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Abstract
In low- and middle-income countries, maternal mental health needs remain neglected, and common mental disorders during pregnancy and after 
birth are routinely associated with hormonal changes. The psycho-social and spiritual components of childbirth are often downplayed. A qualitative 
study was conducted as part of a wider realist evaluation on health systems responsiveness to examine the interrelationships between pregnant 
and postnatal women, their families, and their environment, and how these influence women’s interactions with healthcare providers in Ghana. 
Data collection methods combined six qualitative interviews (n = 6) and 18 focus group discussions (n = 121) with pregnant and postnatal women, 
their relatives, and healthcare providers (midwives, community mental health nurses) at the primary healthcare level. Data analysis was based on 
the context–mechanism–outcome heuristic of realist evaluation methodology. A programme theory was developed and iteratively refined, draw-
ing on Crowther’s ecology of birth theory to unpack how context shapes women’s interactions with public and alternative healthcare providers. 
We found that context interacts dynamically with embodiment, relationality, temporality, spatiality, and mystery of childbirth experiences, which 
in turn influence women’s wellbeing in three primary areas. There is an intricate intersection of pregnancy with mental health impacting women’s 
expectations of temporality, which does not always coincide with the timings provided by formal healthcare services. Societal deficiencies in 
social support structures for women facing economic challenges become particularly evident during the pregnancy and postnatal period, where 
women need heightened assistance. Socio-cultural beliefs associated with the mystery of childbirth, the supportive role of private providers 
and faith healing practices offered women a feeling of protection from uncertainty. Co-production of context-specific interventions, including 
the integration of maternal and mental health policies, with relevant stakeholders can help formal healthcare providers accommodate women’s 
perspectives on spirituality and mental health, which can subsequently help to make health systems responsive to maternal mental health
conditions.
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Introduction
About 10–15% of pregnant and postnatal women in low- 
and middle-income countries (LMICs) suffer from some form 
of mental illness (Kugbey et al. 2021), with rates of depres-
sion in pregnancy and after birth being 11.3% and 18.3%, 
respectively (Sawyer et al. 2010). Common mental disorders 
(CMDs) such as depression, anxiety, and distress impact on 
multiple aspects of the health and wellbeing of pregnant and 
postnatal women and the new-borns (World Health Organi-

zation 2022). This includes their physical and mental health, 
social functionality, economic productivity, ability to make 
meaningful contributions to their family and society, and qual-
ity of life (Mcnab et al. 2022). The CMDs can affect women’s 
capacity to cope with their normal activities and stresses of 
life, can lead to complications such as self-harm and harm to 
others (Patel et al. 2004, Agyekum et al. 2022), and can also 
contribute to preterm delivery, low birth weight etc. (Parsons 
et al. 2012, Stein et al. 2014, Bauer et al. 2015).
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Key messages 

• Pregnant and post-partum women in low- and middle-
income countries, suffering from mild, moderate, or severe 
mental disorders like stress, anxiety, depression, bipolar 
disorders, and schizophrenia are a vulnerable sub-group. 
Their vulnerability is heightened by their pregnancy state 
and neglect of their mental health needs and expectations 
by the interplay of contextual factors.

• A qualitative realist analysis using the ecology of birth 
theoretical framework unravels the complex interplay of 
contextual factors influencing maternal mental conditions. 
These factors are intertwined in dynamic ways and influ-
ence maternal mental health and women’s perceptions, 
expectations, and interactions with health systems

• Supporting women in the diverse beliefs and perspectives 
of maternal mental health, and strengthening the capaci-
ties of maternal healthcare providers on mental health, as 
well as these healthcare providers recognising, accommo-
dating, and supporting women in their diverse beliefs and 
perspectives, can ensure a more inclusive, holistic approach 
to maternal mental healthcare, which besides biomedical 
treatment also includes psycho-social and spiritual support 
to promote mental well-being during this critical stage.

Despite the existence of effective prevention and treat-
ment options, CMDs remain undiagnosed, under-recognised, 
undertreated, and neglected in most LMICs, including Ghana 
(Gelaye et al. 2016, Lasater et al. 2017). Pregnant women are 
particularly vulnerable to CMDs depending on their demo-
graphic and individual characteristics (Fisher et al. 2012, 
Nakku et al. 2016, Adjorlolo and Christmals 2023), phys-
iological and hormonal changes (Lima et al. 2017), as well 
as socio-cultural and health-system factors that shape access 
to maternal mental services and health-seeking behaviours 
(Lasater et al. 2017). Evidence highlights the following five 
groups of factors that can affect CMDs in pregnancy and 
postnatally and influence help-seeking in many LMICs.

First, women’s socio-demographic characteristics and eco-
nomic factors such as being employed (Goyal et al. 2020, 
Dutta et al. 2022), educated, married, previous history of 
mental illness (Marcus et al. 2003, Verreault et al. 2014, 
Bayrampour et al. 2015), past obstetric history and unplanned 
and unwanted pregnancy (Weobong et al. 2014, Lima et al. 
2017). Second, socio-cultural–religious norms and values, 
social support, and marital relationship (Gelaye et al. 2016, 
Shamu et al. 2016, Insan et al. 2022, Wedajo et al. 2023), 
such as preference for a particular gender of child (Goyal et al. 
2020, Wedajo et al. 2023). In some LMICs like India, women 
often face familial pressures to go through repeated pregnan-
cies until they give birth to a male, and experience mental 
trauma and depression (Mitra 2014). Religious beliefs and 
myths can constrain health seeking (Daniel et al. 2018, Insan 
et al. 2022), as shown in Tanzania where maternal mental 
health conditions were perceived to be caused by witches, evil 
spirits, demons, or being a will of God, consequently leading 
to care-seeking from alternative care providers (Daniel et al. 
2018). Third, health-system factors such as limited infras-
tructure, lack of mental health screening tools (Lasater et al. 
2017, Badu et al. 2018, Adjorlolo and Aziato 2020) or routine 

