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Abstract

Postpartum depression (PPD) affects nearly 20% of postpartum women in Sub-Saharan Africa (SSA), where HIV prevalence
is high. Depression is associated with worse HIV outcomes in non-pregnant adults and mental health disorders may worsen
HIV outcomes for postpartum women and their infants. PPD is effectively treated with psychosocial or pharmacologic
interventions; however, few studies have evaluated the acceptability of treatment modalities in SSA. We analyzed interviews
with 23 postpartum women with HIV to assess the acceptability of two depression treatments provided in the context of a
randomized trial. Most participants expressed acceptability of treatment randomization and study visit procedures. Partici-
pants shared perceptions of high treatment efficacy of their assigned intervention. They reported ongoing HIV and mental
health stigma in their communities and emphasized the importance of social support from clinic staff. Our findings suggest
a full-scale trial of PPD treatment will be acceptable among women with HIV in Zambia.
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Introduction

Despite being the primary contributor to global disability,
depression (and mental health in general) is not yet a policy
or funding priority in the Global South [1]. Postpartum mood
disorders, beginning during pregnancy or the first month
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after delivery, have been under-recognized and under-treated
but are increasingly recognized as a major health issue [2—4].
Postpartum depression (PPD) is thought to affect as many as
one in five postpartum women in sub-Saharan Africa (SSA)
and can have devastating consequences for both mother and
child, especially when co-occurring with maternal HIV [5,
6]. Depression can severely reduce a woman’s ability to keep
medical appointments or adhere to prescribed medications
[7, 8]. It also reduces the length and quality of breastfeeding
and can interfere with maternal-infant bonding [9]. While
there is no worldwide shortage of new public health inter-
ventions being tested for mothers and children, mental health
interventions have been left frustratingly behind [1].
Depression and anxiety have been treated with various
forms of psychotherapy, medication, or a combination of
both treatment modalities. In the few clinical trials that exist,
neither treatment seems to show clear benefit over the oth-
ers [10—12]. There are potential benefits and limitations for
each type of treatment, particularly in places such as SSA
where resources are limited and HIV seroprevalence is high.
Among women with HIV on antiretroviral therapy (ART),
adding an antidepressant medication may reduce medication
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adherence because of increased pill burden [13]. Behavioral
and psychosocial interventions, such as cognitive behavio-
ral therapy with integrated adherence counseling, can miti-
gate this risk and have demonstrated increased medication
adherence in randomized trials among adults with both
HIV infection and depression [14, 15]. A potential barrier
to psychosocial interventions is the availability of mental
health providers in countries with medical staff shortages
[16]. However, task-shifting models of depression treatment
show great promise in equipping primary care and mid-level
providers with the training and supervision to safely and
effectively manage depression in these settings [17, 18].

The acceptability of medical interventions is a substantial
driver of adherence. Prospective studies that include anti-
depressant medication for the treatment of depression and
anxiety are limited in Zambia. To better understand patients’
beliefs and attitudes towards depression and mental health
treatments in the context of a clinical trial, we conducted
in-depth, semi-structured interviews with participants
enrolled in a pilot feasibility trial of antidepressant medi-
cation (ADM) versus interpersonal therapy (IPT) for treat-
ment of depression or anxiety in HIV-infected postpartum
women living in Lusaka, Zambia. The parent trial found that
a randomized trial of these two treatments for depression
was feasible in this setting and that both treatment modali-
ties effectively treated depression at 6 months postpartum
[19]. Here we present qualitative findings from a postpartum
depression treatment study conducted to evaluate the accept-
ability of two common modalities for treating postpartum
depression to improve adherence to ART; identify barriers
and facilitators to trial participation; and the effects of men-
tal health stigma in Zambia.

Methods

The study protocol and interview guides were reviewed
and approved by the University of North Carolina Institu-
tional Review Board, the University of Zambia Biomedical
Research Ethics Committee, the Zambia Medicines Regula-
tory Authority, and the Zambia National Health Research
Authority before study initiation. Written informed consent
was obtained from all participants in their preferred lan-
guage (English, Bemba, or Nyanja).

Study Design and Population

The perinatal depression study was conducted at Kamwala
Health Clinic in Lusaka, Zambia between October 29,
2019, and September 8, 2020. Full trial procedures have
been described previously and are summarized below [19].
Eighty women with HIV who met diagnostic criteria for
either depression or anxiety were randomized postpartum to
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either ADM (sertraline) or IPT using a structured counseling
manual that reviewed the following topics: (1) depression,
(2) motherhood, (3) HIV treatment, (4) stigma, (5) self-
stigma, (6) problem solving, (7) poverty, (8) relationships,
(9) feeling alone, (10) grief and loss, and 11) disclosure.
IPT was delivered by trained research nurses in individual
60-minute sessions at the study site. Nurses providing IPT
completed an intensive 1-week training led by a licensed
clinical psychologist and received one hour of virtual super-
vision weekly during the study.

