b) Recommended community engagement strategies 

 

While participants could not identify existing facilitators, they suggested practical ways to 

enhance awareness and support through community-driven initiatives. Community leaders, 

religious groups, and local organisations were viewed as key partners in promoting dialogue, 

reducing stigma, and strengthening mental health literacy. 

Illustrative quotes:  

"The government must work with community leaders, with churches especially... 

imagine things like gatherings where mothers lead discussions." (P-207_PPW) 
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"Maybe if our government can work with like churches and... community forums, 

community groups where mothers can help each other, talk to each other, give each 

other advice and things like that." (P-205_PPW) 

"If the health centre could run community awareness campaigns, maybe through local 

radio, social media, or community meetings, it would help." (P-208_PPW) 

 

Figure 4.4 is an illustration of  how community level influences identified in this study which 

include cultural norms, stigma, and local awareness play a critical role in shaping maternal 

engagement with PPMHS, highlighting how supportive community attitudes can facilitate 

uptake, whereas stigma and misconceptions can hinder access. 

 
Figure 4.4: Illustration of how Community level themes influence PPMHS uptake 
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also expressed concern that policy development is overly centralised, with limited input from 

frontline providers, resulting in policies that are difficult to operationalise at the facility level.  

Illustrative quotes: 

“The first basic one, it should be a policy to screen every woman, like now it is a policy 

because even in our data there is a section that you need to tick that you have screened 

this patient, but remember it shouldn’t go with a tick, I’ve screened for mental health 

and that is it.” (P-101_RN+MH) 

“There should be a way of saying that if you have screened all of them, really, we need 

to pick up something. You can’t screen a hundred patients for mental health, asking all 

those questions and what have you, but at the end of the day, you didn’t pick up even a 

single one.” (P-101_RN+MH) 

“The policies are usually a top-down, they take a top-down process, and so those on 

the ground are not usually consulted to fully understand the extent of the problem. It's 

always the ones at the top who come and make the decisions for everyone at the bottom.” 

(P-105_C) 

These findings point to the need for context-specific policy development processes that 

incorporate inputs from the frontline service providers. 

 

(b) Recommendations for improving policy implementation and effectiveness 

 

Healthcare providers did not highlight any specific facilitators related to PPMH policies and 

their implementation of PPMH policies. Rather, a healthcare provider, gave a recommendation 

on how to improve the policy implementation process at the CHC.  They highlighted the 

importance of having measurable indicators in the implementation of mental health policies to 

evaluate the effectiveness of screening efforts. Metrics such as the number of patients screened 

and the prevalence of diagnosed mental conditions can help determine whether policies are 

achieving their intended outcomes.  

Illustrative quote: 

“There should be indicators that are monitored to say, okay, for mental health, we have 

seen so many numbers of patients and then we have screened so much, and then how 

many have we identified?” (P-101_RN+MH) 
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The emphasis on measurable outcomes highlights the need for data-driven approaches to 

monitor policy impact. 

  

4.2.7.2 Public Health Interventions 

(a) Proposed national initiatives to enhance access and service delivery 

 

Participants suggested strategies such as home visits, virtual consultations, and educational 

outreach to make care more accessible and responsive to women’s needs. Home-based visits 

were seen as supportive and less intimidating, while telephonic or online check-ins provided 

flexibility during the demanding postpartum period. Participants also emphasised the 

importance of simple, accessible mental health education through pamphlets, posters, and 

social media platforms such as WhatsApp. Integrating more mental health professionals into 

communities was viewed as essential for bridging cultural gaps and building trust. 

Illustrative quotes: 

"I think implementing programmes where providers can visit moms at home and check 

on them after giving birth could be good." (P-201_PPW) 

"Maybe if we can call someone, someone who will not be judgmental, who will just 

advise us... a psychologist or social worker can come see us, talk to us, because we 

don’t have time to be going to a clinic with the baby." (P-203_PPW) 

"If they had pamphlets or even posters in a language we can understand, that explained 

things, it could really help. Maybe also share WhatsApp videos on mental health." (P-

207_PPW) 

These perspectives highlight a collective call for more flexible, community-linked, and 

information-driven approaches that align PPMH care with the realities of women’s everyday 

lives. 

Figure 4.5 illustrates how societal-level factors such as policy frameworks, legislation, and 

systemic structures play a critical role in influencing access to PPMHS, highlighting how 

effective policies can enable uptake, while gaps in implementation, funding, and enforcement 

can act as barriers as highlighted in this study. 
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Figure 4.5: Illustration of how Societal level themes influence PPMHS uptake. 
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CHAPTER 5 : 

DISCUSSION 

 

5.1 Discussion of key Findings 

This chapter provides a discussion of the study’s findings, structured according to the key 

themes that were identified from the analysis. Each theme is examined in relation to existing 

literature and relevant theoretical frameworks. The discussion highlights the individual, 

interpersonal, organisational, community, and societal factors influencing access to PPMHS, 

exploring how these factors function as either barriers or facilitators. 

5.1.1 Discussion on Individual Level Factors 

5.1.1.1 Knowledge and Awareness 

Limited maternal knowledge and awareness of PPMDs was pointed out as a barrier in this case 

study. Mental health literacy theory (Jorm, 2012) characterises this as more than an information 

deficit; symptom recognition is fundamental to help seeking, yet postpartum women in this 

study attributed emotional distress to standard maternal exhaustion, individual frailty, or the 

difficulty of tending an infant. This process places knowledge gaps within the broader cognitive 

appraisal of emotional experience, showing that failure to recognise symptoms is not simply 

an absence of knowledge but reflects complex individual level sense making. Empirical studies 

from South Africa support this perspective. A study by Spedding et al. (2018) conducted in a 

Western Cape district reported that 77.4% of the participants did not recognise symptoms of 

PPD as related to mental health; more than half of them attributed such symptoms to "weak 

character" or to stress. These findings indicate that maternal knowledge deficits are tightly 

interwoven with cognitive frameworks, shaping help seeking behaviours in ways that extend 

beyond simple awareness. 

Facilitators identified at this level are limited but critical. Healthcare providers’ expertise serves 

as a compensatory mechanism as they are able to identify more subtle indicators of distress 

that mothers may overlook. Clinical observation, and structured assessments as utilised by 

healthcare providers fill individual knowledge gaps while taking into account the social context 

in which the postpartum women live. Research highlights the relevance of strategies such as 

physical symptom observations and trauma-informed care, utilised by healthcare providers. 
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Mal-Sarkar et al. (2021) found an association between childhood trauma and antenatal 

depression in two South African cohorts in the Western Cape, highlighting the need for trauma-

informed maternal mental healthcare.  Likewise, a study in KwaZulu Natal demonstrated that 

adolescent mothers who were exposed to intimate partner violence experienced high PPD 

(Gebrekristos et al., 2023).  

However, this understanding of limited knowledge requires a more nuanced interpretation. 

Postpartum knowledge is not just biomedical, but socially produced through cultural 

hegemonies, personal experience, and communal motherhood narratives. As Spedding et al. 

(2018) and Kathree et al. (2014) note, postnatal emotional distress may be ‘normalised’ or 

"spiritualised" in many South African contexts, regarded as part of the transition to 

motherhood, rather than pathology. Consequently, what appears to be limited knowledge may 

instead represent different explanatory frameworks through which women understand their 

experiences (Mayston et al., 2020).  

Equally critical is emotional readiness. Awareness of signs and services does not always 

translate to help-seeking, women must also be psychologically ready to admit distress and 

respond to opportunity. A meta-review by Webb and colleagues (2023) found that emotional 

readiness includes the ability to identify vulnerability, prioritise well-being, and manage the 

potential stressors of service engagement such as leaving children unattended or employment 

obligations. Even when services are available, women will delay care if they’re not emotionally 

prepared or are unable to make time, revealing a cognitive–emotional barrier that interestingly 

interacts with informational gaps. This interplay highlights that interventions need to address 

not only education but also ways to build mental and practical readiness. Azale et al. (2016) 

found that although PPMH was recognised among Ethiopian women, help seeking from formal 

services was frequently inhibited by cultural inclination towards traditional remedies and 

general mistrust of the healthcare system. In a similar vein, Galvin et al. (2024) found in 

Johannesburg, South Africa that most women preferred traditional methods, which was largely 

influenced by cultural norms. However, their study, which relied solely on interviews with 

Traditional Health Practitioners, may have slanted findings in that direction, providing less 

insight into general service preferences. Such examples highlight the intricate cultural factors 

at play in mental health decision-making and the difficulties in generating awareness across 

different settings. Such factors highlight the complex and multi-layered nature of PPMH 

literacy. 
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5.1.1.2 Personal Beliefs and Attitudes 

Internalised stigma and misconceptions about PPMDs are key barriers influencing the 

interviewed postpartum women’s involvement with PPMH. These obstacles are fundamentally 

rooted in individual conceptions of motherhood that idealise strength, emotional stoicism and 

self-sacrifice (Sorsdahl et al., 2012). Women internalise these ideals, producing cognitive and 

emotional pressures that discourage acknowledgement of distress or professional help-seeking. 

Stigma theory (Corrigan, 2004) elucidates how such internalised beliefs influence self-

perception and behavioural choices, contributing to delays in accessing care or underreporting 

symptoms. Studies from South Africa and other LMICs support this understanding, 

demonstrating that internalised stigma can reduce self-esteem and create reluctance to engage 

with mental health services (Sorsdahl et al., 2012; Alemu et al., 2023). 

