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Abstract 

Common perinatal mental disorders are the most frequent complications of pregnancy, childbirth and the postpar‑
tum period, and the prevalence among women in low‑ and middle‑income countries is the highest at nearly 20%. 
Women are the cornerstone of a healthy and prosperous society and until their mental health is taken as seriously 
as their physical wellbeing, we will not improve maternal mortality, morbidity and the ability of women to thrive. 
On the heels of several international efforts to put perinatal mental health on the global agenda, we propose seven 
urgent actions that the international community, governments, health systems, academia, civil society, and individu‑
als should take to ensure that women everywhere have access to high‑quality, respectful care for both their physical 
and mental wellbeing. Addressing perinatal mental health promotion, prevention, early intervention and treatment of 
common perinatal mental disorders must be a global priority.
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Main text
Addressing perinatal mental health (PMH) promo-
tion, prevention, early intervention and treatment of 
common perinatal mental disorders must be a global 
priority if we truly want to achieve Sustainable Devel-
opment Goals 3 (health and well-being) and 5 (gender 
equality) and improve maternal, newborn, and child 
health outcomes. Common perinatal mental disor-
ders (CPMDs), consisting of anxiety, depression and 
somatic disorders, are the most frequent complication 
of pregnancy, childbirth, and the postpartum period 

[1, 2].1 In low- and middle-income countries (LMICs), 
prevalence of CPMDs is nearly 20%, and higher among 
the most marginalized women with the least access to 
health and social care [1, 3]. Inadequate detection of 
CPMDs and lack of available services and/or effective 
referral systems frequently result in women remaining 
undiagnosed and untreated, suffering in silence while 
negatively impacting their own quality of life and the 
physical and emotional health of their children and 
families.

The traditional biomedical binary construct that a per-
son is either mentally well or ill does not reflect the needs 
women have along the mental health continuum. CPMDs 
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1 For the purpose of this Commentary the postpartum period includes up to 
2 years following childbirth.
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are complex in origin and expression and social determi-
nants of health such as poverty, harmful gender norms, 
and intimate partner violence contribute to CPMDs glob-
ally, and especially in LMICs [4, 5]. Improving women’s 
mental health thus requires an intersectoral response 
that includes government, health sector, social devel-
opment systems, communities, and families. PMH is 
therefore not just a ‘woman’s’ problem, but an issue that 
impacts our very wellbeing as a society.

Women are the cornerstones of a healthy and prosperous 
society. We must commit now to valuing their physical and 
mental wellbeing, especially during pregnancy and post-
partum, and their under-recognized role as primary car-
egivers for the next generation. The COVID-19 pandemic, 
which led to increased depression and anxiety in perinatal 
women, exposed and exacerbated many risk factors that 
impact women’s health and brought the issue of mental 
health, and specifically PMH, to the forefront [6–8].

Our urgent call comes on the heels of several global 
efforts. The 2014 Lancet Commission on Perinatal Men-
tal Health called for the inclusion of PMH in all mental 
health programs, and the 2018 Lancet Commission on 
Global Mental Health and Sustainable Development 
warned that the abysmally slow response to addressing 
mental health would lead to missing Sustainable Devel-
opment Goal 3.4 targets explicitly promoting men-
tal health and wellbeing [5, 9]. Global guidelines have 
elevated these priorities, particularly in LMICs where 
women are disproportionately impacted [10–12]. In Sep-
tember 2021, a global Maternal Mental Health Techni-
cal Consultation convened by the United States Agency 
for International Development, in collaboration with the 
United Nations Population Fund and the World Health 
Organization, with 700 participants from 72 countries, 
called for urgent action [13]. The message was clear—
the challenge is complex but not intractable. Solutions 
must be evidence-based, involve women to create com-
munity-driven solutions, while changing national policy 
and global standards - and they must include CPMD pre-
vention and mental health promotion. The global com-
munity needs to act with urgency, otherwise women, 
children and families will suffer the consequences: inter-
generational poverty, women’s morbidity and mortal-
ity, and children not meeting growth and development 
indicators. To promote perinatal mental wellbeing as a 
human right, we propose the following actions:

1. The global community must prioritize women’s PMH 
needs by establishing global standards, guidelines, and 
strategies to fully integrate PMH into existing pro-
grams; and establish and create indicators and moni-
toring mechanisms to continually assess global pro-
gress towards achieving a PMH target [5, 9–12, 14].

2. Governments should be accountable to women’s 
PMH needs, state their commitment to PMH explic-
itly in their national policies, and link policies to 
budgetary allocations that are adequately financed 
and integrated across other health and development 
sectors to promote intersectoral collaboration [15]. 
And governments must also recognize that effective 
health policies must be aimed at improving the social 
status of women to have the impact women need and 
deserve [3].

3. Health systems need to integrate evidence-based 
PMH approaches into sexual, reproductive, maternal, 
newborn, child, and adolescent health services; nutri-
tion services; and universal health coverage [16]. The 
capacity of existing providers should be strength-
ened through competency-based training, supportive 
supervision, and adequate remuneration. A critical 
mass of providers or provider time should be made 
available, commensurate with the CPMD burden 
of the local context. Provider skills should include 
mental health promotion, prevention, and detection; 
respectful, culturally appropriate person-centered 
psychological care; and case management.

4. There should be a global commitment to strength-
ening implementation including implementation 
research and building on the emerging evidence for 
practice in LMIC settings with significant learning 
from the humanitarian sector. There is promising 
data from several trials that task-sharing approaches 
and digital interventions are effective for delivery 
of psychological interventions and treatment by lay 
health workers [17, 18]. For sustainability, real world 
implementation strategies need to be developed 
and assessed where these approaches are adapted 
for context and fully integrated into health systems 
at scale, with adequate fidelity. Particular attention 
should be given to women living in conflict and cri-
sis affected situations, with adaptations made to meet 
the increasing scale of the need in these contexts.

5. At the community level, evidence-based task sharing 
models and collaboration with existing platforms and 
community structures should be employed [19, 20]. 
Integrated care pathways between community and 
facilities should be strengthened. Effective strategies 
to address family issues affecting women’s mental 
health and reduce stigma should be integrated across 
these platforms.

6. When social determinants are addressed as part of 
PMH interventions, women’s overall health and soci-
oeconomic status improves. Interventions to improve 
PMH should also include solutions outside the tradi-
tional health arena: peer support groups, economic 
empowerment, and intimate partner violence inter-
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ventions. Given the gendered nature of CPMDs, each 
of these interventions should be gender intentional 
and gender transformative [21, 22]. And partners 
should be included in interventions and acknowl-
edged for the role they can play in PMH.

7. At the individual citizen level, we must work to 
address the paralyzing shame and stigma preventing 
women from seeking and accessing care and from 
having honest conversations about the burden that is 
impacting their lives and capabilities [23, 24]. Though 
we recognize that stigma is a social construct and one 
that must be changed at the societal level, we each 
have a role as individuals in making these changes in 
how we think, act and respond

Together, as a global community and as individuals, we 
can ensure that women everywhere have access to high-
quality, respectful care for both their physical and mental 
wellbeing. If we address the underlying social determi-
nants that predispose women to mental ill health, we 
will be able to shift the well-being of women and com-
munities. As part of a human rights approach, this must 
be coupled with a commitment, at all levels of society, to 
improve the quality and coverage of interventions that 
address CPMDs. Without this work, we will continue to 
contribute to the silent burden carried by women and 
their children. The time for action is now.
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