Eligible participants were 18 years of age or older, had
documentation of confirmed HIV-1 infection, were between
6 and 8 weeks postpartum, currently taking ART treatment,
and had a diagnosis of anxiety or depression confirmed by
Mini-International Neuropsychiatric Interview (MINI). Indi-
viduals who had taken an ADM in the 12 months before
enrollment, were actively suicidal, had a known or suspected
allergy or contraindication to sertraline, had taken other
medications, or who had experienced a stillbirth or neonatal
death in the pregnancy preceding enrollment were excluded.
After undergoing informed consent and randomization,
women were followed for 24 weeks with 12 scheduled vis-
its. Participants were assessed for response to treatment at
each visit with the Edinburgh Postpartum Depression Scale
(EPDS), a 30-point scale of 10 questions, and the Clinical
Global Impression—Severity (CGI-S), a subjective clinical
assessment of disease severity [20, 21]. At the final study
visit, women from both study arms were invited to partici-
pate in semi-structured interviews (SSIs).

Data Collection

Women were invited to participate during their final study
visit and provided separate written informed consent for the
interviews. Recruitment stopped when thematic saturation
was reached. Two female research assistants (RAs) trained in
qualitative data collection independently conducted in-depth
interviews in a private room reserved for research. Interview
guides posed open-ended questions in the following topical
areas: (1) health beliefs and attitudes towards depression and
treatment for depression, (2) perceptions of mental health
stigma in participants’ communities, (3) perceptions of par-
ticipating in a research study for depression, and (4) attitudes
towards randomized study intervention (Online Resources
la & 1b). In addition, IPT arm participants were asked their
thoughts on type of counseling sessions (i.e., individual or
group counseling), mode of counseling sessions (in-person
or by telephone), and frequency of the counseling sessions.
ADM participants were asked about medication side effects,
dose titration, and the frequency and necessity of clinic vis-
its for medication management. Interviews lasted approxi-
mately 30—60 min and were audio-recorded with partici-
pants’ consent. Audio files were transcribed verbatim by an
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RA, translated to English, and analyzed by the University of
North Carolina Center for AIDS Research Social and Behav-
ioral Science (UNC CFAR SBS) Core team.

Data Analysis

A thematic analysis approach was used to analyze the find-
ings of this study. First, data was structurally coded using
Dedoose, a web-based qualitative data management applica-
tion. A preliminary structural codebook was developed and
revised in collaboration with the UNC CFAR SBS Core ana-
lysts and the study research team members before uploading
to Dedoose (Online Resource 2). Subsequently, two analysts
independently coded transcripts using an iterative process to
ensure coding consistency and agreement. Discrepancies in
interpreting the data or applying codes were addressed and
resolved throughout the coding process to ensure complete
agreement among the analysts. The two analysts performed
an inter-rater reliability test to confirm complete agreement.
To support the analysis of relationships between codes, the
analysts used memos and reviewed code co-occurrences
within Dedoose. We summarize the findings according to
predeveloped themes and the sub-themes generated from
coding reports.

Results

Thirty-one women completed the SSIs. Twenty-three of the
31 women (74%) had “sufficient” or “somewhat” sufficient
responses that could be included in the analysis. Participants
were considered to have “insufficient” responses if they
mostly used closed-ended responses (i.e., “Yes”/“No”) on
the SSIs. Of the 23 participants with interview data included
in the analysis, 12 (52%) had been randomized to the ADM
arm and 11 (48%) had been randomized to the IPT arm
(Table 1).

Attitudes Toward Study Interventions
and Procedures

Acceptability of Assigned Intervention

Participants from both arms were asked how they felt when
they learned the arm to which they had been randomized. All
ADM arm and almost all IPT arm participants responded to
this question. Most participants randomized to ADM (10/12;
83%) and IPT (8/10; 80%) reported that the intervention was
acceptable by expressing preference or impartiality towards
their assigned intervention.

“Because I didn’t know anything, I just knew that this
was a study so when they told me I would receive med-

ication, I accepted. Everything is moving at the same
pace, the medication and learning.” (ADM)

“...the one that was chosen for me is the one I was
happy with.” (IPT)

A few patients expressed initial preferences toward one of
the arms. One ADM arm participant reported a preference
for counseling at first but later found the ADM arm accept-
able. Two of the IPT arm participants reported strong feel-
ings of acceptability towards the counseling arm, stating that
it is the arm they “really wanted”.

