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Background: Perinatal depression is a common mental disorder regarded as a severe public health problem. Studies have shown that 
incorporating mental health care into primary health services that provide pregnancy care makes it easier for women to seek help for 
depressive symptoms. In this context, the following question is of interest: How prepared are primary health services in Mexico City 
that provide pregnancy and postpartum care to treat perinatal depression? This article seeks to explore the perceptions and knowledge 
of perinatal depression in health professionals and analyze the barriers to its care at primary care centers in Mexico City.
Methods: An exploratory study with a qualitative approach was conducted. Doctors, nurses, social workers who provide maternal and 
childcare, mental health personnel, and the directors of four centers were interviewed. Interviews were audio-recorded and transcribed 
for thematic analysis.
Results: Most primary care personnel are unaware of the Official Standard that recommends providing maternal mental health care 
during the perinatal period. There is no initiative for its incorporation into routine care. A significant barrier to its implementation is 
health professionals’ biased, stereotyped perception of perinatal depression, motherhood, and the role of women. Other barriers include 
the workload of health professionals, the division of care between professionals, and the lack of communication between the latter. 
Women with psychological symptoms are not referred to mental health staff in a timely manner. Social workers are in closer contact 
with women and are more willing to address their emotional distress.
Conclusion: Maternal mental health care, contingent on pregnancy, childbirth, and puerperium care at primary care centers is 
currently not possible due to the lack of knowledge, barriers, and directors’ dependence on hospital management decisions.
Keywords: maternal mental health, perinatal depression, primary health care

Introduction
Perinatal depression (PD), defined as depression that occurs during pregnancy and up to twelve months after childbirth,1 

is a common mental disorder regarded as a serious public health problem worldwide. Prevalence during pregnancy is 
estimated at between 9.2% and 19.2%2 and between 9.5% and 19.7% during the postpartum period.2,3

Untreated PD has a significant impact, not only on the mother, but also on the baby and family. Depression during 
pregnancy (DDP) is associated with risky behaviors on the part of the mother, such as failure to seek timely prenatal care, 
alcohol and drug use, and nutritional deficiency, which, in turn, are associated with a higher risk of having a preterm 
childbirth, a baby with low birthweight, and postpartum depression (PPD).4

For its part, PPD makes the parenting process difficult, which affects the health of the infant, who is more likely to 
present problems such as diarrhea, fever, and overall distress, as well as difficulty establishing sleep patterns and harm to 
their motor, cognitive, language and social development.5 The impact of PPD is also reflected in the physical health of 
the mother, who experiences greater physical discomfort, difficulty establishing breastfeeding and the need to seek 
medical care more frequently. PPD is often accompanied by anxious symptoms and longer depressive episodes; having 
the feeling of experiencing more stressful situations, having little social support and unsatisfactory relationships.6 Women 
with pregnancy or PPD often feel irritable and overwhelmed by the demands of motherhood, which makes close contact 
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with the baby difficult, affecting the development of adequate mother-child attachment.6 The evidence shows a greater 
presence of insecure, disorganized attachment in the children of depressed mothers.7

There is evidence of a higher prevalence of PD in low- and middle-income countries,2 in which the most vulnerable 
members of the population, who have less educational attainment and are unpartnered and unemployed, are the most 
severely affected.8 In Mexico, data from Mexico City show that between 4.3% and 30.7% of pregnant women 
experience depression in pregnancy (The Structured Clinical Interview, SCID),9,10 while between 5.8% and 24.1% 
suffer PPD.9,11

The evidence points to the importance of treating PD in a timely manner and preventing its emergence as far as 
possible.12 In recent decades, studies have shown that incorporating mental health care into primary health services that 
provide pregnancy care makes it easier for women to seek help for depressive symptoms.12 As a result, countries such as 
England and Australia have incorporated the detection of mental health problems into prenatal and postpartum care in 
primary care during prenatal check-ups and in childcare during the first year of life.13,14 These actions have made it possible 
to promote the initial contact between first cases and mental health services, improve case detection and refer severe cases.