screening for CMDs as part of routine maternal healthcare 
(Brown and Sprague 2021), and providers’ knowledge and 
capacity to diagnose CMDs (Dadi et al. 2021), medicines 
supply, limited services for marginalized groups, and inte-
gration of mental health services within maternal healthcare 
(Badu et al. 2018). Fourth, wider national factors such as 
the economic situation, political priority of mental health 
(Brown and Sprague 2021) translated into the infrastructure, 
resources, services, and programmes (Ofori-Atta et al. 2010, 
Badu et al. 2018). In South Africa, (Brown and Sprague 2021) 
limited financial budgetary allocations for mental health ser-
vices contributed to highly reactive and fragmented maternal 
and mental care and competition for public health resources, 
thus leading to the neglect of maternal mental health needs. 
Despite an extensive literature on the prevalence and drivers 
of maternal mental health, literature on the understanding of 
how pregnant women perceive and understand mental health 
symptoms, and the extent to which local health systems are 
responsive to maternal mental health needs (Nsereko et al. 
2011, Price and proctor 2009, Leis et al. 2011, Thompson 
et al. 2011, Reuter et al. 2016, Shah et al. 2017), particularly 
in a rural setting such as in Ghana, is limited. In this paper, 
we contribute to bridging this gap. Specifically, the objective 
of this paper is to examine the understanding and experiences 
of maternal mental health by key stakeholders (e.g. preg-
nant and post-partum women, their families, and healthcare 
providers) in Ghana, including mechanisms by which these 
understandings influence healthcare seeking behaviours and 
perceptions of health-system responsiveness to their needs and 
expectations.

The ecology of birth framework
We drew on Crowther and Hall 2017a  ecology of child-
birth conceptual framework to unpack how context shapes 
women’s experiences and perceptions of maternal mental 
health in rural Ghana.

This framework was chosen because it deploys a relational 
perspective and posits that, ‘relationships often exist between 
individuals to themselves, each other, and their environment’ 
(Crowther and Hall 2017a). Six interrelated components—
context, embodiment, relationality, temporality, spatiality, 
and mystery—influence the health and psychological well-
being of pregnant women and the degree of their engagement 
with their health systems. ‘Contextuality’ comprises individ-
ual, community, and country characteristics (e.g. models of 
care, political, religious, and socio-cultural beliefs), which 
affect peoples’ views, behaviours, and practices about health 
and well-being (Crowther et al. 2020). These reflect on how 
people construct and perceive the world, including mental 
illness (Adams and Salter 2007). Interconnected with the 
aspect of contextuality is ‘spatiality’, which refers to both the 
quality of physical places and felt space, of where (maternal 
mental) care is delivered. Physical place refers to a physical 
environment of care provision (such as healthcare facilities), 
whilst felt space reflects the human experience, permeating 
through receipt of care (friendliness of providers, ambience 
in the place) (Balabanoff and Fourer 2022). This shapes the 
degree of a person’s emotional attachment to the place of 
care (Crowther et al. 2020). ‘Embodiment’ comprises the indi-
vidual’s physical and emotional well-being (Crowther and 
Hall 2017a), e.g. mood changes resulting from hormonal 
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changes in pregnancy (Mckillop 2009) and lifestyle factors 
such as smoking or sleep pattern. The resultant behaviours 
can consequently affect women’s relationships with others 
and ability to adapt to hormonal changes during pregnancy 
or after birth (Crowther et al. 2020). ‘Temporality’ refers two 
distinct times: clock-time and felt-time. Clock-time connotes 
the specific period during the pregnancy when biomedical pro-
tocols and procedures should occur (Crowther et al. 2020). 
Felt-time, by contrast, is the time women feel it is the ‘right’ 
moment for particular care procedures to be conducted for 
them, and has been found to help improve patients’ spiritual 
growth and psychological well-being. Felt-time and clock-
time do not always coincide (Crowther et al. 2015, White 
2016). ‘Mystery’ refers to an opportunity for a relationship 
with divinity during pregnancy (Crowther et al. 2020), reflect-
ing the perceived association of pregnancy and childbirth as 
a time when one is exposed to physical, spiritual, and psy-
chosocial vulnerability. Consequently, perinatal women often 
attempt to find hope, meaning, and purpose in life for them-
selves and others (Thoresen and Harris 2002). ‘Relationality’ 
refers to the social support postnatal women may receive 
from kin members and particularly husband/partner, that aids 
their self-care and feelings of being emotionally and spiritu-
ally safe (Crowther et al. 2020). Nevertheless, in the absence 
of familial support, the existence of a companion within the 
healthcare system (i.e. midwife) can serve as a safety net for 
pregnant and postnatal women and helps with ensuring a 
trusted relationship with providers and the healthcare system.

Methods
A qualitative realist evaluation study design was used. Real-
ist evaluation (RE) is a theory-driven approach that focuses 
on exploring, understanding and explaining ‘what works for 
whom, under what circumstance, how and why this occurs’ to 
explain the interactions between contexts, mechanisms, and 
outcome (CMO) (Pawson et al. 2004, Wong et al. 2013). 
This paper reports findings from a qualitative study included 
in a broader RE of health-system responsiveness to maternal 
mental health needs in Vietnam and Ghana (Mirzoev et al. 
2021b).

REs typically involve development, testing, and refining 
of middle-range theories which explain which contextual 
(C) influences trigger which mechanisms (M) to produce 
the outcomes (O) of interest (Wong et al. 2013) Develop-
ment of an initial programme theory (PT)—a hypothesis of 
how programmes or interventions contribute to outcomes—
often involves combining three sources of information: (i) the 
research team relying on their experiences and knowledge of 
the social-cultural context, (ii) insights from theoretical and 
empirical literature, and (iii) views of key actors from the data 
and relevant documentation. Subsequent testing and refining 
of theories are done iteratively throughout data collection and 
analysis and drawing upon the above three sources of infor-
mation. Consequently, results reported in RE studies often 
reflect these three intertwined sources.

A critical aspect of the analysis process in realist studies is 
‘retroduction’, the intentional approach to uncover connec-
tions within social systems and experiences (Bhaskar 1978). 
In practice, this involves the process of ‘showing the work-
ings out’ (Pawson 2006), the reasoning process followed 
by researchers to identify the underlying mechanisms and 

contextual conditions that explain observed patterns (out-
comes) by ‘looking backwards for explanation of how and 
why things may be’ (Mcewan et al. 2024). Reporting this 
task is challenging as some experts caution against over-
explanation while others emphasize the importance of making 
the retroductive process transparent (Mcewan et al. 2024).

In our study, retroduction began with a theory gleaning 
phase where our initial PT was developed by the research 
team, who met regularly to discuss, peer-review, and revise 
the draft, drawing on the literature and engagements with 
key stakeholders through an initial small number of inter-
views. Our team insights were summarized in several ‘if–
then–because’ statements per different key area. One of the 
advanced versions of the initial PT, shown in Box 1, guided 
the data collection and analysis and was subsequently refined 
based on the stakeholders’ perspective from the data, empir-
ical and theoretical literature, and researcher deliberations. 