“Well at first, I feel...mmm. What is it now? To take
the what instead of counseling? But after now I get
used to the ADM. I used to feel good so it’s better be
in the ADM than have the counseling.” (ADM)

“I think the counseling one was better. I feel the medi-
cation one is not good...looking at the situation I was
in, it’s better when you talk to someone.” (IPT)

Participant Perceptions of the Value and Efficacy
of Assigned Treatments

Participants from both randomization arms were asked to
describe how they were feeling since enrolling in the study,
whether they perceived that the intervention was working,
and whether anything happened that might have affected
their mood. All participants expressed opinions of high effi-
cacy towards the interventions while 7/11 (64%) of partici-
pants in the IPT arm specifically reported feeling better since
joining the study. Participants in the ADM arm were asked
how the medication made them feel, whether it had affected
their ability to perform their daily activities and responsi-
bilities, and whether it changed their normal behaviors. Par-
ticipants from both arms who responded to these questions
only cited positive perceptions of the assigned intervention.

ADM arm participants cited feeling “fine”, and that their
ability to perform their daily duties and normal behaviors
“remained the same.” Slightly less than half (5/12; 42%) of
them reported that they didn’t experience anything unusual
when taking their medication.

“I’ve been feeling very fine...The medication? Yeah,
it has worked.” (ADM)

“I am feeling just fine. All the pressure I had, I now
understand because pressure come and go in one’s
life...Okay from the time I started counseling, I
noticed that things have changed. My behavior,
because I used to act like if something comes, before
I even understand it, I would react sometime back. So,
from the time I started counseling, I knew that a person
should act like this such that if a situation comes, you
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Table 1 Baseline characteristics of participants interviewed and participants randomized to treatment, October 29, 2019-September 20, 2020

[19]

Characteristic Overall Interviewed
and Included in
analysis

(N=280) (N=23)

n (%) or mean (SD)

n (%) or mean (SD)

Maternal age, years
Maternal education
<7 years
7-11 years
> 12 years
Married or living with partner
In poverty
Parity
1
2-3
>3
Comorbidities outside pregnancy*
Any prior
Depression
Antecedent delivery
Infant birthweight
<2500 g
Vaginal delivery
Breastfeeding
Exclusive
Mixed
Years since HIV diagnosis
<1 year
2-5 years
> 5 years
Missing
Years since ART initiation
<1 year
2-5 years
> 5 years
Missing
Viral load
< 40 copies/mL
40-1000 copies/mL
> 1000 copies/mL
EPDS at enrollment
<13
>13
MINI diagnosis at enrollment
Anxiety
Depression
PTSD
Anxiety and depression

Experienced gender-based violence

Number of current life stressors

29.7 (5.4)

26 (33%)
48 (60%)
6 (8%)

66 (83%)
52 (65%)

8 (10%)
41 (51%)
31 (39%)

5 (6%)
1 (1%)

2900 (490)
15 (19%)
77 (96%)

74 (93%)
6 (7%)
4.7 (3.9)
22 (28%)
34 (44%)
22 (28%)
2
4.13.2)
23 (29%)
36 (46%)
19 (24%)
2

59 (74%)
8 (10%)

13 (16%)
13.9 (4.1)
41 (51%)
39 (49%)

79 (99%)
55 (69%)
25 31%)
54 (68%)
30 37%)
3221

30.7 (4.6)

9 (39%)
11 (48%)
3 (13%)
21 (91%)
17 (74%)

1 (4%)
10 (43%)
12 (52%)

1 (4%)
0

3100 (400)
2 (9%)
23 (100%)

22 (96%)
1 (4%)
5.0 (3.9)
5(22%)
12 (52%)
6 (26%)
0

49 @3.7)
5(22%)
12 (52%)
6 (26%)
0

18 (78%)
1 (4%)

4 (17%)
13.9 (4.6)
11 (48%)
12 (52%)

23 (100%)
13 (57%)
5(22%)
13 (57%)
7 (30%)
3.5(2.3)
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Table 1 (continued)
Characteristic Overall Interviewed
and Included in
analysis
(N=80) (N=23)

n (%) or mean (SD) n (%) or mean (SD)

IPT interpersonal psychotherapy, ADM antidepressant medication, ART antiretroviral therapy, EPDS Edinburgh Postnatal Depression Scale,
MINI Mini International Neuropsychiatric Interview, PTSD Post-traumatic stress disorder