Facilitators aimed at challenging these barriers are largely educational and proactive provider-

level interventions, seeking to reframe mental health treatment as supportive rather than 

stigmatising. Making access equate not to severe mental health disorders, but rather to mitigate 

potential risk, reduces self-stigma and permits women to see help-seeking as a rational, self-

directed decision. Mboweni et al. (2024), found that comprehensive mental health education 

can enhance health outcomes in their study based in rural Mpumalanga, South Africa. Brown 

and Sprague (2021) similarly emphasise that healthcare providers play a vital role in translating 

awareness into action by disseminating clear, actionable mental health information. 

Empowering postpartum women through such guidance is critical to improving uptake of the 

PPMHS. 

This research did not yield any data on healthcare providers’ own internalised beliefs, 

misconceptions or possible stigma, which can also significantly influence service delivery. 

Providers, as much as patients, work within cultural and social frameworks that shape how 

maternal distress is acknowledged and understood. These internalised perspectives can take the 

form of minimisation of culturally symbolic expressions of postpartum distress, prioritising 

biomedical interpretations over patient narratives, or more subtle forms of dismissive 

communication. Recognising the possible impact of provider perspectives highlights the 

intricacy of care dynamics within healthcare settings. 

 

5.1.2 Discussion on Interpersonal Level Factors 
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5.1.2.1 Relational Support 

Relational support from partners and family stood out as a critical factor in PPMH access in 

this case study. Lack of partner support is a profound barrier, as it reflects not only lack of 

understanding about PPMDs but also prevailing socio-cultural assumptions about sex-based 

caregiving duties. Partners who dismiss emotional distress or frame mental health treatment as 

trivial encourages internalised stigma, curtailing disclosure and help seeking. Studies from 

Ghana, Nigeria and South Africa support that low partner involvement is linked with higher 

postpartum depression prevalence (Amer et al., 2024; Adeyemo et al., 2020; Modjadji & 

Mokwena, 2020). The mental health challenges are further aggravated by the socio-economic 

challenges that many South African women face. According to Hall et al. (2024), most child 

support grant recipients are women, who disproportionately bear the bulk of unpaid caregiving 

and financial responsibilities. These pressures can deepen feelings of emotional isolation and 

distress. Compounding the issue is the lack of paternal co-residence, with only 38% of children 

in South Africa living with both parents (Hall et al., 2024). The absence of fathers in the 

household often translates into a loss of both practical and emotional support during the 

postpartum period, placing additional strain on women who may already be at heightened risk 

of mental health problems.  

According to healthcare providers in this case study however, involvement of partners is not 

always beneficial, particularly where IPV, strained relationships, or unequal power dynamics 

are present. In such situations, well-intentioned efforts to involve partners could inadvertently 

increase harm or distress. Addressing these challenges requires nuanced, gender-sensitive 

interventions. A  study by Engelbrecht et al. (2024) conducted in the Free State, province of 

South Africa, identified key socio-cultural, economic, and health system barriers to male 

involvement in maternal health. The authors recommend implementing gender-transformative 

approaches to challenge harmful gender norms alongside strengthening the health system to 

create safe and supportive environments for engaging both partners in maternal healthcare. 

It is worth noting that relational absence may not always the result of neglect or dismissal. 

Structural pressures like employment, migratory work burdens, and institutionalised gendered 

inequalities can confine partners to limit their availability, making non-participation an 

adaptation to economic and social constraints rather than a conscious disregard of maternal 

mental well-being ( Malinga  & Ratele, 2022). Work-related dynamics often require men to 

prioritise income generation, leaving mothers to navigate the postpartum period with minimal 

emotional or practical support. These structural determinants higglights that interpersonal 
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barriers intersect with larger socio-economic realities, illustrating that relational support gaps 

cannot be fully separated from systemic inequities. By contrast, active partner involvement 

facilitates early detection of distress, distributed caregiving burden, and affective alignment; 

all of which help promote timely connection to mental health care (Yargawa & Leonardi-Bee, 

2015). Male involvement has been shown to reduce PPD incidence and improve maternal 

outcomes in LMIC contexts ( Yargawa & Leonardi-Bee, 2015).  

 

Extended family support has also being shown to exerts a dual influence in this study. 

Traditional caregiving practices can alleviate immediate postpartum burdens, such as childcare 

and household management, which aligns with African conceptions of mental health that 

emphasise balance and collective well-being rather than purely individual clinical outcomes, 

although there is limited literature on these traditional practices in South Africa.  A study by 

Chidi-Nebo (2022) based in Nigeria, discusses how the practice of "Omugwo" contributes to 

reducing anxiety, stress, and preventing PPD among new mothers. The study emphasises the 

importance of traditional postpartum care in promoting PPMH.   At the same time, family 

networks may perpetuate non-biomedical interpretations of distress that unintentionally 

reinforce stigma and delay formal help-seeking. Evidence from Zambia shows that family-held 

beliefs often validate informal coping mechanisms while marginalising clinical interventions 

(Sichimba et al., 2022). These findings emphasise the complexity of interpersonal-level 

influences.  

 

5.1.3 Discussion on Organisational Level Factors 

5.1.3.1 Resource Adequacy  

Resource adequacy at the CHC significantly shapes postpartum women's access to PPMHS. 

According to participants in this study, the shortage of mental health practioners at the CHC 

delays prompt and quality treatment and discourages postpartum women from pursuing 

treatment. This shortage of psychologists and psychiatrists is especially acute due to low local 

scholarly output and concentration in urban  tertiary centers (Wolvaardt et al., 2025). Social 

workers and counsellors, while more numerous, are often only accessible on a part-time or 

rotating-shift basis. Registered counsellors, with post graduate Honours degrees in Psychology 

and HPCSA registration, are trained in basic mental health counselling (HPCSA, 2024). Social 

workers, with a four year BSW degree and registered under the Social Service Professions Act 
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110 of 1978, offer psychosocial assessment and counseling in primary care (Department of 

Social development, 1978; Poopedi & Bila, 2023). The imbalance between population needs 

and available professionals highlights structural constraints in South Africa's public health 

system (Wolvaardt et al., 2025; Poopedi & Bila, 2023). 

The on-site presence of mental health professionals, though limited, still serve as an access 

facilitator. Healthcare providers highlighted that integrated service delivery at the CHC permits 

continuity of care. This aligns with Marais and Petersen (2015), who underscore that structured 

referral pathways and coordinated health systems are critical to effective mental health 

delivery. 

Another barrier relates to the inadequacy of routine screening for PPMH. Participants reported 

that assessments are predominantly checklist-driven and prioritise physical health. This 

superficial engagement inhibits early detection and delays referral. Although some healthcare 

providers implement proactive screening, high workloads and limited training undermine 

consistency. These findings are consistent with South African research indicating that PPMH 

is often deprioritised in primary care (Mokwena, 2021; Brown & Sprague, 2021). 

When effectively implemented, proactive and integrated screening represents a significant 

facilitator in this case study. Structured, evidence-based methods, such as the Adult Primary 

Care clinical guide (2023), support primary care providers in screening and treating common 

mental health disorders. Along those same lines, WHO’s Mental Health Gap Action 

Programme  (2023) offers simplified clinical algorithms that allow non-specialists to identify 

and manage people with mental health disorders. Integrating these frameworks within CHCs 

can standardise care and strengthen early detection pathways. Nevertheless, variability in 

training and capacity, as noted by Maphumulo and Bhengu (2019), alongside the need for 

system-wide support (Docrat et al., 2019), may limit the real-world effectiveness of these tools. 

Lack of provider training also exacerbates obstacles. Participants highlighted limited exposure 

to structured mental health education, with short-term courses predominantly focusing on TB 

or HIV, resulting in reduced confidence and underdiagnosis. Evidence from South Africa 

corroborates these findings, showing that primary care nurses frequently lack adequate 

preparation for mental health responsibilities (Sibeko et al., 2018; Maconick et al., 2018).  

These organisational-level dynamics at the CHC demonstrate the intertwined nature of human 

resource and structural factors in influencing PPMHS access. 
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5.1.3.2 Logistical Factors 

Transportation challenges are a key organisational-level barrier that significantly limit 

postpartum women’s access to PPMHS at the CHC. Within this context, the cost of transport, 

travel time and burden of commute collide with the realities of postpartum care, specifically 

childcare. Mothers with multiple young children often have to arrange childcare for the older 

children in order to meet up with appointments, sometimes with limited to no network of people 

to assist.  

Public transport introduces additional barriers. In peri-urban South African communities, the 

prevalence of taxis as the primary form of transport is not without challenges for mothers 

travelling with infants. Postpartum women often need to breastfeed, carry essential baby items, 

and manage any physical discomfort associated with the postpartum period in crowded 

vehicles. Research corroborates these particular challenges. Field et al. (2020) found that young 

women in resource-limited areas of Cape Town often faced multiple transport-related 

obstacles, including the high cost of travel to mental health facilities. Although public mental 

healthcare is free, cumulative transport costs for repeated visits can be prohibitive for low-

income women. 

 These difficulties demonstrate how logistical barriers go beyond been a financial burden to 

include physical, emotional, and psychosocial aspects. This often result in the implicit 

deprioritisation of mental health concerns among patient populations. Within this context, 

mental health is not conceived as an immediate or life-threatening condition, lacking the visible 

urgency associated with physical illness or emergency medical situations.  

The lack of mitigating facilitators such home-visits or telehealth exacerbates these barriers. The 

CHC relies on conventional fixed-location service provision, leaving women to navigate 

complex travel arrangements alone. The potential for physical accessibility to facilitate PPMH 

support is not always realised because of the absence of organisational strategies to reduce the 

transport burden. 