In Mexico, perinatal mental health has been neglected. In one `, the official standard for the care of women during 
pregnancy, childbirth, and the puerperium15 recommends “identifying data on depression or any other disorder related to 
mental health during pregnancy, childbirth and puerperium”, without providing any further details. The same year this 
standard was published, the Ministry of Health expanded its clinical practice guidelines for addressing various health 
problems to include a clinical guide for the prevention, diagnosis, and management of prenatal depression, which was 
revised in 2021.16 It has been observed that this standard is not applied in clinical practice since it fails to specify the 
mechanisms for its implementation or provide health services with the specialized mental health personnel required. At 
the same time, the fact that perinatal mental health is not considered a priority health problem in Mexico also contributes 
to the fact that this standard is not seen as relevant.17,18

In this context, the following question is of interest: How prepared are primary health services that provide 
pregnancy and postpartum care to treat PD? It is also necessary to ask how willing health personnel are to make the 
changes they would have to effect in their day-to-day activities if they were obliged to perform new tasks.19 

Accordingly, the objectives of this study were a) To explore the opinions and beliefs about PD of health care 
personnel at primary health care centers in Mexico City, b) To identify the actions currently taken when a mental 
health problem is detected; and c) To analyze the barriers to managing these problems and the actions that could be 
undertaken to implement strategies for the timely detection and prevention of postpartum depression. The results of 
this study could be relevant for the implementation of programs and interventions to address mental health in 
perinatal clinical practice since their successful adoption requires considering the context, physical space, environ-
ment, and opinion of the professionals responsible for executing them.20

Materials and Methods
An exploratory study with a qualitative approach was designed to determine the opinions and perceptions of a group of 
health professionals. This design was used to record the stories and meanings respondents have about PD and the 
strategies for caring for women who suffer from it. One of the central ideas of the qualitative approach is that the world 
of everyday life is shared and constructed through the subjectivities of individuals (intersubjective).21

Setting
The study was conducted at four health centers we call A, B, C and D, which belong to the Mexico City government and 
provide care for people who do not have social security. These centers were chosen since they offer psychological or 
psychiatric care, in addition to family medicine offices, which made it possible to explore the role they play in maternal 
mental health care.

Health centers “A” and “B” serve mainly low-income patients, whereas health centers “C” and “D” serve those from 
various areas and socioeconomic levels.
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Subjects
Twenty health professionals (including four doctors, four nurses and four social workers), who had been assigned to 
a maternal and childcare activity during that period, were interviewed. Three psychologists and a psychiatrist were also 
interviewed, together with the directors of each health center. Participants included six men (two directors, two doctors, 
a psychologist, and a psychiatrist) and fourteen women (two directors, two doctors, four nurses, four social workers and 
two psychologists). The age range was 31 to 63 years, the majority lived with their partners and eight had completed 
graduate studies (four directors, a nurse, a social worker, a psychologist, and a psychiatrist) (Table 1).

Data Collection and Procedure
Fieldwork was undertaken from September 2018 to February 2019. Contact with the health centers selected was made 
with the support of the Mexico City Ministry of Health authorities. The directors of each center and the staff involved in 
antenatal care were invited to participate in the study. Semi-structured interviews were conducted with those who agreed 
to participate (Semi-structured interviews have greater flexibility than structured interviews because they begin with 
planned questions, which can be adjusted to the subjects. One of their advantages is that they can be adapted to subjects 
and are designed to encourage respondents to clarify terms, identify ambiguities and reduce needless formalities22).

An interview guide based on a literature review with key issues was used to explore 1) knowledge of PD, 2) type/ 
level of participation in prenatal care and 3) perinatal mental health in primary care and program implementation. 

Table 1 Sociodemographic Characteristics

Participants Sex Age Educational Attainment

Directors

Adolfo Man 46 Master’s

Estela Woman 63 Master’s
Beatriz Woman 45 Master’s

Oscar Man 35 Master’s

Family Doctors

Roberto Man 48 Bachelor’s degree

Karla Woman 36 Bachelor’s degree

Claudia Woman 39 Bachelor’s degree
Alejandro Man 60 Bachelor’s degree

Nurses

Dulce Woman 53 Technical degree

Gabriela Woman 52 Bachelor’s degree
Jessica Woman 47 Bachelor’s degree

Tania Woman 38 Master’s

Social workers

Violeta Woman 59 Master’s
Rosario Woman 52 Technical degree

Mónica Woman 49 Master’s

Aline Woman 44 Bachelor’s degree

Mental health staff

Ángel Man 36 Bachelor’s degree

Rodrigo Man 31 Specialty

Angélica Woman 59 Bachelor’s degree
Julieta Woman 56 Master’s
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Subjects were asked open questions such as “Tell me what a normal day of activities at this health center is like;” Have 
you heard about postpartum depression? What do you understand by postpartum depression?” and “In your view, what 
would improve the detection of PD?”