# Comorbidities include patient report of chronic hypertension, diabetes mellitus, thyroid disease, and anemia

need to understand it well and know which action to

take. So, I see as though it has really helped me in this
situation because it is different from the way things
were before.” (IPT)

Two IPT arm participants expressed feelings of gratitude
towards the program, with one of them further citing their
partner’s support and gratitude for the sake of their newborn
baby:

“Yeah at first, okay, I thought how am I going to cope
with that? Then I find after I’ve taken it [medication],
uh, I find no, no problem with me so I get used to it...
Hm the [normal] behavior. Ah, they never changed.
Just remained the same.” (ADM)

Most (10/11; 91%) IPT arm participants reported that they

performed their regular duties and attended counseling ses-
sions without any problems. One participant reported that
she was able to share medication adherence lessons learned
with her partner, which has made him adhere more to his
antiretroviral medications than before.

“From the time I joined, when we started, I feel fine
and again I am so happy because I have learnt a lot,
my heart is at peace as compared to the way I was
before I joined the study, so I am grateful. [...] I also
informed him [partner]... I decided [to say] because
the things that happen are plenty. So, I sat down and
told my husband that ‘I go to Kamwala clinic where
they offer counseling. The way I am, am positive. So,
during counseling you find that someone has excessive
thoughts. Sometimes we misunderstand each other,
and I start to over think even now when I have kids.
So, I agreed to join counseling so that they can teach

“We learnt about poverty and we also learnt about
HIV/AIDS... no, I managed to perform my normal
duties, I managed to do everything... it didn’t affect
my relationship with my partner, I was able to explain
to him about what we were learning here and every-
thing. He liked to skip days when taking his ARVs
but now he takes them consistently because I always
encourage him to do so.” (IPT).

“What I learnt in this study with the counselors that I
find when I come here, especially as a married woman,
I have learnt a lot. [...] That feeling of keeping a
grudge in your heart, especially knowing that your
status is not okay. So, you need to know how to con-
trol yourself because the way I am right now, [ have a
baby, that baby to grow well and not get infected by the
disease, I need to know how to keep myself, especially
my baby. I even started teaching my friends... because
when starting this program, when I started coming
here, I sat down with them [family members] and he
allowed me to start coming here so it didn’t affect me
badly, no. It taught me a lot, whatever I learnt, when I
experienced a bad issue, I would know how to control
myself so there wasn’t any problem.” (IPT)

me the way I can avoid certain things and move for-
ward’...He was grateful, and he said it’s a good thing
because you find that you are not well and you start
thinking too much then to make matters worse if you
are breastfeeding, you can affect the baby. So, he was
grateful...they felt very good.” (IPT)

The other participant discussed challenges with depression
such as isolation, aggressive behaviors, hopelessness, low
self-esteem, changes in sleep pattern, and thoughts of death.
She credited the program for providing the education, aware-
ness, and counseling that helped her cope with depression.
She reported challenging cognitive distortions, altering her
behavioral patterns, regulating her emotions, and develop-
ing coping strategies. She also reported that the program
inspired her to improve her quality of life and pursue a
career in counseling. These behavior modifications reflect
concepts of Cognitive Behavior Therapy (CBT) treatment
for depression.

“Umm right now I’'m very grateful for this program
because it has really helped me a lot and it has also
helped the people who were around me and especially
my children [...] since this program I became more
aware of the people that I was hurting and the blame
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that I was putting on my life for no very good reason.
[...]You will think this one is living ok, but people are so
depressed. Especially us women, African women. I don’t
know what to say. But I'm very much grateful, I think
I’ll be grateful for the rest of my life for this program.
Because if it wasn’t for this program... now I'm able to
be grateful for little, little things that I never could imag-
ine. You know I’'m grateful for the family that I have. But
because of this program there are so many numerous
things that I can mention that this program has helped
me with. But this is the few that I can talk about.” (IPT)

Lessons Learned from Study Participation

Participants in the IPT arm were asked to describe what they
learned in the counseling sessions, how the counseling affected
their ability to perform their normal behaviors, and whether
going for the counseling sessions affected their relationship
with their partner, family members, or daily responsibilities.
When asked if they learned anything from being in the study,
approximately three-quarters of participants in both arms
reported learning about depression, self-control, self-care,
management of intrusive thoughts, the importance of reaching
out for health care and medication adherence, as well as stigma
awareness and resolution. Nearly all (10/11; 91%) IPT arm
participants reported learning more specifically about HIV/
AIDS and dealing with HIV diagnosis. Other lessons included
caregiving and dealing with loss and grief.

More than half of participants in the ADM arm and half in
the IPT arm reported identifying ways to control their emo-
tions, manage intrusive thoughts, and care for themselves
while struggling with depression.