Situating these findings within theoretical frameworks highlights their structural nature. 

Penchansky and Thomas's (1981) model of access emphasises that accessibility encompasses 

not only the geographic availability of services but also the capacity of individuals to overcome 

logistical constraints. Andersen's Behavioral Model (1995) reinforces that even when 

predispositional factors such as perceived need exist, enabling resources including practical 

means to reach care are essential to translate intention into utilisation. The absence of enabling 
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mechanisms demonstrates how systemic and infrastructural failure can limit the impact of free 

service provision.        

5.1.4 Discussion on Community Level Factors 

5.1.4.1 Community Attitudes 

 

Community norms and social perceptions can act as barriers to PPMHS in this case study, 

directly influencing postpartum women’s engagement with services. The findings indicate that 

stigma and judgment operate not only at the individial and interpersonal level but are embedded 

within broader communal expectations of motherhood. Ideals that equate maternal strength 

with emotional resilience impose implicit penalties on women who experience distress, 

framing help-seeking as a sign of weakness or inadequacy. These internalised pressures are 

compounded by pervasive misconceptions about mental health, which persist in communities 

where psychiatric literacy is limited and mental health struggles are frequently interpreted as 

personal failings rather than legitimate health concerns. 

Theoretical perspectives further elucidate these dynamics. Link and Phelan’s (2001) 

conceptualisation of stigma emphasises the interdependence of labeling, stereotyping, and 

status loss within social hierarchies. In the context of PPMH, women’s fear of community 

judgment reflects the social consequences of being labeled “weak” or “inadequate,” which can 

extend to familial relationships. Similarly, SEMs underscore that individual help-seeking is 

contingent on both proximal interpersonal factors and distal community norms; in this case, 

communal expectations actively mediate the translation of personal recognition of distress into 

engagement with professional services (Place et al., 2024). 

Evidence corroborates the findings. In South Africa, Egbe (2014) highlighted how psychiatric 

stigma delays help-seeking, often worsening mental health outcomes. Comparable patterns are 

observed in Ethiopia (Ahad et al., 2023), where entrenched cultural norms and community-

level stigma significantly impede women’s willingness to access services. 

Alternative explanations warrant consideration. The prominence of negative community 

attitudes may, in part, reflect the limited visibility and integration of PPMH within the 

community, reinforcing perceptions that these services are exceptional or only for severe illness. 

Additionally, economic pressures and household responsibilities may amplify women’s 

reluctance to engage with services, with stigma operating synergistically rather than 

independently. In this framing, addressing community attitudes alone may be insufficient 
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unless accompanied by structural interventions such as accessible psychoeducation, 

community outreach, and normalisation of mental health support to reduce both perceived and 

actual communal constraints. 

Participants were unable to identify facilitators to accessing PPMHS within this theme. The 

absence of facilitators in this domain highlights the need to reframe cultural narratives and 

social norms that discourage the utilisation of PPMHS. 

 

5.1.4.2 Religious and Cultural Beliefs 

 

Religious and cultural beliefs are profound determinants that influence postpartum women’s 

engagement with PPMHS at this CHC. The findings indicate that these beliefs frequently 

characterise possible mental health disorders as spiritual concerns rather than clinical 

conditions. This orientation can delay timely engagement with PPMHS and exacerbate 

untreated conditions. These beliefs operate not only as personal attitudes but as embedded 

social norms that influence what is perceived as normative or legitimate help-seeking 

behaviour. Within this frame, spiritual or culturally-informed narratives of suffering  can 

generate a moral and epistemic hierarchy in which clinical care is sub-ordinated by faith-based 

explanations, reinforcing self-stigma and silencing help-seeking. 

Studies done in South Africa confirm this pattern. Brown and Sprague (2021) highlight how 

traditional healing practices and spiritual beliefs can limit access to mental health services. 

Similarly, Davies et al. (2016) observed that postpartum women in a Cape Town township 

often favoured spiritual interpretations of PPD, reinforcing cultural barriers to clinical 

intervention.  

However, research by Hlongwane and Juby (2023) presents a contrasting perspective. Among 

congregants of Pentecostal Christian charismatic churches in KwaZulu-Natal, there were high 

levels of mental health literacy and a preference for professional treatment, suggesting that 

faith in communities can also foster progressive attitudes toward mental health. Yet the 

generalisability of this research in single religious contexts is limited for broader application 

across diverse cultural and faith settings in South Africa. 

It is plausible however that resistance to biomedical care is not necessarily oppositional but 

indicative of broader systemic distrust, historical marginalisation or  the perceived irrelevance 
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of western mental health models. The dominance of Western paradigms in Sub-Saharan 

African mental health programmes (Anakwenze et al., 2022) may inadvertently marginalise 

indigenous knowledge systems, making services appear inaccessible or culturally incongruent. 

Therefore, the observed reliance on spiritual or traditional remedies may represent adaptive 

strategies within structurally constrained health environments rather than irrational avoidance. 

Cultural and linguistic sensitivity was a facilitator to accessing PPMHS. In the case of this 

study,The healthcare provider who met patients on their own cultural terms and provided 

sessions in their preferred languages, encouraged rapport and emotional openness. But these 

strategies continued to be primarily linguistic and cultural, with little emphasis on spiritual and 

religious systems. With a lack of organised incorporation of spiritual spheres this means current 

practice creates a partial link between biomedical and culturally based perspectives. 

Engagement with these factors requires recognising the interplay of epistemic frameworks, 

linguistic accessibility, and rapport-building within clinical encounters. 

5.1.4.3 Community Support Structures 

 

The unawareness of professionally managed, locally accessible programmes by postpartum 

women and healthcare providers in this case study  illustrates a systemic gap in translating 

PPMH policy into community-level action. Without structured support, women may internalise 

distress, delay help-seeking, or rely exclusively on informal mechanisms. South African studies, 

including Marais and Petersen (2015), have documented persistent underdevelopment of 

community mental health services due to slow institutional reform, workforce shortages, and 

ambiguous governance frameworks. Furthermore, Mboweni et al. (2024) emphasise that 

stigma, lack of information and cultural expectations continue to hinder the uptake of 

community-based mental health initiatives. This intersection of logistical scarcity and socio-

cultural pressures illustrates how structural and cultural factors intersect to constrain 

postpartum mental health support at the community level. 

Although several non-governmental and community-based mental health services exist in the 

area which includes FAMSA and Lifeline, the findings of this study suggest that postpartum 

women are largely unaware of them or unable to access their programmes and initiatives. This 

gap in awareness may reflect limited outreach capacity, insufficient integration with primary 

healthcare platforms, and the challenge of physical NGOs whose operations and activities are 
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often confined to specific localities and communities. Consequently, these services may fail to 

reach women, restricting the scale and scope of the impact.  

Although  the participants could not identify any  pre-existing community-level facilitators, 

their suggestions highlight actionable intervention strategies. Community leaders’ engagement 

and leveraging of culturally relevant institutions such as churches can also raise community 

awareness, de-stigmatise PPMDs and provide peer support. Awareness campaigns through 

mediums like local radio, social media and community forums can also bridge information 

gaps. This is supported by studies highlighting the impact of culturally tailored community-

based support groups in enhancing maternal mental health outcomes (Davies et al., 2016; 

Mboweni et al., 2024).  

5.1.5 Discussion on Societal Level Factors 

5.1.5.1 Policy and Systemic Issues in PPMH care 

The findings indicate that while policies mandating routine mental health screening exist at the 

CHC, their implementation is often superficial and administratively driven, rather than 

clinically meaningful. This raises critical questions about the capacity of top-down policy 

frameworks to translate into real-world improvements in maternal mental health outcomes.  

According to the findings, the centralised nature of policy development compounds this barrier. 

Decisions originating from provincial or national health authorities, without meaningful 

consultation with frontline providers, risk producing interventions that are misaligned with 

local realities. Healthcare providers' perceptions that policies are top-down and insufficiently 

informed by contextual nuances echo broader critiques in literature. Mthetwa (2022) highlight 

that centralised policy-making in South Africa often overlooks the practical challenges of 

resource-constrained facilities, resulting in interventions that fail to achieve intended outcomes. 

In this light, policy implementation gaps cannot be attributed solely to frontline inadequacy. 

Rather, they reflect systemic misalignment between policy formulation, resource allocation, 

and service delivery capacity. 

 

An additional barrier is the absence of facilitators at the societal level. Unlike at the 

organisational level, where integration of services ocan buffer systemic deficiencies, there is 

limited evidence of mechanisms to support effective policy uptake. Healthcare providers are 

expected to comply with screening mandates without the benefit of contextually relevant 
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guidance, or supportive supervision. This absence of enabling structures underscores a critical 

disjunction. Research by Mokwena and Masike (2020) report similar failures in policy 

implementation in a sub-district of Pretoria, South Africa, where routine screening protocols 

were inconsistently applied.  

Nonetheless, superficial implementation may stem not only from structural misalignment but 

also from resource limitations, including staff shortages, limited training, and competing 

clinical priorities. Providers may be compelled to prioritise urgent physical health interventions 

over mental health assessments, reflecting rationing of scarce capacities rather than deliberate 

neglect. Moreover, the absence of postpartum-specific indicators within existing mental health 

monitoring frameworks constrains feedback loops, leaving policymakers blind to gaps in care 

and limiting opportunities for iterative improvement. The lack of PPMH data exemplifies how 

the structure of the health information system can inadvertently perpetuate neglect, even when 

policies nominally exist. 