A pilot study of the interview with nursing staff in each health center was conducted.
Interviews were conducted in subjects’ work areas, at a time of their choosing, to maximize privacy and prevent interruptions. 

All interviews were conducted by the first author of the article, who had had previous training in qualitative methods. Interviews 
lasted an average of forty-five minutes, were completed in a single session and audio-recorded for their subsequent transcription.

Data Analysis
The thematic analysis method was used.23 Interview transcripts were checked to ensure their quality. After a detailed reading of 
the interviews, analysis codes and categories were developed, which made it possible to extract smaller discursive units that could 
be more easily compared. Analysis categories were identified based on the objectives proposed in the interview guide and each of 
them was defined by establishing a consensus among the research team to facilitate coding. A deductive or theoretical thematic 
analysis was performed. The two researchers familiarized themselves with the information, created the initial codes, and searched 
for the themes (Laura Navarrete (LN) obtained a master’s degree in public mental health, while Valeria Zempoalteca (VZ) 
obtained a master’s degree in psychology. Both have knowledge and experience in conducting qualitative analysis.). They 
subsequently reviewed the topics, definitions, and denominations of topics based on consensus and drafted a report. The 
categories for the purposes of this study were: 1) knowledge of postpartum depression, 2) detection and treatment, c) barriers 
and necessary conditions for the implementation of actions for the detection and prevention of PD. MAXQDA 2020 software24 

was used to organize the analysis categories.

Ethical Considerations
This project was approved by the Research Ethics Committee of the Ramón de la Fuente Muñíz National Institute of 
Psychiatry (CEI/C/036/2018). Each participant was asked for their consent for the interview, as well as the audio 
recording. All participants provided written informed consent prior to enrollment in the study. The testimonials of the 
participants are presented with pseudonyms to guarantee confidentiality. As a way of giving back to the participants, 
information related to mental health was offered to those interested in these issues.

Results
The main findings yielded by the thematic analysis are described below.

Knowledge of Perinatal Depression
Regarding knowledge of the “Guide to Perinatal Depression Care in Primary and Secondary Health Care”16 only five of 
the twenty participants had heard of this, and none of them had examined it in detail. The rest of the professionals “were 
unaware of its existence” and thought that “these guidelines should be disseminated, since the information does not 
always reach this level” in other words, primary health care.

Participants found it difficult to define postpartum depression, and instead gave the reasons why they thought women 
had postpartum depression. It is important to note that the definitions and risk factors always centered on PPD and did not 
mention DDP at any time (Table 2).

Most participants cited hormonal changes as the main cause of postpartum depression. For example, doctors referred 
to it using phrases such as “hormonal imbalance.” Nurses thought it was related to the “emotional lability of patients 
because hormones drop” while social workers considered PPD to be a feeling of sadness caused by “the decrease in 
hormones, due to childbirth.” Only the psychiatrist and the psychologists defined PPD as a particular type of depression 
that should be distinguished from postpartum sadness, since the latter has a hormonal origin, whereas PPD is 
multifactorial.

For all the health and mental health personnel and managers, PD is also the result of various psychosocial factors, 
such as being unemployed, the lack of social support networks, economic problems, experiencing violence and the 
number of children.
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It should be noted that certain sex differences were observed among the group of physicians. Male doctors pointed 
out that since women are not merely caregivers in the family, this makes it easier for them to want to do other things 
and to see pregnancy and childbirth as something that prevents them from doing so. Conversely, for female doctors, 
the cultural conception of motherhood—which assumes that women should be happy merely because they are mothers 
—prevents them from talking about their negative emotions during this period and isolates them, causing them 

Table 2 Fragments of Interviews on Knowledge and Causes of Postpartum Depression and Screening for and Treatment of 
Postpartum Depression

Knowledge and Causes of Postpartum Depression

Directors “I think it has to do with the fact that having a child can prevent a woman’s professional development; it is easier for her to have 

postpartum depression because she links the fact that she must take care of the child and shelve her professional development, 

at least temporarily, and then her dynamics change. She does not get back to her normal activities quickly”.a 

Adolfo, 46 years old

Doctors “They have always sold us the idea that pregnancy and the stage after pregnancy should only be full of happiness and that 
sadness does not exist, and if you feel sad, you are a terrible person, and you should not talk about it so as not to be a lousy 

mother”. 