Box 1. Initial programme theory—notions of maternal 
mental health and influences on interaction with the for-
mal healthcare system 

In a socio-cultural context where mental health symptoms, 
specifically during pregnancy and the appropriate management 
of these symptoms, are understood by people as being in 
the domain of the spiritual; and where healthcare provision is 
pluralistic with providers from different paradigms (biomedical, 
faith, and alternative medicine) providing treatments based on 
different causal constructs of mental health; and where the 
current health system understands mental health as needing 
biomedical management approaches yet recognizes psycho-
social causation such as drug abuse, emotional trauma; IF peo-
ple’s perspectives about mental illness and mental health and 
their appropriate management are better understood and recog-
nised by the formal health system; and the services recognise 
and reasonably accommodate these beliefs and perspectives, 
THEN there will be a greater trust in and increased acceptance 
of maternal mental health services, translating into higher use 
of these services by pregnant women, ultimately contributing to 
improved responsiveness of the health system to the needs and 
expectations of pregnant women with mental health conditions.

This research was conducted in the Greater Accra region 
as part of the larger RESPONSE study (Mirzoev et al. 2021a). 
The Greater Accra Region, located in the coastal zone of the 
country, was purposively selected for several reasons. First, 
although the region is 90% urbanized and considered better 
resourced compared with other regions in the country, it was 
found to have one of the highest maternal mortality ratios 
of 336/100 000 live births, compared to the national average 
of 310/100 000 live births (Ghana Statistical Service, Ghana 
Health Service & ICF 2018, Mirzoev et al. 2021a). Also, it has 
a growing squatter urban slum and some of the most deprived 
rural communities in the country (Ghana Statistical Services 
2021, Mensah et al. 2021, Mactavish et al. 2023).

Furthermore, ∼8.3% of the region’s districts have not 
been completely urbanized (Ghana Statistical Services 2021). 
Two of these rural districts—Shai-Osudoku and Ningo-
Prampram—were purposively sampled. The 2021 population 
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Figure 1. Public healthcare infrastructure in the region vs study sites.

and housing census revealed that out of a total 105 610 pop-
ulation in the Shai-Osudoku district, 60 050 (57%) lived in 
rural localities, with the rest residing in urban localities, while 
in the Ningo-Prampram district, out of a total of 204 673 peo-
ple, 161 090 (79%) resided in urban localities and the rest 
lived in rural localities (Ghana Statistical Services 2021).

A poverty incidence study in Ghana in 2015 found that 
most households in the two districts were extremely poor 
compared to the regional average of 6.6%, with a poverty 
depth of 1.8%. In the Shai-Osudoku district the poverty 
incidence was as high as 55.1%, and that of the Ningo-
Prampram district was 31.2%. They also had higher poverty 
depths of 23.2% for Shai-Osudoku district and 10.1% for 
the Ningo-Prampram district (Ghana Statistical Service 2015). 
Subsistence agriculture (farming, fishing, poultry, and cattle 
rearing) employ 85.6% of the working populations in these 
districts (Ghana Statistical Service 2014). Furthermore, the 
rural settlements in these two districts lag behind in equi-
table distribution of developmental gains within the Greater 
Accra Region, particularly in terms of road infrastructure, 
socio-economic development, and healthcare facilities. This 
disparity mirrors the conditions found in less endowed regions 
of Ghana, such as the Northeast, Savannah regions etc. 
(Ghana Statistical Services 2021, Mirzoev et al. 2021a). For 
instance, these two districts have the least healthcare infras-
tructure (including psychiatric hospitals) in the region (see 
Fig. 1) (Ghana Health Service 2016). Therefore, as in most 
parts of Ghana, traditional and faith healers play a large role 
in the informal primary healthcare of mentally ill patients, 
including pregnant women (Ae-Ngibise et al. 2010).

Ghana’s primary healthcare organization
Primary healthcare in Ghana is delivered at three levels: 
district, sub-district, and community level (Fig. 2). At the 

apex of the primary healthcare structure are district hospi-
tals or polyclinics (Armah and Kicha 2020). District hospitals 
provide comprehensive healthcare services (curative care, pre-
ventive care, and promotion of heath to the people) within 
a district with an average population of 100 000–200 000 
people, in a clearly defined geographical area. These facil-
ities usually have between 50–60 beds and serve as the 
first referral points for sub-district facilities in their district
(Phillips et al. 2020).

At the second level are sub-district health centres or health 
posts. Health centres are expected to serve a population of 
∼20 000 (Armah and Kicha 2020). These health centres are 
often headed by a physician assistant and staffed with a range 
of healthcare professionals such as clinical nurses, midwives, 
laboratory technicians, public health nurses, environmental 
health and community psychiatric officers and nurses, and 
nutrition officers. Health centres provide basic curative and 
preventive medicine for adults and children, as well as repro-
ductive and mental health services. In some cases, they can 
provide minor surgical services such as incision and drainage 
(Armah and Kicha 2020). They extend their service to cover 
outreach services and refer severe or complicated cases to 
higher-level facilities—usually the district hospital. Tradition-
ally, health centres have been the first point of referral con-
tact for lower-level healthcare facilities such as Community-
Based Health Planning and Services (CHPs), private maternity 
homes, community pharmacies, traditional birth attendants, 
herbalists, prayer camps etc. Although maternal and men-
tal health services operate at the health centre level, the two 
healthcare delivery systems operate independently, and these 
services are often treated as separate issues rather than inter-
connected aspects of overall health. The availability of trained 
staff who can address both maternal and mental health needs 
is limited.

At the third and final level of healthcare delivery are lower-
level healthcare facilities such as CHPs and private maternity 

D
ow

nloaded from
 https://academ

ic.oup.com
/heapol/advance-article/doi/10.1093/heapol/czae116/7912589 by guest on 30 D

ecem
ber 2024



Maternal mental health and health systems 5

Figure 2. Ghana’s primary healthcare organization.

homes, among others. CHPs entails a nurse or midwives liv-
ing in a defined community and offering limited curative and 
preventive healthcare services in the community (Awoonor-
Williams et al. 2016). Also, at this level are private health-
care facilities and informal sectors such as private maternity 
homes, community pharmacies, traditional birth attendants, 
herbalists, traditional, and faith-based healers etc. (Quinn 
2007).