 

The recommendation to incorporate measurable indicators, while absent as an existing 

facilitator, highlights the potential for systemic solutions. By tracking the number of women 

screened, prevalence of diagnosed PPMDs, and referral outcomes, the health system could 

generate actionable data to guide evidence-based adjustments.  Mboweni et al. (2024) advocate 

for the use of measurable indicators within mental health programmes. Similarly, Marais and 

Petersen (2015) emphasise the need for comprehensive screening processes to identify 

individuals needing urgent intervention. Without clear indicators, mental health policy lacks 

the necessary structure for monitoring progress and evaluating impact. Existing South African 

mental health policy includes five indicators: the mental health caseload, the PHC treatment 

rate for mental disorders, the mental health separation rate, the involuntary admission rate, and 

the attempted suicide rate for children and adolescents (DoH, 2023). Although these indicators 

provide a foundation for tracking mental health trends, they do not capture postpartum 

conditions. As a result, data specific to postpartum mental health remains difficult to isolate, 

limiting the potential to develop targeted interventions. This lack of disaggregated data hinders 

both timely policy responses and meaningful evaluation for this vulnerable group. 

  

5.1.5.2 Public Health Interventions 
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The proposals identified by participants reflect an awareness that societal-level strategies are 

pivotal in bridging the persistent gaps in postpartum mental health service access. The 

emphasis on home visits and remote check-ins underscores a recognition that physical and 

logistical barriers cannot be resolved solely through clinic-based interventions. Conceptually, 

these suggestions resonate with models of patient-centred care and outreach-oriented public 

health, which argue that accessibility is contingent not only on service availability but also on 

its adaptability to the lived realities of target populations (Andersen, 1995; Penchansky & 

Thomas, 1981). By relocating mental health support into women’s homes or integrating virtual 

platforms, these interventions could transform the environment of care from one that is 

institutional and potentially intimidating to one that is supportive and culturally attuned. It is 

worth notìng that the feasibility and impact of home visits or teleconsultations may vary 

depending on contextual factors such as staffing capacity, provider training, and cultural 

acceptance of remote care. In resource-constrained environments, the implementation of these 

strategies might inadvertently exacerbate inequities if certain populations are unable to benefit. 

Participants’ recommendations also highlight the role of information dissemination in shaping 

mental health literacy. Pamphlets, posters, and social media interventions aim to address 

knowledge gaps, equipping women to identify symptoms and seek timely support. This aligns 

with the health belief model (Rosenstock, 1974), which posits that perceived susceptibility and 

self-efficacy are fundamental determinants of health-seeking behaviour. In contexts where 

internalised stigma and misconceptions persist, educational outreach functions not merely as 

an informational tool but as a mechanism for reshaping social norms and reducing the 

psychological barriers that impede engagement with formal care. 

Although there is a dearth of studies on mental health innovations within South Africa, studies 

in other contexts have demonstrated the effectiveness of similar interventions. For example, a 

randomised controlled trial in Iran by Milani et al. (2015) found that telephonic support 

provided by health volunteers significantly reduced depressive symptoms in new mothers. 

Likewise, Niksalehi et al. (2018) showed that text messaging improved both the reach and 

quality of interventions for PPD. A systematic review by Hanach et al. (2021), drawing from 

studies conducted in Iran, the UK, Singapore, Canada, China, the USA, and Australia, reported 

significant reductions, further validating the use of media-based strategies. Additionally, a 

meta-analysis conducted by Pamungkasari and Prasetya (2023) across countries such as 

Tanzania, the UK, India, South Africa, the USA, and Pakistan found that home visits by CHWs 

reduced PPD levels among pregnant and postpartum women. Supporting the role of educational 
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outreach, Goodwin and Behab (2023) concluded in their systematic review that media-based 

interventions, including videos and online materials, could effectively prompt people's help-

seeking behaviours for psychological issues.  

5.1.6 Interdependence Across Socio-Ecological Levels 

The study illustrates that access to PMHS is shaped by the dynamic interplay between 

individual, interpersonal, organisational, community, and societal factors as shown in figure 

5.1. These levels do not operate independently (Place et al., 2024); Barriers or facilitators at 

one level can amplify or mitigate those at another, e.g., supportive family environments can, in 

certain instances, mitigate the impact of organisational deficiencies, whereas prevailing 

cultural stigma has the potential to weaken even those services that are adequately 

implemented. Likewise, limitations within organisations, such as insufficient staffing or gaps 

in staff training, may constrain the effectiveness of broader policy measures, thereby 

emphasising the importance of coordinated and integrated solutions.  

.Figure 5.1 presents an explanatory network highlighting these multi-level interactions, 

providing a framework for understanding how factors collectively affect PPMH service access. 

It does not imply strict causality but illustrates explanatory relationships across levels. 
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Figure 5.1: Explanatory network highlighting multi-level interactions across the SEM. 

 

5.2 Conclusion 

This chapter has discussed the study findings in relation to the key themes identified from the 

data, highlighting the individual, interpersonal, organisational, community, and societal factors 

that shape access to PPMHS. The discussion has contextualized these findings within existing 

literature and theoretical frameworks, providing a deeper understanding of the barriers and 

facilitators influencing service uptake. The next chapter will provide a synthesis of the study 
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findings, followed by a presentation of the implications, recommendations, and overall 

conclusions drawn from the research. 
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CHAPTER 6 : 

SYNTHESIS OF FINDINGS, RECOMMENDATIONS, AND 

CONCLUSIONS 

 

6.1 Introduction 

This chapter provides an overview of the major findings of this study in relation to the research 

question and objectives. The findings are assessed through the lens of the SEM, which served 

as the theoretical framework for the case study. Implications are drawn based on these findings 

with a focus on providing recommendations that could be used by the Gauteng Provincial DoH  

to improve access to PPMHS at the CHC. The chapter ends with practical recommendations 

for service delivery, policy engagement insights, and future research suggestions. 

 

6.2 Summary of Findings 

6.2.1 Synthesis of Findings Across Socio-Ecological Model Levels 

This study explored the different factors functioning as barriers and facilitators to PPMHS at a 

CHC across different levels of the SEM. The study further indicates that dynamic, non-linear 

interactions between these different levels shaped the experiences of postpartum women when 

seeking and obtaining PPMHS. 

Limited knowledge and awareness of PPMDs were key barriers to help-seeking at the 

individual level. Many postpartum women normalised symptoms of emotional distress or 

attributed them to typical postpartum changes. Personal attitudes, encompassing emotions such 

as shame and self-blame, acted as deterrents to disclosure. In contrast, empathetic and trauma-

informed engagement from healthcare providers was an important facilitator for earlier 

recognition and reporting of mental health challenges among postpartum women. 

Social support from partners and family members was found to play a critical role in 

determining whether postpartum women sought and utilised PPMHS at the interpersonal level. 

Supportive relationships facilitated care-seeking, whereas the absence of understanding or the 

minimisation of symptoms by the family resulted in isolation and delays in accessing services. 

Therefore, involving families in awareness-raising and care processes was seen as essential by 
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healthcare providers in ensuring the effectiveness of support initiatives for postpartum women 

accessing services at the CHC. 

At the organisational level, barriers included limited staffing, constrained mental health 

resources, and inconsistent screening practices. Although the provision of support was 

available, it was often fragmented, superficial and constrained due to a scarcity of dedicated 

personnel. Logistical difficulties, especially for mothers travelling with young children, further 

hindered regular access. Facilitators included early symptom detection, prompt referrals, and 

proactive screening by trained healthcare providers at the CHC. 

Community norms and cultural expectations about motherhood discouraged open discussion 

about mental health and reinforced stigma. The perception that women should prioritise child 

care over self-care led many to conceal distress. Traditional and religious healing systems were 

often the first sources of help for postpartum women, a factor which occasionally delayed their 

engagement with clinical services. However, participation of community members and 

stakeholders was recommended an important element to strengthen PPMHS utilisation and 

reduce stigma. 

Maternal mental health policies were noted to be inconsistently implemented, and monitoring 

frameworks were reported to be largely absent at the societal level. Insufficient resources as 

well as minimal engagement of frontline healthcare providers in policymaking, was seen as 

limiting the effective implementation of services. According to participants, practical strategies 

such as conducting home visits, implementing telehealth interventions, and enhancing data-

tracking systems could strengthen both accountability and access to care. 

 

6.3 Implications 

6.3.1 Practical Implications for Service Delivery at the CHC 

(a) Individual Level 

 Limited awareness of symptoms and services restricts early opportunity for intervention at the 

CHC. As Dennis and Chung-Lee (2006) highlight in a systematic review, unawareness of 

symptoms and available care is a common reason for delayed engagement with mental health 

services. This problem may be more pronounced in settings where emotional distress after 

childbirth is normalised or overlooked. In the context of the CHC, the provision of PPMHS is 
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likely to benefit from consistent and coherent mental health communication during antenatal 

and postnatal visits. 

 

(b) Interpersonal Level 

The findings of this case study show that emotional, practical, and financial support from 

partners and families can be a powerful predictor of PPMH use among postpartum women. In 

their absence, carelessness and lack of motivation can hinder service utilisation. Field et al. 

(2020) also established this in their study among postpartum adolescent mothers in Cape Town. 

When there were supportive relationships with family members, schoolteachers, or other adults 

they trusted, the women were more capable of accessing practical and emotional support. These 

findings point to the necessity of developing relational support networks to facilitate access to 

services. Thus, planning in the CHC must consider how to enhance such support in women's 

immediate social contexts. 

 

(c) Organisational Level 

This study identified that the non-specialist healthcare providers at the CHC lacked adequate 

mental health training, which would contribute to delayed identification and referral of PPMDs. 