Claudia, 39 years old

Nurses “I believe the flood of new responsibilities or coping with new ways they lead their lives. It is no longer just her; it is her baby, who 
demands time from her, food, and cries; besides, she is not used to those pressures, so she suddenly feels invaded by someone else”. 

Gabriela, 52 years old

Social work “You get depressed because that process is complicated, and you do not know how to handle it. Emotionally, it affects you, you 

do not know how to handle it or what to do, apart from the family and social bombardment of doing this, do that, that is 

where the dislocation comes from that causes emotional stress”. 
Adolfo, 59 years old

Mental health staff “Well, postpartum depression is accompanied by social issues, economic issues, and maybe problems with their partners, so 
a build-up eventually leads to postpartum depression”. 

Angelica, 59 years old

Screening for and treatment of postpartum depression

Directors “If a doctor or nurse detects a case, we have the psychology or mental health service. Then we assess this case and, if 
necessary, refer them to a psychiatrist at another health center in the same jurisdiction. They will decide whether to treat 

them or send them to another unit with a higher level of specialization”. 

Adolfo, 56 years old

Doctors “You immediately realize why the woman with the baby is finally there, and you do not see that spark between them and the babies, 

which is when you know something is going on. Sometimes, the husband or someone else has also referred them and said she is sad; 
she is like this. Moreover, the babies are malnourished; they have not grown enough, and they do not weigh what you expect them to”. 

Claudia, 39 years old

Nurses “I have noticed that several of them used to come in looking very pretty and well-groomed, and when they come with their 

baby, it is as though they have just had their babies, and their physical appearance has deteriorated a lot”. 

Dulce, 53 years old

Social work “We detect it mainly when they show us their baby or give us some information. When we talk to them or give them a sort of 

interview because those little things start to crop up, they enter a new emotional process. Some of them cry and feel frustrated. 
They did not think the process would be like this, so they began to express everything they felt”.Mónica, 49 years old

Mental health staff “Every time I give a talk, at least two women come up to me and say: you know I think I have these symptoms, right? 
Furthermore, I do not like having them. So, I schedule a consultation for them to work on their relationship problems and the 

problems with their parents, the younger ones”. 

Julieta, 56 years old

Note: aThe texts in italics are the textual testimonies of the interviewees.
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emotional distress. This opinion was shared by social workers, who pointed out that depression arises from the fear of 
“being unable to meet the social expectations of what it means to be a good mother” and provide proper care for the 
baby.

It was observed that erroneous perceptions persist among certain health professionals, who stigmatize PD. One of the 
directors pointed out that PPD was something recent “…because before, women did not have time to get depressed, they 
immediately had to go back to what they were supposed to do”, while nurses thought it was because “they do not use 
birth control and have several children.”

Detection and Treatment
The directors of the health centers said that as a result of their administrative functions, they do not have direct contact 
with the users who come to their center, and therefore have limited information on the occurrence of postpartum 
depression. However, they thought that there were only a few cases of the latter. It is striking that perinatal mental health 
is not included among the Work Plan Indicators directors are obliged to report to their superiors. As a result, they do not 
request this information from the health personnel who work at their centers, far less order that actions be taken to 
address the issue (Table 2).

Even though doctors are responsible for prenatal care and monitoring the health of newborn babies, they do not 
systematically inquire about the mental health of women. In some cases, in which they find symptoms such as “sadness, 
crying and detachment from the infant”, which they regard as indicators that something is amiss—they attempt to 
confirm with family members whether this happens frequently.

They also detect that there are emotional problems in women, when they continuously present physical problems such 
as “colitis or headache, or when babies are underweight or have other health problems.” In these cases, doctors provide 
brief guidance and if necessary, prescribe antidepressants. When they consider that the problem is severe, they refer 
patients to the psychology or psychiatry department of the health center. If this service is overwhelmed, patients are 
referred to the social work department to find another center that will provide low-cost care.