Traditional and faith-based healers are heterogeneous 
groups that have been observed to commonly vary in size 
and range, from small shack-like structures to entire village 
communities with large church halls, prayer camps etc. (Ae-
Ngibise et al. 2010). Prayer camps, for instance, are often 
staffed by caretakers, pastors, and church elders. They may 
also be led by a prophet or prophetess, who acts as the 
chief healer, spiritual leader, and administrator of the camp 
(Arias et al. 2016). Usually, most prayer camps have been 
found to be under-resourced, lacking adequate shelters, bed-
ding, mosquito nets, cleaning supplies, and sanitation facilities 
(Arias et al. 2016). However, due to the large biomedical treat-
ment gaps in mental health, a substantial number of people 
with serious mental illnesses in Ghana (including pregnant 
and lactating mothers) have been found to rely on traditional 
and faith healing to meet their mental disorders treatment 
needs (Lambert et al. 2020).

Sampling
Facilities sampling
Nine primary healthcare facilities made up of CHP com-
pounds, health centres, and a polyclinic that provide 
maternal health and/or community psychiatric services were 
purposively selected. The selection criteria aimed to include 
a mix of facilities based on their geographical accessibility, 
encompassing remote, accessible, and hard-to-reach commu-
nities. Six facilities (four CHP compounds and two health 
centres) were sampled in the Shai-Osudoku district and three 
facilities (a CHP compound, a polyclinic, and a health cen-
tre), were selected in the smaller Ningo-Prampram district (see 
Table 1, for a breakdown of the geographical accessibility of 
the sampled facilities). 

In addition, one prayer camp located in the Doryumu com-
munity of the Shai-Osudoku district was purposively sampled 
because it was the only alternative mental care facility that 
accepted and consented to participate in the study.

Participants sampling
The data collection team (L.L.Y. and L.G.) compiled mobile-
phone contacts of maternal health clients from the sampled 
facilities. This included maternal health clients with and with-
out mental health conditions, as well as vulnerable groups—
such as adolescent mothers and maternal clients living in 
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Table 1. Sampled facilities according to geographical accessibility

Ningo 
prampram 
district

Geographical 
accessibility

Shai osudoku 
district

Geographical 
accessibility

Prampram 
polyclinic

Easily 
accessible

Lower Dodowa 
Health centre

Easily 
accessible

New Ningo 
CHPs

Accessible Ayikuma CHPs Easily 
accessible

Old Ningo 
health centre

Remote Osuwem CHPs Remote

Doryumu CHPs Remote
Natriku CHPs Remote
Duffour Health 

Centres
Hard-to-reach

marginalized communities (e.g. nomadic settlements). A total 
of 20 random maternal health clients from each of the facil-
ities listed were contacted and invited to participate in focus 
group discussions (FGDs) or in-depth interview (IDIs). The 
women were also informed during the process that their 
round-trip transportation costs to the scheduled venues would 
be compensated by the research team.

In all, 76 maternal health clients did not agree to par-
ticipate in the research for reasons such as travel, among 
others. Overall, 104 the maternal health clients agreed to 
participate in the study. Women who agreed to participate 
in the study were asked to select a preferred day and time 
to meet with the data collection team at the sampled facil-
ity in their community. On the scheduled day and time, the 
healthcare providers suggested different venues for the group 
discussions and interviews. These included newly constructed 
healthcare infrastructure yet to commence operations, and 
nearby religious premises, which were often used by health-
care providers for healthcare-related activities such infant 
growth monitoring and immunization services.

Prior to conducting FGDs and IDIs with maternal clients 
with mental health conditions, L.G. (a psychiatrist), clini-
cally assessed the women’s ability to consent and participate 
in the study. L.G. evaluated their understanding by asking 
them to repeat back to the interviewer in their own words 
what they understood from the information given about their 
participation and the study. Two clients who were unable to 
restate the information were excluded from the FGDs and 
IDIs. Instead, IDIs were conducted with the accompanying 
relatives, to ensure that relatives’ perspectives and experiences 
were included in the study.

Separate FGDs were held with postnatal women with men-
tal conditions/disorders and those without mental health dis-
orders. A total of 10 FGDs were held with pregnant and 
postnatal women without mental health conditions (n = 75), 
1 FGD was held with pregnant and postnatal women with 
mental disorders (n = 10), 3 FGDs were held with marginal-
ized and vulnerable groups such as adolescent mothers (n
= 19), and 4 FGDs were held with healthcare providers 
who provide maternal or mental health services at the pri-
mary healthcare level (n = 17). FGDs allowed for in-depth 
exploration among individuals who share experiences, opin-
ions, and practices on mental disorders. The FGDs were 
held at private places situated within or close to the facil-
ities premises, as earlier mentioned. The moderated discus-
sions were audio-recorded and sometimeshandwritten notes 

were taken. Most FGDs with the women were conducted 
in Twi, and occasionally in Ga-Dangme or Ewe languages, 
and in English with the healthcare providers. Most discus-
sions lasted 45 min to 1 h. The participants were compensated 
for their travel to the respective discussion venues (up to 100 
Ghana cedis, or US$7 equivalent) and were also provided with
lunch.

Semi-structured in-depth realist interviews (Pawson 1996, 
Manzano 2016) (IDI) (n = 6) were held with postnatal women 
with mental health conditions (n = 2), their relatives (n = 2), 
and healthcare providers (n = 2) who provide maternal men-
tal health services at the primary healthcare level. The IDIs 
enabled in-depth exploration of experiences and views of the 
participants with regards to maternal mental health. The indi-
vidualized approach is important given the sensitivity and 
stigma around mental health. However, during fieldwork, 
most of the women without mental health conditions pre-
ferred the group discussions to individual interviews. They 
often stated the uncertainty of what questions to expect as 
a key reason. Semi-structured question guides were used for 
the FGDs and IDIs.

All FGDs and IDIs were transcribed verbatim for anal-
ysis. For quality control, a second translator reviewed a 
subset of the transcripts (25 transcripts). Although respondent 
identities were removed and anonymized transcripts were 
analysed, background characteristics of respondents and field-
notes observations were incorporated into the transcripts. 
Secondary data was gathered from district and facility reports 
(Ghana Statistical Services 2021, Ningo-Prampram District 
Assembly 2023) and peer review journals on wider national 
and community related features which (in)directly influence 
maternal and mental health perspectives, issues, and impact 
on health-system responsiveness. This approach facilitated the 
emergence of different ‘nuggets of evidence’ at various stages 
of the analysis (Mirzoev et al. 2020).