Brown and Sprague (2021) emphasise the importance of improving mental health literacy 

among frontline workers to avoid misattribution of symptoms. Delays brought about by a 

limited number of mental healthcare provider affect consistent access to care. These 

organisational issues point to a need for training non-specialist healthcare providers and for 

increasing the number of mental health professionals. 

(d) Community Level 

The findings also highlight the vital role that community discourse and attitudes play in shaping 

postpartum women's interactions with mental health services. Ng'oma et al. (2020) validate 

that sociocultural beliefs and maternal mental illness stigma can affect attitudes towards care 

acceptability and accessibility. This case study's findings imply that CHC-based PPMHS 

uptake is determinatively influenced by the local community's conceptualisation and 

perception of mental health. Thus, Interventions in service delivery must consider these 

dynamics to enable greater uptake. 
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(e) Societal Level 

The absence of direct indicators related to postpartum care within national guidelines has been 

highlighted as hindering implementation in this case study. In the absence of direct indicators 

to inform PPMH screening, identification, and referral, essential aspects of service provision 

are likely to be neglected. The fact that monitoring and evaluation systems are not in place 

suggests that existing frameworks were not able to respond comprehensively to the issues 

inherent in maternal mental health services. Aligning national priorities with facility-level 

realities requires clear protocols, and monitoring systems to ensure early detection, appropriate 

referral, and consistent care. 

 

6.3.2 Theoretical Implications  

6.3.2.1 Advancing understanding of self-stigma in PPMH 

This study contributes to the existing body of literature on self-stigma by highlighting its role 

as a barrier to the utilisation of PPMHS at the CHC. While the discourse on stigma 

predominantly focuses on public stigma – negative perceptions of mental illness in the general 

public and institutional stigma – discriminatory behaviours by healthcare systems (Subu et al., 

2021; Rüsch et al., 2005), self-stigma has received comparatively little attention, particularly 

among post-partum women in peri-urban South Africa. Operationally defined as the 

internalisation of negative beliefs about mental illness (Rüsch et al., 2005), self-stigma emerged 

in this study as a key deterrent to help-seeking. Women in this study described feelings of 

shame, guilt, and perceptions of being inadequate mothers. These experiences align with 

theoretical models of self-stigma, which suggest that individuals internalise societal narratives 

that equate help-seeking with failure or weakness (Dubreucq et al., 2021; Pattyn et al., 2014; 

Corrigan & Watson, 2002). This research extends theoretical understandings by demonstrating 

how gendered and cultural ideals of motherhood in this context exacerbate self-stigma in 

unique ways, distinguishing it from the self-stigma related to other mental conditions. The 

findings suggest the need for intervention initiatives that address internal cognitive barriers and 

external structural factors to improve access to PPMHS at the CHC. 
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6.3.2.2 Culturally and religiously responsive care models 

This research highlights the need for culturally and religiously responsive healthcare to deliver 

PPMHS in this CHC. Patient-centred care is promoted in maternal mental healthcare 

worldwide (Khosravi et al., 2024; Attanasio et al., 2022). The findings from this study suggest 

that religion and culture shape how postpartum women accessing PPMHS at the CHC perceive 

mental health, define healing, and make decisions about seeking care. These findings 

underscore the importance of integrating cultural and religious sensitivity into approaches to 

enhance relevance, acceptability, and effectiveness. Albanese et al. (2021) argued that patient-

centred care, characterised by empathy, respect, and responsiveness to patients’ values, can 

significantly improve psychological outcomes.  

 

6.3.3 Broader Implications 

6.3.3.1 Implications for PPMH literacy 

The findings of the present study, particularly the low PPMH literacy of postpartum women at 

the CHC, have implications for LMICs like South Africa and high-income countries (HICs). 

In South Africa, research by Spedding et al. (2018) indicated that 77.4% of the sample 

demonstrated poor knowledge of PPD. In contrast, studies in HICs report comparatively higher 

mental health literacy levels. A study in Saudi Arabia (Alsulami et al., 2024) found that 53.5% 

of postpartum women understood PPD well, and 50.7% of women in the United Kingdom 

demonstrated sufficient awareness (Swami et al., 2020). Although these differences between 

HICs may appear modest, they reflect a consistent trend of greater PPMH literacy in more 

affluent settings, necessitating context- based PPMH literacy initiatives in LMICs. 

 

6.4 Study Limitations 

6.4.1 Sampling Limitation 

This study used purposive sampling to select postpartum women and healthcare providers with 

direct experience in accessing or providing postnatal healthcare services at the CHC. This was 

particularly appropriate given the exploratory nature of the research, which aimed to investigate 

experiences in a particular peri-urban context. Yet, purposive sampling may be prone to 

selection bias in that those women who are more accessible, better linked to services, or more 

assertive in describing their experiences are more likely to be overrepresented (Coyne, 1997). 



 

127 

Further, the voices of women experiencing high levels of psychological distress, widespread 

stigma, or structural exclusion may remain silenced despite being provided with an increased 

risk of facing obstacles in accessing care. This limitation decreases the range of learned 

experiences and may constrain understanding of access to PPMHS. To mitigate this limitation, 

source triangulation was employed in the study through the involvement of postpartum women 

and healthcare providers (Denzin, 1978). Whilst the voices of the most vulnerable women may 

not have been directly heard, healthcare providers provided perceptive commentary based on 

their daily interaction with a cross-section of service users, including the least likely postpartum 

women to engage in research. These commentaries enhanced the insight into access issues at 

the CHC.  

 

6.4.2 Data Collection Method Limitation 

The research used exclusively in-depth semi-structured interviews as its primary data collection 

tool. This individualised approach provided a personal and confidential environment, allowing 

participants to discuss intimate or stigmatised experiences that might have been difficult to 

disclose in group settings (Elmir et al., 2011). However, the use of a single data collection tool 

presents some disadvantages. The absence of methodological triangulation, for instance 

through the inclusion of focus groups, restricted the study's potential to examine shared social 

meanings, interaction between groups, and behavioural nuances capable of influencing PPMH 

care access (Carter et al., 2014). Focus groups, for example, would have effectively uncovered 

insightful information about shared cultural norms or variations in perceptions within peer 

groups, especially regarding community-level influences. As an exploratory study, this 

research was more interested in the depth of individual experience in a particular setting. The 

decision to use interviews only was also influenced by ethical considerations, particularly 

regarding the sensitivity of PPMH. Individual interviews fostered trust and provided a relaxed 

environment where participants felt free to express emotionally nuanced or stigmatised 

experiences (Liamputtong, 2007). While the lack of methodological triangulation may have 

restricted the range of contextual data, the interview data's richness yielded broad insights 

consistent with the study's exploratory approach and constructivist paradigm. Future research 

could consider using focus groups or other participatory approaches to gain insight into group 

dynamics, shared norms, and collective experiences of PPMH care. 
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6.4.3 Data Analysis Limitation 

Data analysis in the present research encountered several limitations commonly associated with 

qualitative research. Relying on self-reported data from postpartum women and healthcare 

providers gathered via interviews introduced the possibility of social desirability bias. 

Although efforts were made to establish a neutral, empathetic interview environment, the 

participants may have inadvertently adjusted their responses to align with perceived social 

norms or expectations related to PPMH. To mitigate this bias, participants were assured of 

anonymity and reminded of the importance of providing honest, reflective answers. 

Nevertheless, the inherent limitations of self-reporting remain, as responses are often shaped 

by the desire to present oneself in a socially acceptable manner.  

Another limitation relates to the cross-sectional nature of data collection. Since the findings are 

based on a single time point, they may not fully reflect the evolving nature of perinatal mental 

health needs and service utilisation across different phases of the prenatal and postpartum 

period. As mental health needs and service use patterns may evolve over time, using a single 

case study design in this study limits the study’s ability to observe these dynamic processes 

occurring over time. Future research should consider employing longitudinal designs to track 

changes during pregnancy and across the postpartum period. Such an approach would provide 

a more comprehensive understanding of the temporal and contextual factors influencing access 

to PPMHS. 

 

6.4.4 Generalisation Limitation 

As a qualitative case study, the findings are not intended to be statistically generalised. The 

research was conducted in a particular peri-urban CHC in Gauteng, South Africa, among 

healthcare providers and postpartum women engaged care at that particular facility. While the 

findings are not broadly generalisable, they may be transferable to comparable to other low-

resource, Sesotho-speaking peri-urban communities in South Africa that share similar social, 

cultural, and health system dynamics. By providing detailed descriptions of the study context, 

participant demographics, and CHC operational features, this study provides a foundation for 

others to assess the applicability of its insights to their own settings. However, care should be 

exercised when considering these findings in contexts with markedly different socioeconomic, 

cultural, or healthcare system characteristics. 
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6.4.5 Methodological Reflections: Limitations of Dichotomous Models 

In healthcare research, dichotomous models that categorically classify factors as either 

"barriers" or "facilitators" have been criticised for oversimplifying the multifaceted and often 

fluid nature of healthcare access (Haynes & Loblay, 2024). This limitation was evident in the 

current research, where several identified determinants did not consistently function as barriers 

or facilitators. Instead, their influence appeared to shift depending on contextual conditions, 

individual agency, and the availability of resources. 