“I learnt about not having excess thoughts, if anything
happens, you need to relax and avoid over thinking. Even
when am angry, I control myself because if you think
too much, you can have problems like depression, so
it encourages me...I used to think of anything but now
because of this study, I think of relaxing. I found some-
thing good in this program, so I take it easy.” (ADM)

“I learnt how to take care of myself when I first started,
my heart was heavy but now am free. Looking at the
situation I was in, so I now know which path to take
whenever I start to feel low.” (IPT)

Attitude Toward Clinic Visits

ADM arm participants were asked how they felt about com-
ing to the clinic to pick up their medicine and hypothetical
changes in the frequency of clinic visits. IPT arm partici-
pants were asked how they felt about coming to the clinic for
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counseling sessions, their thoughts on the number of coun-
seling sessions, and issues they had getting to the clinic for
the counseling sessions.

All participants in the ADM arm expressed positive atti-
tudes towards medications provided through clinic visits,
mostly stating that they “felt/feel just fine”” about coming to
the clinic to pick up their medication and the frequency of
clinic visits.

“I felt just fine... I feel just fine because it gives me
strength...No, am okay with the way I always come.”
(ADM)

Two ADM arm participants recommended changing the
frequency of the clinic visits. One participant reflected on
her busy schedule, while another reported a preference for
clinic visits once a month instead of weekly.

“I was feeling ok (baby noise) ...Yes [would make
changes] ...(laughing) Busy!! (baby noise) ... Because
of these busy schedules.” (ADM)

“I feel just fine... No, I would want to change...the
way I used to come here like once in a week? I can
come according to what you tell me (she laughs) ...
ah no [weekly], maybe monthly better...yes.” (ADM)

Most (9/11; 82%) of IPT arm participants reported positive
attitudes towards clinic visits, stating that they either “felt
happy” or “felt good/just fine” about coming to the clinic for
counseling sessions. Most participants expressed satisfaction
with the frequency of counseling sessions.

“I felt good, there is no problem...It was just fine,
because time we were given, the time we spent here
doing everything and learning, when it comes to learn-
ing what we were supposed to learn, we learnt.” (IPT)

“I felt just fine...they [number of counseling sessions]
were just fine...they were just fine but again the crav-
ings are still there.” (IPT)

Attitude Toward Counseling Sessions

Nearly all IPT arm participants responded to questions about
counseling type (i.e., individual or group counseling) and
mode (in-person or by telephone), and frequency of the
counseling sessions during the trial.

Group Counseling or Individual Therapy Most (8/9, 89%)
IPT arm participants who talked about types of counseling
sessions reported group counseling as their preferred type.
Two of these participants perceived group counseling as
useful for fostering strong communication. Some partici-
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pants compared counseling type and mode, contrasting tel-
ephonic interviews with in-person group counseling.

“The group counseling is better because we are able to
sit down and discuss properly and give good advice.”
(IPT)

“...both are okay, but better in groups than to talk
on phone. Sometimes it doesn’t turn out to be good.
Unless when you are seated together as a group, you
feel free than on phone, you find that you are on phone
and you receive visitors at home. You’ll talk a bit and
find that there are people who have come, and children
want something, you can’t say am busy. Especially
when am with the counselor, I can’t say that am busy.
So, it’s better to come here, that’s when you can talk
properly. It’s important.” (IPT)

One IPT arm participant who talked about types of coun-
seling sessions reported that group counseling “may be safe
if you’re colleagues or know who you’re dealing with,” but
some people might be stigmatized if participating in group
counseling.

Frequency of Counseling Sessions All (9/9; 100%) IPT arm
participants who talked about the frequency of the coun-
seling sessions expressed acceptance of the sessions.

“I think they [frequency of study counseling sessions]
are just fine because the excessive thoughts I had are
reducing as time goes by.” (IPT)

“In my opinion, I would say that coming frequently is
much better because the way we have been assisted is
the same way others will be assisted.” (IPT)

Attitude Toward Medication Dispensation and Dosage Modi-
fications ADM participants were asked whether they had to
increase their medications over the course of the study, why
they had to increase their medication, and their thoughts on
whether their medication could have been increased with-
out them coming to the clinic. All 12 ADM participants
responded to this question. Three-quarters (9/12; 75%) of
these participants reported that their medication increased
during the study.

Nearly half (4/9; 44%) of participants with a medication
increase reported that they “don’t know” why their medica-
tion increased, one reported that her medication increased
“because of [...] excessive thoughts,” and another one
reported that she was told that she had “developed”. Most
(7/9; 78%) participants who cited medication increase did
not believe medications should be increased without a clinic
visit.