An initial thematic analysis (Clarke et al. 2015) was used 
to identify emerging themes with respect to CMO configura-
tions. The same process was used in the analysis of secondary 
data. After initial analyses, emerging findings were shared 
and validated with all study participants and other relevant 
stakeholders (hospital leaders, department of social welfare, 
women, and men etc.). Subsequently, in this final stage, the 
retroductive approach to analysis continued by testing and 
further refining our initial PT with the support of substantial 
social science theory. Since different substantive middle-range 
theories could be investigated to enhance the transferability 
of any subsequent findings, to identify potential middle-range 
theories we conducted a literature scoping exercise, using 
key themes from our research as search terms. We searched 
Google Scholar and reviewed theories related to maternal 
mental health integration, stigma, cultural and spiritual beliefs 
in pregnancy, and other relevant areas. Ultimately, we selected 
the ecology of birth framework due to its explanatory poten-
tial (Shearn et al. 2017) in the context of LMICs. The process 
of retroduction involved moving (backward) from a surface 
phenomenon captured in the empirical data and conduct-
ing a deeper causal understanding of the situated insight 
through interpreting and re-contextualizing particular actions 
and perspectives, triangulating empirical data, and digging 
data from secondary data sources and the support of ecol-
ogy of birth theoretical framework, which allowed for theory 
consolidation and the development of final PTs.
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Figure 3. Number of maternal health clients who participated in the study per sampled community.

Figure 4. Educational level of maternal health clients (with)out mental health disorders.

Results
Background and demographic characteristics
A total of 104 pregnant and postpartum women with and 
without mental health conditions agreed to participate in 
the study. Most participants where from the Prampram and 
Osuwem communities, with the fewest coming from the 
Duffour community (Fig. 3). This distribution may be influ-
enced by the geographical inaccessibility to public primary 
healthcare facilities in the community. In Prampram and 
Osuwem communities, (Adjei-Sowah 2020) the main pub-
lic primary healthcare facilities are located within a 10 min 

walk. In contrast, most families in Duffour live in scattered 
and hard-to-reach areas, with primary healthcare facilities 
located much farther away. In most cases, families accessed 
their healthcare facility by personal bicycle or commercial 
motorbikes, popularly known as ‘okada’ (Adjei-Sowah 2020).

The mean age of the maternal health clients who partici-
pated in the study was 27.25 years. The youngest mother was 
15 years old and the oldest mothers were 49 years old. Most 
of the mothers (95%)—including women with mental health 
disorders—had only attained basic levels of education (i.e. pri-
mary, junior, and senior high school education) (Fig. 4), and 
the remaining five percent (5%) had no formal education. 
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8 Yevoo et al.

Table 2. Respondents profession, years of practice, and educational level 
by district

Professional training Shai-osudoku Ningo-prampram

Midwife 3 3
Community health 

nurse
4 4

Psychiatric nurse 2 2
Clinical nurse 0 1
Total 9 10

Years of experience Shai-Osudoku Ningo-Prampram
<1 year 1 2
1–10 years 8 7
≥11 years 0 1
Total 9 10

Highest level of 
education

Shai-Osudoku Ningo-Prampram

Certificate 1 2
Diploma 8 6
Degree 0 2
Total 9 10

The low educational levels of the maternal health clients 
may explain why most of them were either unemployed or 
worked in the informal sector of the Ghanaian economy as 
petty traders or artisans (seamstress, caterer/cook, and hair-
dressers, etc.) (see Fig. 4). Only 3% of these maternal health 
clients were employed in the private formal sector, working 
as factory hands or untrained teachers, while 1% was an 
in-school adolescent mother.

Four FGDs (n = 17) were held with different health-
care professionals, and 2 IDIs were held with community 
psychiatric nurses (CPNs) in the two districts. The aim of 
the separate IDIs with the CPNs was to identify differences 
in their response when they were not in the presence of 
other healthcare professionals, who often stigmatize them 
due to their specialization and association with mental health 
clients. Many of the primary healthcare providers were female 
(n = 18) and one of them was a male CPN. Community health 
nurses formed the majority of the providers (n = 8), followed 
by midwives (n = 6), CPNs (n = 4) and one clinical nurse (see 
Table 2).

The primary healthcare providers’ ages ranged from 24 
to 52 years and they had practiced their profession over 
periods of <1 year to 34 years. Despite the differences in 
years of practice, the levels of participation and perspectives 
on maternal mental health and health-system responsiveness 
were not significantly impacted, reflecting a broad spectrum of
experiences.

Temporality and embodiment: the intricate 
intersection of pregnancy with mental health
The group discussions with healthcare providers showed that 
modern healthcare providers care processes are not always 
able to accommodate women’s expectations about access 
to care during pregnancy and postnatally as these are not 
aligned with their needs. This relates to primary recognition 
of a clock-time and unawareness or downplaying patients’ 
felt-time. Such a disconnect between the two forms of time 
sometimes resulted in ‘conflict’ situations between providers 
and clients, e.g. women’s perception that medicines must 

be given quickly in the care process as part of a prompt 
attention to their needs. This contradicted a biomedical expec-
tation of waiting for results of investigations before dispensing 
medicines, a practice which contrasted with the approach of 
alternative care providers.

“…Some of the pregnant women come with hallucinations 
to access care and after assessment, if you ask them to con-
duct some labs [laboratory investigations], to rule out any 
infections, they will start fighting you because of the inves-
tigations. For this reason, they will leave and go to the 
traditional healers for herbal concoctions …” (Community 
psychiatric nurse, FGD).

Prompt attention can be obtained, instead, from alterna-
tive healthcare providers. This temporality disconnection also 
informs their perceptions of health-system responsiveness to 
this expectation when receiving care when women either feel 
anxious, stressed, or depressed in pregnancy or after delivery. 
Perinatal women with mental disorders often have subjective 
time frames with regard to receiving treatment for their con-
dition. When this expectation is often not met in the context 
of resource-constrained systems, such as the Ghanaian health 
service, this tends to impact on health-seeking behaviours 
and how clients experience a health-systems responsiveness 
to them.

Although mental illnesses tend to be considered chronic 
conditions, when they are interlinked with pregnancy they 
are often inherently and repeatedly embodied within the preg-
nancy and postnatal temporal processes. That is, CMDs 
seemed to be synchronized to the pregnancy or postnatal 
clock-time, as one participant explained when referring to 
a pattern of low mood in the postnatal stage during all her 
pregnancies:

“After the birth of all my children I become unkempt and 
weak, I can sit in the room doing nothing, although I might 
want to do something […] “The child will be crying but 
I did not care…” (Postnatal woman with mental health 
condition, IDI).

The poor attention to women’s felt-time around pregnancy 
and childbirth has been found to often leave postnatal women 
vulnerable to mood disorders and feelings of dissatisfaction 
with health systems. This is particularly important as men-
tal health conditions operate in different temporalities, often 
related to cyclical relapse/recovery times which may be associ-
ated with pregnancy and postnatal hormonal imbalance (Von 
Peter 2010). 