One notable example is the role of social support in PPMH. While social support, particularly 

from the family, is typically regarded as a facilitator of mental health service utilisation, the 

study's findings suggest a more nuanced reality. For some women, family-based social support 

provided practical assistance and emotional relief, enabling them to prioritise mental health 

and well-being. However, in other cases, the same source of support reinforced traditional 

beliefs that discouraged formal heal-seeking. These findings are consistent with those of 

Hudson et al. (2016), who found that social support can simultaneously mitigate emotional 

distress and reinforce and perpetuate cultural norms that act as barriers to accessing formal 

healthcare services, especially among marginalised groups. 

At the community level, similar complexities were observed. While prevailing gender norms 

and traditional beliefs about women's role as caregivers often hindered help-seeking, these 

same cultural norms also fostered communal networks of emotional support in religious 

institutions and traditional practices that some women found beneficial. Thus, community-level 

influences cannot be rigidly categorised; they may function as facilitators and barriers, 

depending on individual circumstances and broader social dynamics. These findings 

underscore the limitation of dichotomous models in fully capturing access to care's dynamic 

and context-dependent nature. Haynes and Loblay (2024) suggest that a more flexible 

conceptual approach is needed – one that recognises the fluidity of determinants and their 

capacity to operate differently across time, settings, and populations.  

Notwithstanding these limitations, the present study retained the barriers-versus-facilitators 

framework for clarity and organisation. Using the SEM as a guiding framework helped mitigate 

some of the constraints of the binary categorisation, by illustrating how multiple levels of 

influence – individual, interpersonal, organisational, community, and societal – interact to 

shape postpartum women’s access to mental health services. 
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6.5 Recommendations 

6.5.1 Public Awareness and Education 

(a) Individual level 

PPMH literacy should be promoted by CHC nurses, health promoters, and mental health 

practitioners during both antenatal and postnatal visits, as these encounters represent critical 

periods when women are most present to receive guidance from healthcare providers. The 

simplification of medical terminology, coupled with the presentation of relatable and culturally 

grounded examples in educational materials at all levels of the SEM is important to the success 

of PPMH literacy promotion.  

 

According to El Ayadi et al. (2025), mobile-based interventions in Punjab, India, are 

characterised by the transmission of culturally adapted messages directly to women’s phones 

and the consistent enhancement of postpartum distress recognition, with positive implications 

for timely help-seeking. Such an approach could be applied in this case study where mobile 

access is widespread. The dissemination of targeted educational content through sms's and 

whatsapp groups at key stages of pregnancy and the early postpartum period could serve to 

reinforce awareness and facilitate early interaction with mental healthcare practitioners.  

 

(b) Interpersonal level 

Health education should actively involve family members and partners, recognizing their 

essential function in facilitating women's access to services. E-health programmes in Nepal 

that engaged husbands in maternal mental health education improved spousal support and 

treatment adherence (Bhardwaj et al., 2024). At this CHC, brief family modules integrated into 

routine antenatal classes or immunisation visits could enable partners and relatives to recognise 

early signs of distress, reinforce timely referrals, and reduce household stigma around PPMH. 

Additionally, e-health tools such as mobile messaging and online educational platforms 

through services like Whatsapp could further extend the reach of these interventions outside of 

the normal operational hours of the CHC. 

 

(c) Organisational level 
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Healthcare providers at the CHC must receive standardised training in culturally responsive 

care to ensure compassionate and effective service delivery, emphasising practical strategies 

and locally relevant idioms. In the context of Malawi, the evidence from Atif et al. (2022) 

demonstrates a significant enhancement in provider confidence and care quality, which was 

characterised by culturally competent training approaches lead to improved clinical outcomes. 

The co-design process of local training modules is recommended, which can involve the 

integration of role-play and reflective practice during CHC staff workshops, thereby ensuring 

the translation of theoretical knowledge into consistent, effective clinical behaviour. 

 

(d) Community level 

Community-based awareness campaigns should leverage established local networks, including 

churches, women's groups, and NGOs, to disseminate PPMH information. The involvement of 

community leaders and faith figures as cultural intermediaries allows biomedical explanations 

to be framed in locally meaningful ways, encouraging dialogue and care-seeking among 

postpartum women. According to studies from Ethiopia and Kenya, collaboration with 

traditional and biomedical healers significantly increased service utilisation and improved 

health outcomes in the same research (Baheretibeb et al., 2022; Musyimi et al., 2016). The 

application of this approach to this peri-urban South African setting through training 

programmes and stakeholder consultations could strengthen participatory governance and 

community ownership in PPMH initiatives. 

 

(e) Societal level 

In the public health context, the implementation of national campaigns should normalise PPMH 

narratives, which are aimed at  reduction in stigma and an increase in equitable service uptake. 

According to evidence from Malawi (Zamawe et al., 2016), targeted media interventions were 

responsible for increasing, rather than decreasing antenatal and postnatal service utilisation. 

The coordination of similar  media-based initiatives  by the Department of Health through the 

narration of success stories could  potentially target barriers at multiple levels the SEM. 

 

6.5.2 Policy Recommendations 

(a) Organisational level 
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Policy alignment at the CHC is essential for translating national priorities into daily practice. 

The study findings revealed that although national guidelines such as the Adult Primary Care 

guide (2023) include mental health provisions, their application within maternal care remains 

inconsistent. Policymakers should therefore require the routine integration of standardised 

mental health screening into postnatal checklists at all CHCs. This would ensure that the 

assessment for PPMDs becomes a normal component of postpartum follow up rather than an 

optional addition. To maintain accountability, facility managers should conduct monthly audits 

to ensure compliance. Healthcare providers at the CHC should undertake training on the 

screening of PPMDs. The WHO's mhGAP ( 2023) provides a defined framework for task 

sharing that can guide training and supervision of non-specialist healthcare providers. South 

Africa can use a phased implementation plan, beginning with trial sites and gradually adapting 

to localised areas.. 

 

(b) Societal level 

The sustainability of societal reforms is highly dependent on decentralised decision-making 

and participatory governance in policy execution. Effective policies must empower the facility 

manager and all healthcare providers to interpret and adapt national directives to fit their local 

contexts. As this study illustrates, hierarchical top-down systems tend to block context-

sensitive solutions, corroborating Ditlopo et al. (2014) who discovered that nurses in South 

Africa often feel excluded from policy making and implementation.  To encourage context-

responsive autonomy, provincial and district health authorities should provide the CHC with 

sufficient flexibility to determine, for example, what forms of community  specific outreach 

programmes to develop. Such decentralisation should be complemented by strong monitoring 

and evaluation at national and disctrict level, gathering quantitative and qualitative feedback 

from service users and providers. Establishing routine stakeholder dialogues with mental health 

nurses, community health workers and service users every quarter would offer an opportunity 

to check in on progress and surface new challenges. As Abrahams (2015) points out, 

participatory monitoring and evaluation strengthen governance and cultivate systems that 

emphasise learning. By embedding these accountability measures, public trust is enhanced, 

thereby allowing policy development to be rooted in the actual experiences of individuals rather 

than solely in administrative assumptions. 
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6.5.3 Recommendations for Future Research 

Future research should explore the psychological mechanisms underlying self-stigma among 

postpartum women in peri-urban South Africa because understanding these internalisation 

processes is crucial for developing culturally sensitive interventions that dismantle shame and 

self-blame among affected women. Participatory qualitative approaches like narrative inquiry 

or photovoice are especially suited for accessing lived experiences and contextual meanings of 

distress.  Such an analogus research has being done in rural Ethiopia and kenya, which revealed 

how cultural narratives condition PPMH outcomes (Molenaar et al., 2020; Osok et al., 2018). 

Further inquiry should investigate the feasibility, effectiveness, and acceptability of integrating 

telemedicine into PPMHS delivery at peri-urban CHCs. Studies could be conducted 

collaboratively by academic institutions, CHC healthcare providers, and health departments to 

assess how virtual and telephone consultations influence early detection, follow-up adherence, 

and user satisfaction. Mixed-method approaches should be employed to capture both clinical 

outcomes and lived experiences of postpartum women and healthcare providers. Such research, 

ideally piloted within existing maternal health programmes, would generate evidence to guide 

scalable and contextually appropriate digital interventions in South Africa.  

 

Attention should also be given to identifying who should be trained within primary care 

systems, how training should be delivered, and what support mechanisms ensure sustained 

integration of PPMH into routine services. This study revealed substantial gaps in staff 

preparedness and confidence in managing PPMH issues at the facility. Implementation 

research then needs to develop and pilot mhGAP- aligned training models for non-specialist 

providers to establish their impact on clinical competence and knowledge retention. Further 

research is needed to establish the effectiveness of online continuing education programmes in 

providing ongoing, up-to-date learning for specialist healthcare providers.  

 

Equally importpant is examining how community-based support structures can complement 

formal healthcare systems in extending PPMH reach to underserved populations such as this 

community, Understanding which interventions strengthen trust is essential for programme 

design. Collaborative research involving multiple stakeholders could evaluate hybrid service 

models that blend different approaches to care. Evidence from Kenya and Ethiopia shows that 

partnerships between traditional healers and CHWs improved maternal health outcomes and 
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reduced stigma in those communities (Musyimi et al., 2016; Baheretibeb et al., 2022). 

Longitudinal evaluation of such community partnerships in South Africa could assess their 

implementation potential and health impact in similar settings. 

 

Qualitative research should also probe culturally-centred models of assessment and counselling 

that incorporate spiritual and religious awareness. This research might investigate how faith 

communities such as church, mosques and other African indigenous faiths can be facilitate 

discussions around mental health. It can also explore ways to integrate spiritual coping 

strategies  such as prayer, meditation, or scripture reading  alongside psychological 

interventions to bolster women’s sense of meaning and agency. In addition, these models can  

train mental healthcare providers to diplomatically manage spiritual conversations during 

screening and counselling, encouraging a patient-centred approach. Lastly, studies might 

explore collaborative models in which traditional and biomedical practitioners share referral 

networks and psychoeducation resources to offer more holistic, culturally congruent care to 

postpartum women. 