“Yes it [medication] increased... because of the exces-
sive thoughts I had (she laughs) ... no, you need to
come to the clinic [to have medication increased].”
(ADM)

Barriers and Facilitators to Intervention Adherence
Medication Adherence

When asked about PPD medication adherence in addition
to taking ARVs, all ADM arm participants expressed ease
in remembering to take their PPD medication because of
their ARVs. While some reported taking their antidepressant
with the ARVs, some reported taking them at different times
of day. Facilitators to ADM adherence among participants
included established ARV medication routines, daily hab-
its, and strategies to remind them to take their medication,
including reminders from their HIV clinic. These facilitators
promoted medication adherence.

“Uh it was easy because I used to take [ARVs]. So
even taking these, it was very easy. So, I used to take
them often...Yeah, I would remember [to take Ser-
traline]. Yeah, I used to remember it because when
I take ARVs together with them, so I thought just to
help thupi (body). Help my body. I used to take them
and say ok when I take these at least then it will help
me.” (ADM)

Although none of the participants reported barriers to tak-

ing their ADM, one participant shared some difficulties
remembering to take her medication initially, until she got
used to it.

“It so happens that you get used cause you remember
that time that you need to take your [ARV] medica-
tion. So you just get used...It’s hard [to remember] at
first because you haven’t gotten used. But when you
get used, your heart will tell you that you need to take
it, so you take, and drink then forget about it.” (ADM)

Medication Side Effects

ADM arm participants were asked if they experienced side
effects from taking their antidepressant medication and
actions taken. Slightly less than half (5/12; 42%) of ADM
arm participants reported initial mild medication side effects
such as nausea, vomiting, headache, or difficulty sleeping
which had since resolved.

“No, there was nothing...just a headache. For two
days only...no, just at the beginning. It stopped now.”
(ADM)
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“It used to give me problems when I first started. But
from the time I got used, it stopped. I am now fine, the
way [ am.” (ADM)

Health beliefs and attitudes towards depression
and treatment for depression

When asked for their advice to other women with depres-
sion, participants expressed a wide range of health beliefs
including that encouragement and social support reduce
depression, and that psychiatric medications and counseling
are valid treatment options for depression. Participants
expressed positive attitudes toward the complexities and
challenges of depression. Most participants reported pro-
viding social support and encouragement to other people
with depression. It was also clear from the interviews that
participants viewed depression as linked to living with HIV.

“I would encourage my friend to say, “let’s go, be
strong,” because these things have happened (HIV
status), there is nothing that you can do. You just have
to follow the rules that you have been given at the
clinic.” (ADM)

“I can encourage them to say that they shouldn’t think
too much and know that things happen. Because if you
think too much, you find that you die due to excessive
thoughts. So, I can encourage them because even me I
learnt how to control myself.” (ADM)

“I would give them good advice. Because there is a
huge change from the way I was in the beginning.
Things have changed, I used to think about a lot of
things, even about committing suicide so even now I
would give them good advice about how one would
live and take care of themselves and so on.” (IPT)

The advice I would give them according to what I
was taught at the clinic, I would advise them to say
if a person is thinking too much, you need to talk to
them properly. We are a lot of people, if one is taking
medication and they stop, they take medication and
they stop. It happens that you get the medication and
drink, and your years move forward. So, don’t follow
what others say behind your back, excessive thoughts
kill. So just put everything behind, even if they say bad
things to you, just forge on and, take your medication
and follow the instructions you are given.” (ADM)

One participant expressed a positive attitude toward coun-
seling sessions. She discussed the simplicity of talking to
strangers/unfamiliar people. She also described the impor-
tance of empathy when counseling people with depression.
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“What I would tell them is a lot. There’s a lot to be told.
But like you guys helped me just with a few stories, I
can’t even remember how many there were. You know
every story that you read to me really talked about a
part of me. It just takes a stranger like I was telling
you. It’s easy to relate. A prophet is not respected in
his homeland. It’s the same thing. If I go to a person I
know, who is my neighbor, they will say (client name):
she doesn’t have a husband, she doesn’t have a job, she
doesn’t have a business what can she offer me. But if
you showed up, she doesn’t know you or where you’re
coming from. But if you talk about...you know you
were like cleaning my wounds like you were familiar
with my wounds that’s the way this counseling was.
So, I could help other women, strangers, not people
I’m familiar with, the way you people helped me. By
God’s grace even more because of my experience in
life. So, it’s easy for me to open up, to associate, to
help somebody who doesn’t know me. That person
can be told the same thing by her mother that I will go
and tell her, but it will make a different impact because
I’'m a stranger.” (IPT)

Combination of Social Support and Medication

A participant in the ADM arm expressed that despite taking
medication, some people, including herself, think they’re
at risk of dying. With a combination of social support and
medication, one can learn to manage and cope with depres-
sion. This is suggestive of combined medication and IPT
treatment approach among patients with depression.