For nurses and social workers, lack of personal grooming, being uninterested in having a conversation or failing to 
remember basic things such as dates of birth, and crying, are indicators that the woman may have an emotional problem. 
However, nurses usually feel that women should be able to solve this problem themselves, without offering any type of 
help. They think it is enough “for them to want to feel better.” When social workers, identify a woman with possible 
postpartum depression, they talk to her on their own initiative, offer advice, and remind her that there is a psychologist at 
the health center. However, this communication is informal, and they do not follow up on the case.

At the same time, mental health personnel consider that doctors take a long time to identify cases of postpartum 
depression, which partly explains why women do not “seek care.” They note that very few women visit the mental health 
services of a health center of their own accord. They usually do so after they hear a talk, organized by the social work 
staff, about emotions during the perinatal period. However, it is unusual for social workers to become directly involved 
due to their work overload.

Perception of Participants of the Barriers and Necessary Actions for the Prevention 
and Early Detection of Perinatal Depression
Table 3 shows the categories of the barriers to PD care, as well as the actions that could encourage its detection and 
prevention. As can be seen from the answers of the participants, the main barriers are structural and involve the 
institutional practice of designing health programs that fail to consider the care needs of women. At the same time, 
the work programs implemented during every new administration are poorly planned. In addition, they are not assigned 
sufficient budgets or human resources to run them. Health personnel, who already face work overload, are affected by 
these measures since they must perform these new functions without receiving any training or support. For this reason, 
one of the directors interviewed thought that PD prevention and detection should be the sole responsibility of mental 
health staff. However, this view obviates the possibility of early identification of cases of PD, since doctors and nurses 
have the greatest contact with women and are therefore able to detect and refer possible cases.
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Table 3 Fragments of Interviews on the Topic of Barriers and Actions for the Implementation of Postpartum Depression Programs

Barriers Actions

Directors Overworked health staff 
“It is not very easy. Doctors and nurses implement many 
programs and provide care, but it is important. Maybe we could 
incorporate something like that through mental health services; 
they are the most qualified for it”.a 

Oscar, 35 years old

Program implemented by the Ministry of Health. 
“Whenever a program is implemented, it should include a budget 
and indicators. Furthermore, even hire specific people to 
implement the program”. 
Adolfo, 46 years old

Poor planning in work programs due to constantly changing health 
priorities 
“Everyone, everyone who arrives, wants to innovate, right? Moreover, 
even if they exist, there may be programs that they implement and do 
not have good planning because they do not even have a budget 
assigned. for that program. All programs that implement this have the 
same resources and the same material resources and human 
resources”. 
Estela, 63 years old

Doctors Excessive number of patients and demands of care programs 
“Yes, in fact we only have twenty minutes per patient, but then 
we have incomplete notes, or we do not fill out screening forms 
for some situations, so we see twenty patients or more than 
twenty patients a day, so yes, the quality of care is greatly 
reduced. Even if we want, it is not possible for so many patients. 
We have to focus on specific conditions”. 
Karla, 36 years old

Training in perinatal mental health 
“I know about the subject, because I tell you, I have read, and 
they have more or less trained the group that is going to deal 
with pregnancies, but they do not train the rest of the staff or the 
mental health staff. And they should also have formats to identify 
data such as signs of high-risk pregnancy”. 
Claudia, 39 years old

Focus on symptoms and physical signs of pregnancy and postpartum. 
“I just focus on what’s coming and it’s over and I forget about the 
woman. I just ask, how are you? How is your pregnancy coming along? 
I only see her uterus, and that’s it, then I just see her in that aspect, I do 
not see anything else, I just see the patient and that is it because maybe 
I want to get the consultation over more quickly, I do not know, 
whatever”. 
Alejandro, 60 years old

Nurses Women are not interested in receiving perinatal care 
“The field nurses go to the houses at 11 in the morning, and the 
mothers are sleeping. And they ask them, will you not take your 
child to be vaccinated? Yes, but I have not had time. That is 
incredible. I got up at six in the morning to go to work. My son is the 
same age, and he is not behind with any of his vaccinations. Why wait 
for someone to bring me home services? They are waiting for us to 
come, and then we get there and ask, “Why have you not vaccinated 
your child?” and they say, ‘Because you have not come’. 
Gabriela, 52 years old