 

6.5.4 Recommendations for Healthcare System Improvement 

 To address the persistent treatment gap in mental health care, the Gauteng DoH should 

prioritise the employment of more mental health specialists, such as psychiatric nurses, 

psychologists, social workers, and psychiatrists, in CHCs. This effort must be complemented 

by sustained resource mobilisation to ensure the long-term integration of mental health services 

within primary health care systems. The National Mental Health Policy Framework and 

Strategic Plan 2023–2030 further recognises the necessity for greater investment in 

community-based mental health care, emphasising the importance of contracting trained 

professionals at CHCs to improve accessibility and quality of care (DoH, 2023). 

 

6.6 Concluding Remarks 

This research explored the determinants of access to PPMHS in a peri-urban South African 

CHC using the SEM to identify barriers and facilitators at multiple levels. The findings suggest 

that access to PPMHS in this CHC is determined by a complex interplay of individual, 

interpersonal, organisational, community, and societal factors. These determinants are both 



 

135 

dynamic and context-specific, thus going beyond micro-level models of healthcare access that 

fail to account for these interrelationships. 

 

The research question, "What are the key barriers and facilitators influencing access to PPMHS 

at the CHC as identified within a SEM?", was addressed through in-depth investigation at each 

level of the model. At an individual level, the findings indicated that awareness, internalised 

stigma, and mental health literacy significantly influenced postpartum women's willingness 

and ability to seek care, thereby fulfilling the first objective. The interpersonal level, aligned 

with the second objective, was explored through participants' accounts of family and partner 

support. These relationships were found to either enable or constrain PPMHS uptake. At the 

organisational level, corresponding with the third objective, the study identified key barriers 

including inconsistent mental health screening, transport  difficulties, and negative provider 

attitudes. Nonetheless, the presence of trained mental health professionals and referral efforts 

by healthcare providers were cited as facilitators of access. The fourth objective, which 

focussed on the community level was achieved by analysing the impact of social norms, 

religious views, and broader community attitudes. Although such factors often operated as 

barriers, especially through cultural stigma, examples of culturally responsive approaches in 

service delivery emerged as facilitators of care-seeking behaviours. At the societal level, the 

study highlighted how deficiencies in mental health policies, underinvestment in the health 

system, and poor implementation of these policies at the facility served as structural barriers. 

 

The single-case study design allowed for in-depth interaction with healthcare providers and 

postpartum women, thus facilitating the collection of valuable contextual data for each level of 

the SEM. Applying the model helped structure a layered and holistic understanding of the 

challenges postpartum women face in their efforts to access care at the CHC.  The findings 

underscore the need for comprehensive mental health care, that include routine screening, 

stigma reduction efforts, and stronger systems of support at all levels. In particular, 

strengthening family and community support systems, along with capacity building for service 

providers, emerged as crucial for enabling culturally competent and responsive mental health 

care tailored to the diverse needs of postpartum women at the facility. The research also 

revealed an emerging opportunity to leverage  digital health solutions, such as WhatsApp 

interactions, and mobile education tools, to overcome barriers like poor mental health literacy 
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and limited in-person services. Participants’ suggestions  highlighted the promise of such 

platforms in improving outreach, flexibility, and accessibility. 

 

While this research provides valuable insights into the barriers and facilitators of PPMHS at 

the CHC, it is critical to consider its limitations. Given that the research was conducted in a 

peri-urban South African CHC, the findings are specific to that context. Nevertheless, they may 

be transferable to similar low-resource, peri-urban communities, particularly those that are 

Sesotho-speaking or socioeconomically comparable. Future research should explore these 

issues in other contexts. 

Ultimately, this study underscores the value of context-sensitive, multi-level interventions in 

strengthening PPMHS. By applying the SEM, it highlights the interconnected influence of 

individual, interpersonal, organisational, community, and societal factors on access to PPMH 

care. The findings emphasise that locally coordinated, and collaboratively designed 

interventions have the potential to lead to sustainable improvements in maternal mental health 

outcomes in the South African context. 
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Appendices 

Appendix 1: Semi-Structured Interview Guide – Postpartum Women 

 

Semi-Structured Interview Guide – Postpartum Women 

 
Demographic-related questions: 

 

1. How old are you? 

2. What is your highest highest level of education? 

3. Are you currently employed? 

4. How many children do you have? 

5. What is your marital status? 

 

Individual Level: 

 

1. What do you understand about  mental health after child birth? 

Probe: Can you explain how you came to think about it this way, especially after becoming a mother? 

2. Can you talk about some significant moments or emotions you've experienced during your journey 

as a mother? 

Probe: How have these experiences changed the way you think and feel about being a mother? 

 

Interpersonal Level: 

 

1. Can you tell me about your partner's role in your life as a mother? 

Probe: Can you give examples of times when their support was really helpful or challenging? 

Probe: How have they influenced your decisions about getting help for your mental health? 

2. How is your family involved in your role as a mother? 

Probe: How do their actions and attitudes affect your choices about seeking mental health support? 

Probe: Can you share specific examples of how their support or lack thereof affects you as a mother? 

 

Organisational Level: 

 

1. Can you talk about your experiences during postnatal visits at the Community Health Centre (CHC) 

when it comes to discussing mental health after giving birth? 

Probe: How did these discussions, or the lack of them, affect how you? 

2. How do the attitudes of the CHC staff impact your thoughts about getting mental health help? 

3. What ideas do you have for making mental health services at the CHC better for mothers who have 

just giving birth? 

4. Can you describe how getting to and from the CHC affects your decision to get mental health help? 

5. How do the CHC's working hours affect your ability to get the mental health help you need? 

 

Community Level: 

 

1. How do people in your community generally view the challenges of mental health after giving 

birth, and how does this affect your own thoughts? 

Probe: Can you share times when what the community thinks affected your decisions or feelings? 

2. Can you discuss the  beliefs about postpartum mental health in your community and how they 

affect your thoughts? 

Probe: Have you faced challenges or support related to these beliefs? 

3. Have you seen any community programmes that helped mothers' mental health after giving birth? 

Probe: How did these programmes help moms? 
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Probe: If there are no such programmes, what do you think the community can do to support mothers' 

mental health better after giving birth? 

 

Societal Level: 

 

1. In your opinion, what can the government do to make it easier for women to get the mental health 

support they need after giving birth? 

Probe: Can you think of specific rules or services that would be helpful for this? 

 

 

 

Sesotho Translation of Interview Schedules for Mothers 

 

Lenaneokopanyo la Puisano bakeng sa Bo-mme 

 

Lipotso tse amanang le Boitsebiso ba Botho: 

 

1. O lilemo li kae? 

 

2. Ke boemo bofe bo phahameng ka ho fetisisa ba thuto boo u fihletseng ho bona? 

 

3. Hona joale o sebetsa? 

 

4. O na le bana ba bakae? 

 

5. Boemo ba hao ba lenyalo ke bofe? 

 

 

Boemong ba Motho ka Mong: 

 

1. U utloisisa eng ka bophelo ba kelello kamora ho beleha? 

Tlhahiso: O ka hlalosa hore na ke hobane'ng ha u e bona ka tsela eo, haholoholo kamora hore u be 

mme? 

 

2. U ka bua ka linako tse itseng kapa maikutlo a matla ao u kopaneng le 'ona leetong la hao la ho ba 

mme? 

Tlhahiso: Maikutlo ao a fetotse joang tsela eo u bonang kapa u utloang ka eona ho ba mme? 

 

 

Boemo ba Batho ba Haufi (Interpersonal Level): 

 

1. U ka mpolella ka karolo eo molekane oa hao a e bapalang bophelong ba hao joaloka mme? 

Tlhahiso: U ka fana ka mehlala ea linako tseo tšehetso ea hae e ileng ea u thusa kapa ea ba phephetso? 

Tlhahiso: O bile le tšusumetso joang litšoantšong tsa hao tsa ho batla thuso ea kelello? 

 

2. Lelapa la hao le kenya letsoho joang bophelong ba hao ba ho ba mme? 

Tlhahiso: Mekhoa le maikutlo a bona a ama litšoantšo tsa hao joang mabapi le ho batla thuso ea 

kelello? 

Tlhahiso: U ka arolelana mehlala e itseng ea kamoo tšehetso ea bona kapa ho hloka eona ho u ama 

joaloka mme? 

 

 

Boemo ba Mokhatlo (Organisational Level): 
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1. U kile oa ba le liphihlelo life nakong ea ho etela CHC kamora ho beleha mabapi le puisano ka 

bophelo ba kelello? 

Tlhahiso: Lipuisano tseo kapa ho haella ha tsona li u amme joang? 

 

2. Boikutlo ba basebetsi ba CHC bo ama maikutlo a hao joang ka ho batla thuso ea kelello? 

 

3. Ke mehopolo efe eo u nang le eona ea ho ntlafatsa lits'ebeletso tsa kelello ho CHC bakeng sa bo-

mme ba sa tsoa beleha? 

 

4. Ho fihla le ho tloha CHC ho ama qeto ea hao joang ea ho batla thuso ea kelello? 

 

5. Lihora tseo CHC e sebetsang ka tsona li ama bokhoni ba hao joang ba ho fumana thuso ea kelello? 

 

Boemo ba Sechaba (Community Level): 

 

1. Batho ba sechabeng sa hao ka kakaretso ba bona mathata a kelello kamora ho beleha joang, 'me 

sena se ama maikutlo a hao joang? 