Relationality: the interconnection of contextuality, 
gender, socio-economic issues, health beliefs, and 
uncertainty in pregnancy
Our results showed that socio-cultural values, norms, and 
practices—such as the system of patriarchy and gender 
relations—affected women’s psychological well-being during 
pregnancy and delivery, e.g. through constrained familial sup-
port, particularly financial support from spouses. Tradition-
ally, parents in the two study settings prefer to educate their 
sons over their daughters, thus making women more econom-
ically dependent on men for their daily needs (Boateng 2009). 
Therefore, when the pregnancy occurs, women’s vulnerability 
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Table 3. Background characteristics of other respondents

Type of respondent Age

Relation to 
maternal health 
client Occupation Highest level of education Years practice in the camp

Patient relative one (#1) 43 Aunt Domestic help Junior High School Not applicable
Patient relative two (#2) 28 Cousin Student Senior High School Not applicable
Prayer camp church elder 60 Not applicable Lay pastor Middle School level certificate 

(equivalent to Junior High 
School)

17 years

is exposed and increased. The women often attributed their 
emotional distress to poor familial or financial support:

The three other participants in the study, consisting of two 
relatives (an aunt and cousin) and an alternative healthcare 
provider, were aged 43, 28, and 60, respectively. Similar to 
the maternal health clients, all three had completed basic 
education, (Junior and senior high school levels). The aunt’s 
relatively low educational level may explain her employment 
in the informal sector as a domestic helper. The alternative 
healthcare provider, the lay pastor, had been practicing in the 
camp for 17 years (see Table 3).

“When you are pregnant and you go to the hospital, they 
[health staff] will give you a list of things to buy, take a 
scan. But if you inform your man, he will tell you “I do 
not have money”… When this happens… you will worry 
and start thinking a lot… Your brain will become hot, and it 
will make a sound like this “Kwi”. This is a signal that you 
are going off” (Pregnant woman without mental disorder, 
FGD).

Our results reveal that traumatic events disproportion-
ately impacted the mental health of women from poor socio-
economic backgrounds because they could hardly turn to their 
spouses or family for support. Women were often left on 
their own by their partners during pregnancy or delivery. For 
women with a history of mental illness or a history of risk 
pregnancies, the vulnerability can be even worse. For instance, 
a relative of a woman with mental health conditions explained 
how despite already having two children together, her sexual 
partner did not accept her as a long-term partner due to the 
stigma associated with her mental health. The woman resided 
with extended family, but they asked her to leave just before 
labour as they knew of her requirement for a C-section based 
on previous deliveries:

“…when she was due for delivery, they [family members] 
sacked her with her belongings at midnight to come to my 
house… I also did not even have 1000 [Ghana] cedis. The 
[facility nurse] had already told us that when she is due 
for delivery, she should go to Battor (location of a sec-
ondary healthcare facility) for the operation… I took her 
to a nearby private facility. The doctor requested for a cash 
deposit. I did not have money, so I called family members 
for financial assistance before she was given care” (relative 
of a postnatal woman with mental health condition, (IDI).

Even when women had to deal with grief, bereavements, 
and fear of uncertainty in addition to financial constraints, 
they often had to experience these on their own, as shared by 
one participant:

“I was pregnant with the second when my child passed on. 
The pain the child went through, contributed to my think-
ing a lot. And you see the home is not very good [meaning 
poverty] and that increased the pressure on me. From the 
moment my child fell ill my husband also started misbehav-
ing by going after other women” (postnatal woman with 
mental health condition, IDI).

Unsurprisingly, women related their mental health condi-
tions to these traumatic events due to financial or medical bur-
dens. To ensure the physical and psychological well-being of 
pregnant and postnatal women, the quality of relationality is 
crucial. Relationality refers to the social support that women 
receive within their social network, such as from kin mem-
bers and particularly partners (Crowther and Hall 2017b, 
Crowther et al. 2020). Social support aids women’s engage-
ments in the appropriate self-care amidst being emotional and 
spiritually safe. Conversely, lack of familial support can nega-
tively impact women’s health and mental well-being through 
their feeling alone, disconnected, unsupported, powerless, and 
helpless.

Nevertheless, there is sometimes an anchoring compan-
ion from healthcare staff such as a caregiver or midwife, 
or community-based opinion leaders, who can support the 
woman through showing them kindness, attention, exhibit-
ing a respectful attitude, and providing them with ‘sensitive’ 
care:

“During my pregnancy, my husband took to his heels and 
family members did not also support me. But luck shone on 
me, when one of the midwives informed me that the MP for 
the district was celebrating his birthday. She had explained 
my situation to him… The midwife’s intervention made the 
MP help me financially… After that he said he will take care 
of me till I delivered the baby” (postnatal woman without 
mental health condition, FGD).

Thus, the Ghanaian context of socio-economic status, 
socio-cultural values, and gender norms that privilege men, 
together with insufficient familial support, appears to cause 
abandonment and crisis-generating emotional, financial, and 
social distress for postnatal women. Systemic deficiencies in 
support structures for women, particularly the poor, become 
glaringly apparent during the delivery and postnatal period, 
when women require heightened care. While communities and 
public healthcare facilities do provide some form of safety net, 
these are often reliant on goodwill rather than institutional-
ized support, leaving women at the mercy of unpredictable 
care to address their complex needs.
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Spatiality and mystery: socio-cultural beliefs, 
private providers, and the role of faith in offering 
protection
We found that socio-cultural beliefs around pregnancy, and 
causes associated with mental disorders, can impact health-
seeking behaviours, combined with the uncertainty (mystery) 
associated with pregnancy and mental illness, as explained by 
one of our participants:

“Most times when people get pregnant, some people can 
look at them with evil eyes. That is why pregnant women 
are advised not to fight or talk back when anyone provokes 
them. As such people will deliberately provoke you, and 
when you react, they will tie your baby in your womb. 
That is why we go for prayers to protect ourselves from 
these evil people” (pregnant woman without mental health 
condition, FGD).