Include questions about your mood in routine care 
“Well, no, what happens is that we do not usually ask about their 
state of mind, which could become a habit if they told us to. We 
already ask them so many things when they come that it would 
not affect us to ask them. However, neither my colleagues nor 
I have felt the need to do so, perhaps due to the lack of time”. 
Dulce 53 years old

Social 
work

Women do not follow up on perinatal care 
“They feel that once the child is born, well, their problem is over, 
but it is over now, and they are the same again, but they still must 
be careful in the puerperium; they rarely think that they have to 
be careful, they are not aware of this”. 
Rosario, 52 years

Groups for women during pregnancy and postpartum 
“In the pregnancy groups, we have a program called -Godmothers 
and Godfathers- and they are given the information. We have 
brochures on the safety plan, which explains what to do when 
they are about to give birth and if they already know what 
hospital they will give birth in. They already know who is going to 
accompany them. And within this plan, there are also all the 
warning signs and symptoms during pregnancy that they must 
identify. This is where we could give them information about 
postpartum depression”. 
Aline, 44 years old

(Continued)
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In addition, other respondents mentioned that the time allocated for medical consultation is extremely limited and insufficient 
for the detection of problems other than those included in their checklists, and that there is a lack of suitable spaces for providing 
mental health care. Another barrier is the obsolete programs that continue to be implemented in care centers, based on 
a fragmented vision of health, which prioritizes physical over mental health, particularly maternal mental health. As can be 
seen from the answers of the respondents, some reported that doctors sometimes administer medication (psychopharmaceuticals) 
unnecessarily, without undertaking a psychological follow-up of the causes of their emotional distress.

At the same time, there are certain entrenched practices that show that health and reproductive health programs are failing 
to reach the target population. These problems continue to be addressed within a welfare framework, as borne out by the 
answers of the respondents. For example, when a nurse asks a patient she visits in her community, “Why haven’t you 
vaccinated your child?” the woman replies, “because you didn’t come.” These practices prevent the population from 
becoming involved in their health-disease-care process, in addition to contributing to the exhaustion of health personnel. 
The latter end up blaming women for the problem, stating that women have no interest in prenatal care, lack information or 
only seek help when they have physical symptoms that interfere with their activities. In this regard, it is worth reflecting that, 
rather than blaming women, maternal health should be a priority issue that is the responsibility of state public health policies.

Finally, regarding the actions required to promote better care for postpartum depression, respondents mentioned the 
importance of having the Ministry of Health implement programs that would include specific actions for the care of these 
women. Actions could include training health staff to provide them with the tools for mental health care; encouraging 
collaborative work between professionals from the different disciplines involved in care, and the detection of emotional problems 
in groups organized by social workers, such as healthy pregnancy and early stimulation, which could promote better, more 
comprehensive care.

It should be noted that female social workers showed the greatest willingness and interest in becoming involved in 
preventive actions provided they had the support of psychology staff, and in giving women information on the emotional 
changes that take place during this period, PD, the identification of support needs and providing help for their families.

Discussion
The results of this study provide an overview of the knowledge, perceptions, barriers and actions required by health and 
administrative staff at primary health care centers offering pregnancy care. These results show how prepared these 
centers are to detect and prevent PD, as suggested by the Official Standard on “The care of women during pregnancy, 
childbirth and the puerperium, and of the newborn.”

In the first instance, most health professionals were found to be unaware of the clinical guidelines in the protocols for 
the detection and care of PD. Likewise, depression during this period is not considered a priority health problem by 
health authorities. The directors of the centers perceive that their function is to follow the indicators stipulated by the 

Table 3 (Continued). 

Barriers Actions

Mental 
health 
staff

Care for the newborn is prioritized over postpartum women. 
“If women feel bad, they never tell the doctor; the doctor does 
not identify this and focuses on the child; when they come, they 
do not check them, they hardly check them, I think they should 
check them. They do not come anymore; they come as 
companions, so they do not check them. They just check the 
child every month and how much it weighs and so on, so I think 
they should get into the habit of asking people, ‘How do you feel 
after childbirth?’ but it is not part of the healthy child program, so 
it does not get done”. 
Rodrigo, 31 years old

Efficient communication between doctors, nurses, and mental 
health staff. 
“If the doctor refers you to a patient, you are free to read what 
he wrote in the file or to comment with him or the case, there is 
a sequence, and the treatment is noted in the file so that the 
patient improves”. 
Juliet, 56 years old

Note: aThe texts in italics are the textual testimonies of the interviewees.
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health jurisdictions. Accordingly, they do not feel it is their responsibility to establish programs or actions that would 
enable PD to be detected or reported.