Tlhahiso: U ka arolelana linako tseo maikutlo a sechaba a ileng a ama qeto kapa maikutlo a hao? 

 

2. U ka bua ka litumelo tse teng sechabeng sa hao mabapi le bophelo ba kelello kamora ho beleha le 

kamoo litumelo tseo li u amang kateng? 

Tlhahiso: Na u kile ua tobana le liphephetso kapa tšehetso tse amanang le litumelo tseo? 

 

3. Na u kile oa bona mananeo a sechaba a tšehetsang bophelo ba kelello ba bo-mme kamora ho 

beleha? 

Tlhahiso: Mananeo ao a thusitse bo-mme joang? 

Tlhahiso: Haeba mananeo a joalo a se teng, u nahana hore sechaba se ka etsa'ng ho tšehetsa bophelo 

ba kelello ba bo-mme kamora ho beleha? 

 

 

Boemo ba Sechaba ka Bophara (Societal Level): 

 

1. Ka maikutlo a hao, ’muso o ka etsa'ng ho nolofalletsa bo-mme ho fumana thuso ea kelello kamora 

ho beleha? 

Tlhahiso: Na u ka nahana ka melao kapa lits'ebeletso tse itseng tse ka thusang ka sena? 
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Appendix 2: Semi-Structured Interview Guide – Healthcare Providers 

 

Semi-Structured Interview Guide – Healthcare Providers 
 

Demographic questions: 

 

1.What  qualifications do you have in your field? 

Probe: Briefly describe any professional training you have received within the field of mental health? 

2.How many years have you worked as a healthcare provider? 

3. What is your current position at the facility? 

 

Individual level: 

 

1.What specific strategies do you employ to assess  the unique mental health needs of postpartum 

women? 

2.What are some common emotional or psychological  challenges you have observed postpartum 

women facing? 

Probe:  how do you support them in navigating these challenges? 

 

Interpersonal Level: 

 

1.What strategies do you utilise to promote the involvement of partners in supporting the mental 

health of postpartum women? 

2.What strategies do you utilise to promote the involvement of family members and close friends in 

supporting the mental health of postpartum women? 

 

Organisational Level: 

 

1.Can you describe how mental health screening and assessment are integrated into the postnatal visit 

process at the community health centre (CHC)? 

Probe: what steps are taken to ensure that all postpartum women receive the necessary support? 

2.What resources does the  CHC provide to support the mental health needs of women after giving 

birth?  

Probe: Are there any particular programmes or resources you find helpful? 

3.What challenges have you encountered related to resource constraints in providing postpartum 

mental healthcare? 

Probe: If any,how have you managed or overcome them? 

 

Community Level: 

 

1.What are your observations regarding community opinions  that may influence women's decision to 

seek help for their mental health? 

Probe: What are your observations regarding beliefs that may influence women's decision to seek help 

for their mental health? 

2.How do you engage with community members to address opinions and cultural beliefs  that may 

influence postpartum women's mental health? 

 

Societal Level: 

 

1. Are you aware of any policies or guidelines that influence how mental health services for 

postpartum women are delivered at this CHC?” 

Probe: Can you tell me what that policy says or how it affects your work? 
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2. What policy changes do you believe would improve the availability and accessibility of mental 

health services for postpartum women? 

 

Sesotho Translation of Interview Schedules for Healthcare Providers 

 

 

Lenaneokopanyo la Puisano bakeng sa Basebetsi ba Bophelo 

 

Lipotso tse Amanang le Boitsebiso ba Botho: 

 

1. U na le mangolo afe kapa litifikeiti tšimong eo u sebetsang ho eona? 

Tlhahiso: Hlalosa hanyane ka koetliso efe kapa efe eo u e fumaneng mabapi le bophelo ba kelello? 

 

2. U sebetse lilemo tse kae joaloka mosebeletsi oa bophelo? 

 

3. Boemo ba hau hona joale setsing see ke bofe? 

 

 

Boemo ba Motho ka Mong: 

 

1. Ke maano afe a ikhethileng ao u a sebelisang ho lemoha litlhoko tsa bophelo ba kelello tsa bo-mme 

ba sa tsoa beleha? 

 

2. Ke liphephetso life tsa maikutlo kapa kelello tseo u li hlokometsoeng hangata ho bo-mme kamora 

ho beleha? 

Tlhahiso: U ba tšehetsa joang ho sebetsana le liphephetso tseo? 

 

Boemo ba Batho ba Haufi: 

 

1. Ke maano afe ao u a sebelisang ho khothaletsa ho kenella ha balekane ho tšehetsa bophelo ba 

kelello ba bo-mme? 

 

2. Ke maano afe ao u a sebelisang ho khothaletsa ho kenella ha lelapa kapa metsoalle e haufi ho 

tšehetsa bophelo ba kelello ba bo-mme? 

 

Boemo ba Mokhatlo: 

 

1. U ka hlalosa hore na ho hlahloba bophelo ba kelello ho kenngoa joang nakong ea ho etela CHC 

kamora ho beleha? 

Tlhahiso: Mehato efe e nkuoang ho etsa bonnete ba hore bo-mme bohle ba fumana tšehetso e 

hlokahalang? 

 

2. CHC e fana ka lisebelisoa life ho tšehetsa litlhoko tsa kelello tsa bo-mme kamora ho beleha? 

Tlhahiso: Na ho na le mananeo kapa lisebelisoa tse itseng tseo u li bonang li thusa? 

 

3. Ke liphephetso life tseo u kopaneng le tsona mabapi le khaello ea lisebelisoa ha u fana ka 

tlhokomelo ea kelello kamora ho beleha? 

Tlhahiso: Haeba ho joalo, u li laola kapa u li hlōla joang? 

 

Boemo ba Sechaba: 

 

1. U boneng ho tsoa sechabeng mabapi le maikutlo kapa litumelo tse ka amang qeto ea basali ea ho 

batla thuso ea kelello? 

Tlhahiso: U boneng mabapi le litumelo tse ka amang qeto ea basali ea ho batla thuso ea kelello? 
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2. U sebelisana joang le sechaba ho sebetsana le maikutlo le litumelo tsa setso tse ka amang bophelo 

ba kelello ba bo-mme? 

 

Boemo ba Sechaba ka Bophara (Societal Level): 

 

1. Na u tseba ka melaoana kapa tataiso efe kapa efe e amang tsela eo lits'ebeletso tsa kelello li fanoang 

ka eona ho bo-mme CHC ee? 

Tlhahiso: U ka mpolella hore na molaoona o reng kapa o ama mosebetsi oa hao joang? 

 

2. Ke liphetoho life tsa melaoana tseo u nahanang hore li ka ntlafatsa ho fumaneha ha lits'ebeletso tsa 

kelello bakeng sa bo-mme? 
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Appendix 3: Codebook 
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Appendix 4: Approval Letter – General/Human Research Ethics Committee 
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Appendix 5: Approval Letter – Gauteng Department of Health and the CHC 
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Appendix 6: Informed Consent Forms 
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Appendix 7: Confidentiality Agreements 

CONFIDENTIALITY AGREEMENT 
 
This confidentiality agreement  is made between the researcher,  Palesa Leshaba and the staff members of the 

Community Health Centre involved in recruitment . 
 
Purpose of Agreement 
The purpose of this Agreement is to establish confidentiality measures and guidelines to protect the privacy of 

potential research participants and maintain the confidentiality of their personal information during the research 

study. 
 
Collaborative Relationship 
The Researcher and the Staff acknowledge their collaborative relationship in the recruitment process for the 

research study. The Staff, including postnatal nurses and mental health specialists, have direct access to the 

personal data of potential participants during postnatal visits. 
 
Confidentiality Obligations 
The Staff agrees to maintain strict confidentiality and not disclose any personal or sensitive information obtained 

during postnatal visits, including but not limited to participants' identities, health conditions, or any other details 

that could potentially identify the participants. 
 
Confidentiality Agreements 
Confidentiality agreements will be established between the Researcher and the Staff involved in recruitment. 

These agreements will serve as a reminder and commitment to maintain privacy and protect the confidentiality of 

participants' information. 
 
Informed Consent Management 
Informed consent management will be a priority for the research study. The Researcher will provide clear 

guidelines to the CHC Staff, emphasizing the importance of obtaining informed consent from potential 

participants. The Staff will ensure that participants fully understand the purpose of the study, their rights, and the 

voluntary nature of their participation. 
 
Duration of Agreement 
This Agreement shall remain in effect for the duration of the research study and until such time that the collected 

data has been appropriately stored, analyzed, and reported. 
 
Compliance with Legal and Ethical Standards 
Both the Researcher and the Staff agree to comply with all applicable laws, regulations, and ethical standards 

regarding the handling, storage, and use of personal information obtained during the research study. 
 
Termination 
Either party may terminate this Agreement with written notice if there is a breach of confidentiality obligations 

or if required by law or regulatory requirements. 
By signing below, the Researcher and the Staff acknowledge their understanding and agreement to the terms and 

conditions of this confidentiality agreement. 
 
Researcher: 
 
Palesa Leshaba 
Date: _______________                          Signature:_____________________________________ 
 
Staff: 
 
Staff's Name: 
 
Date: _______________                          Signature:_____________________________________  
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Appendix 8: Agreement With Lifeline to Provide Free Counselling Services to 

Participants 
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Appendix 9: Lifeline Direct Referral Form 
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Appendix 10: Letter From Language Editor 
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Appendix 11: Turn It In Report 
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