The related perception that mothers can also bring the evil 
eye upon themselves, shows how women can blame them-
selves for negative outcomes in pregnancy and how the risk 
behaviours to be avoided are associated with normative patri-
archal beliefs about being ‘good women’. Childbirth has been 
found to be perceived by many cultures as more than a west-
ernized biomedical experience. Childbirth is a time of spiritual 
vulnerability when malevolent spirits or others can influence 
mothers’ spiritual well-being and the health of the foetus 
(Hanely and Brown 2014). Therefore, when childbirth is expe-
rienced as spiritually and socially unsafe, religious beliefs and 
values can offer safety:

“…if you get pregnant, you must go to prayers especially, 
God will dwell on that to deliver you safely. That is why 
if a woman gets pregnant your legs should be short at the 
church house [meaning frequent church visits]”(postnatal 
woman with mental health condition, IDI).

This safety mechanism operates through spiritual and 
through practical support in formal or informal healthcare 
settings. Some women, especially those with limited family 
support, found prayer camps a safer place to spend their first 
trimester of pregnancy. This is because of the socio-cultural 
beliefs that women are not supposed to show off their preg-
nancy as the foetus can be affected by malignant spiritual 
influences.

“Community members have the perception that when a 
woman is pregnant until three or four months, they do 
not have to let anybody know that they are pregnant. So, 
during this period they go to places like prayer camps 
for protection till everybody can see that they are preg-
nant before they come here [polyclinic] for antenatal care” 
(midwife, FGD).

Women with better social networks may still seek help 
from prayer camps, particularly when informed of pregnancy 
complications such as the possibility of a C-section. Women 
felt that communication about pregnancy risks can at times 
increase fear and anxiety, which in turn generates the need for 
protection that could be fulfilled by religious establishments.

In the context of abandonment and physical, social, spiri-
tual, and psychological vulnerability, some Christian women 

find prayer camps a safer space, which offers residential 
shelter and spiritual protection while they are hiding their 
pregnancy. However, some women can spend substantial time 
in those camps in different capacities:

“…We go to the prayer camps to attend to pregnant women 
there… Most of the prayer camps keep the people with 
mental conditions for a long time and often giving the 
excuse that if God has not spoken to him/her to discharge 
them… (community psychiatric nurse, FGD).

In contrast, Muslim women who also share the worries 
of evil intervention in their pregnancy and of the power of 
prayers, seem to find a safe space in their individual structured 
daily praying:

“We Muslims also pray silently about all our worries in 
pregnancy. The prayer is between you and God. For us, 
what you open your mouth to say to God is what matters. 
There is a verse in the Qur’an that you can also read every 
day for protection. The imam can also pray for you, but he 
will not tell you to light a candle here, buy this oil. No, we 
do not do that (postnatal mother without mental disorder, 
FGD).

Their imam can also pray for their general wellbeing, but 
he will not offer a tailor-made treatment composed of specific 
religious artifacts and rituals such as lighting candles, using 
ointments or holy water. In contrast to this finding, Muslim 
women in other cultures use pungent smells from charcoal and 
spices mixed with oils to deter evil spirits during pregnancy 
(Hanely and Brown 2014).

Our data showed that the value women place on spiritual 
interventions was, however, often not embraced by formal 
care providers in the care delivery process. This affected 
women’s perceptions of degree of health-system responsive-
ness to their psychosocial needs and well-being. Nevertheless, 
our data also highlights the importance of active collaboration 
between the community-based psychiatric care providers with 
faith and traditional healers. Women can dip in and out of dif-
ferent providers for available support. For example, they can 
have free food and residential care during the first trimester 
in a prayer camp, while accessing drugs from a CPN, who in 
turn can provide services and assessment in prayer camps.

Despite healthcare staff’s concerns about how women are 
cared for in these camps, women often lack social support as 
well as privacy and confidentiality in the healthcare facilities, 
which impacts on their stigma and consequently trust in the 
health system:

“We do not have the space and privacy. The psychiatry unit 
is also the disease control office and an injection room. 
Whilst you are doing an assessment another person will 
enter the place to receive an injection. Because of stigma, 
people do not want others to know that they have a mental 
health condition (community psychiatric nurse, FGD).

We found that fear of stigma from public knowledge of 
their condition can drive women away from easily accessible 
but crowded facilities, turning them to private healers who are 
often in more secluded locations but cater for a community 
with similar beliefs and worries. Mental health conditions in 
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the prayer camps do not seem to be discriminated against, as 
camps are inclusive and based on a premise that everybody 
has problems (and sins), and people work through them with 
God’s help. Residents of prayer camps have private cubicles 
for bible reading and praying that offer the necessary privacy 
and the opportunity to hide the pregnancy. However, prayer 
camps often comprise limited amenities, often only a thin mat 
on the floor, which can lead to negative health consequences.

Our data showed that alternative healthcare providers can 
tailor services to the financial capabilities of women, e.g. 
allowing access with payments later in instalments. Such an 
arrangement is not permitted in the public health setting:

“At the prayer camps, the leader is often a community 
member. So, women who go there and their financial sit-
uation is not good, she credits them the services, then the 
women can pay her later… The hospital is based on cash 
and carry. You cannot work and not collect money from 
clients later. If I do that, it means I must pay for the service, 
with my money” (midwife, FGD).

Women further mentioned that alternative healthcare 
providers are better equipped with spiritual knowledge and 
skills to deal with their mental health conditions. Besides, 
even lay care providers exhibit positive attitudes and relate to 
women’s felt space better than health facility workers trained 
to treat patients with dignity and respect:

“…you cannot take a condition with spiritual causes to the 
hospital for cure but to the church… The church takes good 
care of the person by pampering her, and free food too. In 
the hospital, they only concentrate on treating the physi-
cal causes of health problems… some of the doctors are 
not patient at all, especially the nurses… With this kind 
of attitude will they be able to deal with a woman mental 
health problem? (pregnant woman without mental health 
condition, FGD).

Finally, the shortages of community psychiatric care 
providers and vertical organization of maternal and mental 
health services, contribute to the lack of maternal mental 
healthcare in primary care facilities. This was a source of 
worry for relatives of pregnant and postnatal women with 
mental conditions. Thus, in socio-cultural contexts where 
mental health symptoms during pregnancy and the postnatal 
period are understood by people as being in the domain of the 
spiritual, the role of trust in mental and maternal health sys-
tems is fundamental to make women feel safe and protected 
in using available services.

Discussion
This study explored perceptions and practices related to com-
mon mental health conditions in pregnancy and postpartum 
in two rural settings in Ghana by women, their relatives, 
and different healthcare providers. Our initial realist pro-
gramme theory focused on increasing the understanding of 
how interconnected socio-economic issues relate to individu-
als (pregnant and postnatal women), their relationships, and 
their environment, and how all these influenced provision and 
care-seeking for maternal mental healthcare and the health 
system’s responsiveness to women’s needs and expectations. 
This PT was revised based on the results (Box 2). 