This is how, although PD is included in maternal and childcare regulations, there is no initiative for it to be conveyed 
to health personnel or for it to be included in routine care.17 A similar situation occurs in other countries such as the 
United Kingdom and Australia, where a care policy for women suffering from PD contingent on obstetric care has 
already been implemented. However, despite this policy, there are deficiencies such as the fact that PD is not always 
identified in a timely manner, because detection instruments are inconsistently used.25 In this regard, it is important to 
reflect on the importance of implementing actions designed to raise awareness and train health personnel as part of their 
functions for the correct identification of possible risk factors that may affect pregnancy and the postpartum period, 
beyond merely focusing on the regulations that force them to provide care.

Previous studies have shown the usefulness of interventions designed for health personnel in which they are trained to 
manage perinatal depression, provided with resources so that they can trust their case management skills, recognize the 
importance of their participation in prevention and early detection actions, and become aware of the suffering depression 
can cause perinatal women.26

Other possible barriers include the lack of knowledge reported by respondents about postpartum depression and its 
potential causes. Health personnel views depression as the result of hormonal changes. Similar results were found 
primary health care staff conceptualize postpartum depression as a biochemical matter resulting from hormonal adjust-
ments due to the baby’s birth.27 A possible explanation could be that doctors and nurses receive limited information on 
mental health during their training, as a result of which they find it extremely difficult to identify the symptoms 
associated with PD.28 Although it is true that reproductive hormones modulate emotional, behavioral, and cognitive 
responses in women during pregnancy and postpartum,29 PD is multicausal and the presence of psychosocial factors 
plays a fundamental role in its development.30

The emphasis on hormonal aspects by respondents can be explained by a gender bias, in which PD is normalized. For 
this reason, health professionals must be sensitive to the gender perspective in health problems and individual 
experiences between men and women. They must also be aware of the social and cultural context in which care is 
provided, including doctor-patient relationships31 so as not to overlook perinatal mental health problems.

Along these lines, it is important to reflect on the beliefs of health professionals regarding motherhood and the way 
they impact care for pregnant and postpartum women. Despite the changes that have occurred regarding the role of 
women in society, it is still considered that the main function of women is reproduction, and that this moment should be 
lived naturally and joyfully.32 This raises the question of how the view that motherhood is the most satisfying and 
rewarding experience for women is maintained when they suffer from PD. Although this is a pervasive notion regardless 
of the gender of the respondent, the most extreme position was observed in men. Accordingly, men perceived PPD as 
a passing fad that used not to occur, since women were devoted to raising their children. Some of the women interviewed 
agree with this view and consider that the difficulty of accepting the changes in their bodies is the most important reason 
for emotional distress, which, in turn, leads them to neglect their infants. Respondents who suffered from PD or who 
knew someone close to them who had suffered from it are more empathetic and recognize the importance of mental 
health care in this period. At the same time, empathy on the part of health personnel is something that enables women to 
have a greater adherence to health services, particularly when they feel listened to and identified by care providers.33

The discourse of most doctors, nurses and managers shows that maternal and child health care, which is a window for 
detecting and treating postpartum depression, focuses on the well-being of the child and neglects the care of women, who 
become companions of the baby and are only seen when they have a health problem. This is consistent with a review 
article on prenatal care and mental health, which found that the lack of mother-centered perinatal care contributes to 
delays in help-seeking.34

Likewise, some answers suggest that women’s attitudes are to blame for the fact that perinatal care is overlooked, 
because women fail to regularly attend prenatal and postpartum consultations. This reflects a paternalistic attitude on the 
part of health professionals, who consider that women’s autonomy leads them make the wrong decisions, which in turn 
affects the health of their babies and their own health.35 This can also be considered a structural barrier since one of the 
most deeply rooted practices in health services is the asymmetry in the doctor-patient relationship, in which women are 
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not always given full information. This prevents them from exercising their freedom to be active participants in the 
decisions made in the doctor’s office regarding their health.