“I can tell them about the study and what they offer
us. We teach them, help get rid of excessive thoughts
and encourage them very well or even on medication,
if they are taking medication, that’s when we think a
lot like I take this medication every day, I'll still die,
you see? But if there is someone beside you, you learn
fast.” (ADM)

Stigma surrounding HIV and mental health

Nearly all participants responded to the question about the
presence of stigma present in their communities. Although
participants were asked about stigma around mental illness,
participants often conflated mental health and HIV-related
stigma and seemed more comfortable addressing questions
about stigma around HIV.

Social Stigma Participants reported the existence of stigma
in their communities and specifically talked about social
stigma, including pervasive stereotypes, discrimination, and
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public disapproval of mental health conditions. These par-
ticipants reported that stigma often incited fear, embarrass-
ment, anxiety, and suicidal ideation among affected people
in the community.

There are two people in our neighborhood who are
[HIV] positive so it’s a situation where you don’t know
who you tell someone not knowing they are not trust-
worthy then that person goes to tell someone else,
and she gets to hear about it even if it’s something
small. So, it happens that because you have excessive
thoughts, all you’ll think of is killing yourself and for
sure you can kill yourself. (IPT)

“Mmm...the stigma is there. Especially the embar-
rassment when they discover your status. The stigma
is still there. When they’ve just discovered, just know
you’re not going to be free. Unless they don’t know
about your status.” (ADM)

“We do hear; 3 quarters of those issues happen. You
find that you are having excessive thoughts and there
is no one to assist you to get over them. Instead, you
find that person making things worse for you. So, in
thinking too much, instead of you feeling better, things
get worse because of the bad that that person is doing.
(ADM)

Self-stigma In addition to social stigma, an IPT arm par-
ticipant reported struggling with internalized negative ste-
reotypes, leading to shame and hopelessness, that prevented
her from discussing her mental health issues with her family
members.

Like uhh...it’s very severe. Like a person...can you
imagine I was unable to talk to my own siblings.
Because I'm worried of what they will say, what they
will think, there’s a lot of stigma in the compounds.
A lot of it. You know it takes a stick of matches to
destroy the whole forest. That’s how it takes an igno-
rant person to destroy somebody’s concept of things.

Approaches to Stigma Reduction for Mental Health

Individual counseling, clinic support, and education and
sensitization of the community were cited by participants
as approaches to mental health stigma reduction.

Counseling IPT arm participants who reported mental
health stigma in their communities, particularly public/
social stigma, reported that counseling could help decrease
stigma associated with mental health.

“Yes, because we need to decrease stigma because it
has killed a lot of people. So we need to start protect-
ing those people by counseling, teaching them how
they should live and how to avoid what someone may
say. Even though they may talk a lot, we need to be
there for that person so that they can be well.” (IPT)

Clinic Support to Decrease Stigma ADM arm participants
who had reported mental health stigma in their community
and another ADM arm participant who had ...forgotten”
whether stigma existed in the community reported that
clinic support can help decrease mental health stigma in the
community.

“The only people that can manage to encourage them
are you people from here at the clinic. Would people in
the community encourage us as much as you people at
the clinic do? And the way you people here are, you do
things privately. You differ from the people in the com-
munity. You find that someone will tell you something
then you go and start telling the whole world about it.
So here at the clinic you managed to encourage and
strengthen us looking at the way we were and issues
we faced. You treated us like young children listen-
ing to us, until that time came that even us we gained
strength and those excessive thoughts we had started
to go far away.” (ADM)

Education and Sensitization of the Community Three IPT
arm participants and two ADM participants reported that
education and sensitization of the community would help
reduce mental health stigma in the community.

“I think to teach them... Mhm so at least they should
understand what mental health is and what causes that.
Maybe they can understand.” (IPT)

“...Bring them here and teach them.... that’s when
they can understand.” (ADM)

Perceptions and disclosure of participating in a research
study for treatment of depression

Participants from both arms were further asked to report
experiences they have heard from other women partici-
pating in the study. Slightly more than three-quarters
of participants responded to this question (10/12 (83%)
ADM arm and 9/11 (82%) IPT arm.) Over half (6/10; 60%)
of ADM arm participants and one IPT arm participant
reported not hearing any conversations about the study
among participants. Of those who reported hearing per-
ceptions of the study, most in the ADM arm were positive
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(3/4; 75%) compared to slightly less than half in the
IPT arm (4/8; 50%). One ADM and IPT arm participant
reported hearing negative perceptions, and two IPT arm
participants reported hearing mixed perceptions from oth-
ers. Another IPT arm participant reported hearing discus-
sions that the study is related to mental health.