Box 2. Revised programme theory 

In a socio-cultural context based on gender norms that subor-
dinate women and where there are systemic deficiencies that 
cannot always provide safety nets for women’s basic needs, 
because antenatal and postnatal mental health symptoms are 
dynamically interconnected; and when the management of 
these symptoms are understood as being holistic (psycho-
social-physical and spiritual) by women, their families, and 
providers; and where pluralistic healthcare provision (biomed-
ical, faith, and alternative medicine) coexist and are used 
in parallel by postnatal women; when women’s uncertainties 
and beliefs about maternal mental health are respected by 
all providers; and the services offered consciously recognise 
and reasonably accommodate these beliefs, and formal public 
healthcare services are not just based on goodwill but are able 
to give women a certainty of perceived quality of care, then 
women are likely to experience increased feelings of protec-
tion and safety that in turn could increase their trust in public 
health providers of maternal mental health services, translat-
ing into higher utilization of available care, and ultimately to 
better health-systems responsiveness to the needs and expec-
tations of pregnant and postnatal women with mental health 
conditions.

By incorporating literature scoping, refining and reviewing 
propositions, and considering substantive theories through 
middle-range theory, we strengthened the rigour of our PT 
development, leading to a more profound understanding. For 
example, our results demonstrate that pregnant and post-
natal women often face common mental health symptoms 
such as stress, anxiety, worry, and depression, corroborating 
research from elsewhere (Baker et al. 2015, Edhborg et al. 
2015). Although, evidently hormonal changes are associated 
with these common mental symptoms (Van De Loo et al. 
2018), other issues further contribute to the CMDs, such as 
gender socio-economic imbalance, social relationships, socio-
cultural beliefs, values, norms and practices, health-system 
inadequacies, and structural factors. These factors, however, 
do not function individually and in isolation, but rather func-
tion in intertwined and dynamic ways to impact on women’s 
mental and psychological well-being and the health system’s 
responsiveness to women’s needs.

We found that Crowther’s ecology of birth conceptual 
framework (spatiality, relationality, embodiment, temporality 
and mystery) on the whole enabled in-depth understanding 
of the complexity of pregnancy and the post-partum period. 
However, our results suggest that ‘contextuality’ does not 
operate as a separate component but shapes the five other 
components (see Fig. 5). We could see, for example, how poor 
familial support causes abandonment and crisis-generating 
emotional, financial, and social distress for some women. 
Furthermore, socio-cultural beliefs, myths, and uncertainty 
(mystery) around pregnancy and causes of mental conditions 
impact on health-seeking behaviours. Consequently, women’s 
search for protection and safety often moves them between 
different healthcare providers concurrently to benefit from 
what each place of care can offer (spatiality). In the context 
of the social, physical, spiritual, and emotional vulnerabil-
ity of pregnant women with mental health conditions in 
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Figure 5. Revised ecology of birth framework [modified from Crowther, 2017 (Crowther and Hall 2017a)].

Ghana, faith institutions seem to offer more responsive ser-
vices than public healthcare, as they align with women’s 
felt-time through prompt attention, and deal with the uncer-
tainty of childbirth with rules that reinforce those beliefs 
as risk-prevention strategies. For example, women especially 
those with limited family support or at risk of complications 
(embodiment), find prayer camps a safer place (spatiality) to 
spend their first trimester to manage the uncertainty (mystery) 
by searching for protection against malignant spirits and seek-
ing spiritual growth and enjoy pampering (felt-space), while 
having an affordable place to reside, something the formal 
healthcare facility does not offer them, especially during 
pregnancy.

Public healthcare providers in Ghana work closely with 
alternative health providers, however, the social value the 
pregnant and postnatal women place on spiritual interven-
tions in pregnancy is often not explicitly recognised in formal 
healthcare settings as part of the care-delivery process. This 
is because of the perceived biomedical causation of mental 
illness in the formal health sector, but also because health 
facilities do not have physical resources (quality of amenities) 
to honour women’s felt-time (prompt-attention), ensure pri-
vacy, and maintain confidentiality, which are critical in the 
context of the pervasive stigma surrounding women’s mental 
health in the Ghanaian culture. Instead, alternative health-
care providers offer an appealing choice to women. However, 
this choice is marked by a dependence on charity and good-
will rather than institutionalized and guaranteed support. 
Consequently, pregnant women find themselves vulnerable to 
unpredictable and potentially abusive assistance within prayer 
camps, that may not sufficiently address their multifaceted 
maternal mental health needs (Gyimah et al. 2023).

People’s intersecting perspectives about mental illness and 
pregnancy need to be better understood by the public health 
system, so women can develop trust in systems and feel pro-
tected during uncertain times of pregnancy and childbirth. 
Responsive health systems should recognise and accommo-
date beliefs and perspectives while ensuring prompt attention, 
privacy, and dignity to this vulnerable and stigmatized group. 
This is of course challenging in many LMICs without sub-
stantial increases in amenities and quantity and expertise of 
the workforce. Co-producing context-specific interventions 
with multiple stakeholders (including women) can help for-
mal healthcare providers to become more conscious about, 
and accommodate, pregnant and postnatal women’s beliefs 
and perspectives about mental condition causation in their 
routine care. This can contribute to improved health-system 
responsiveness to maternal mental health needs and expec-
tations. The study sample came from rural and peri-urban 
communities and all interviewed women visited public pri-
mary healthcare facilities. Therefore, the findings could not 
be generalized to urban populations and women who exclu-
sively sought care from outside primary health care. Again, 
while we specifically focused on disadvantaged groups, future 
research could explore views of women of higher educational 
and socio-economic status.

Conclusion
The study highlights the vital role that context plays in 
provision and utilization of maternal mental healthcare in 
rural Ghana. Tailored interventions that engage and respond 
to relevant stakeholders, specifically women themselves and 
maternal mental health workers, arecrucial for enhancing 

D
ow

nloaded from
 https://academ

ic.oup.com
/heapol/advance-article/doi/10.1093/heapol/czae116/7912589 by guest on 30 D

ecem
ber 2024



Maternal mental health and health systems 13

the health-systems responsiveness to maternal mental health 
needs. By recognizing, accommodating, and supporting the 
diverse beliefs and perspectives of pregnant and postnatal 
women, strengthening the capacities of maternal healthcare 
providers on mental health, can ensure a more inclusive, holis-
tic approach to postnatal mental healthcare, which besides 
biomedical treatment also includes psycho-social and spiri-
tual support to promote mental well-being during this critical 
stage.
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