The lack of a protocol for detecting and caring for depression during pregnancy and postpartum sometimes causes 
doctors and nurses to overlook depressive symptoms or fail to associate them with their perinatal condition, as a result of 
which they follow the established route to care for clinical depression. This can either help women achieve psychological 
care in time or alienate them because their emotional needs during pregnancy and postpartum are not considered.36 

Likewise, the workload and the duration of the consultations leads to the prioritization of physical health, as a result of 
which doctors do not ask patients about their mood, as has been reported in other countries.14 Other studies found that 
health personnel who were concerned about the emotional well-being of pregnant women and spent their consultation 
time talking about this with them, were regarded by their colleagues as “slow” and inefficient.34 As a result, much to their 
regret, they stopped doing so, even though they knew they could give women useful information. This means that women 
do not find an atmosphere of trust in the nursing or medical staff in which to express their emotions.27

It is important to note that there is no collaboration between health personnel, which could contribute to 
enhancing care for women. On the contrary, there is a division of labor and communication is limited. For example, 
little communication is observed between mental health staff and medical staff (such as family doctors and nurses), 
who, although they share information through patient files, do not engage in direct communication that would enable 
them to monitor their patients’ mental health. This observation is consistent with other studies that note that the lack 
of communication between health personnel, teamwork and the absence of protocols specifying who should detect 
PD, and who they should be referred to delays psychological care for women with depressive symptoms for 
years.27,34

The personnel most aware of the emotional needs of women during pregnancy and postpartum are social workers. 
Including the latter in the prevention and detection of PD can be extremely positive since they constitute a key link 
between women and the institution. Social workers refer women to hospital care at the time of delivery and provide 
information through “healthy pregnancy” and “early stimulation” groups.

Social workers report that they detect signs of depression in women such as carelessness in their personal grooming 
and sadness, in addition to the fact that women sometimes talk to them directly about their relationship and family 
problems. In Mexico, people seeking specialized mental health care generally go to primary health care, where their 
first contact is with social workers, who refer them to mental health personnel or institutions where they can receive 
care.37 This underlines the importance of these health personnel, who can play a key role in the detection of PD, since 
they are willing to become more involved with pregnant and postpartum women and are sensitive to their emotional 
needs.

It is also important to bear in mind the groups that social workers coordinate, because they are spaces where women 
can share their experiences during pregnancy and postpartum. If they are included in early stimulation sessions, the 
management of emotions in women and the participation of mental health personnel can help overcome some of the 
barriers mentioned by women to help seeking, such as not knowing that this service exists in their clinic and what they 
must do to make an appointment with the psychology department.34,38

It is worth remembering that, although PPD is the best-known type of depression in the medical field, prevention and 
treatment should not be restricted to this period since disabling depressive symptomatology is present from the time of 
pregnancy and addressing it in a timely manner can reduce the severity of subsequent consequences in both mother and 
baby.

Strength and Limitations
This study is important because it is one of the few in Mexico to show the current status of health centers that care for 
women during pregnancy and postpartum in terms of PD care. It may also help health authorities to plan public health 
measures to improve maternal and child health.

These findings are limited by the small number of health centers evaluated, since the study was restricted to Mexico 
City. At the same time, some of the health professionals’ answers may have been biased because the interviews were 
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conducted in their work areas. Although every attempt was made to create an environment of trust and confidentiality, 
sometimes respondents did not provide further details for fear of receiving a negative evaluation of their work.

At the same time, the number of people interviewed was established by the research protocol and could not be 
modified in the study, meaning that there were not enough interviews to complete the theoretical saturation. Thus, more 
health professionals should be interviewed to achieve a better understanding of the barriers to implementing perinatal 
mental health detection and prevention strategies at the primary health care level.

For future research, it would be advisable to include interviews with the authorities of the jurisdictions and with other 
decision makers, and to consider women who receive care during pregnancy and postpartum.

Conclusion
This study has found that health centers are currently unprepared to deal with PD since although there is a standard that 
suggests it should be addressed and clinical guidelines for doing so, this problem has not been included in priority health 
programs, meaning that directors of the centers are not obliged to treat it. Staff who care for women in pregnancy and 
postpartum are unaware of the problem and lack the knowledge, training, time, and organization to detect and prevent 
PD. Women’s low adherence to medical care during pregnancy and postpartum also hampers detection and follow-up. 
The attitude and closeness of social workers to the women who come to the center may help prevention activities by 
promoting the monitoring of women’s physical and mental health during pregnancy and postpartum.
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