Positive Perceptions Towards the Study Participants
reported hearing positive and encouraging conversations
from other participants. Positive perceptions were related
to improved suicidal thoughts, behaviors, mood, and other
depression symptoms.

“I heard, they just said that this study is very good.
Others said, “I wanted to kill myself, but I stopped”.
They teach well here so a lot of them appreciate
especially the ones I chat with here.” (ADM)

Negative Perceptions Towards the Study One ADM arm
and IPT arm participant reported hearing negative percep-
tions about the study. The ADM arm participant reported
hearing other women discouraging others from taking the
study medication, saying it was the same as the medication
administered to mentally disturbed women at Chainama
Hospital, a public psychiatric hospital in Lusaka. The IPT
arm participant reported overhearing some women saying
that the study medication makes them hungry and sleepy.

“There those who were saying, ‘you should stop tak-
ing the medication, you should throw it. The medi-
cation is not good’... They say, ‘the medication is
given to the mentally disturbed women at Chainama
hospital so you should stop taking it’.” (ADM)

Disclosure of Study Participation to Family, Friends,
and Partners Slightly less than two-thirds (7/11; 64%) of
ADM arm and slightly over a third (4/11; 36%) of IPT
arm participants reported disclosing their study partici-
pation to members of their families, including their part-
ners, as encouraged by study staff. Participants from both
arms discussed open communication between them and
their partners, the educational benefits of the program,
and informing their families of their whereabouts as the
motivators for their disclosure. Most of these participants
reported receiving nothing but support and encourage-
ment from their family members, including their partners.

“Family yes, I told my sister...Yes [told partner] ...I
just decided that I should tell them, and I told them
that there is a program I want to join so they also
encouraged me saying it’s okay. It encourages you,
that’s the way it’s supposed to be...They felt just
fine.” (ADM)
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“Yes I did tell them...Yes, I told him [partner], even
my parents, including my sisters...From the time I
started taking the medication when I became positive,
I never wanted to associate with anyone and I used
to feel lonely, I just used to feel that loneliness and
since I am positive, they will know that I have gone to
Kamwala clinic. My family and everyone else need to
know that that’s where I have gone to. When am leav-
ing home, they need to know my whereabouts, that
where has she gone, she’s gone there. Then he also
encourages me about going to the clinic. You just have
to go because you learn a lot. Even teaching, I also
teach him... he felt good... they were also happy. They
were also envious.” (IPT)

One IPT arm participant attributed her decision to discuss

participation in the study to stigma. She discussed chal-
lenges with cultural and public stigma regarding her family
and peers. She reported that the program empowered her
to find joy and contentment within herself. Furthermore,
she used lessons learned to welcome dialogue about the
program.

“Yes, I did, I told my sister...I think I told every-
body...The first time I thought it was weird. Why
should I tell them? You know some family members
never knew I was positive. [...] You know if something
happens here at the clinic you tell somebody in the
compound then it will be all sorts of stories. So before
I go to that I want to hear [my sister’s] point of view.
[...] So she took me here and I heard about this and I
told her, she said I think it’s a very good program and
it will be helpful because she’s the person closest to
me. She saw what I was going through. [...] After she
agreed I started opening up, going out in groups, like
to parties. People would notice, like a cousin would
come up to me and say ah what’s happening to you.
[...] In our family, the only time you get respected
is either when you’re working, you’re educated and
you’re working. [...] You’re not begging from any-
one. So that’s the only time they could respect you but
mostly they count on somebody who is in a relation-
ship hoping they’ll say they’ll get married and settle
down. I would say do you know that I just learned that
I don’t need a man in my life to be happy? I don’t need
anybody’s permission to be happy, except the crea-
tors. As long as he has given me life he has given me
permission to be happy and grateful. So that’s how I
went on telling them about this program. When some-
body’s asking about why the sudden change. That’s
how I taught them about it.” (IPT)

“I told my family members and my friends. Everyone
knows that am in this program. I also encourage them
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saying when you are taking ARVs, you are not sup-
posed to be thinking about these things...Yes, I did
[told partner], I also told others. Even when am leav-
ing home I mention to him that am going to the study
clinic for counseling sessions...I decided to tell him
because I saw something good in this program. That’s
why I informed him for him to be aware of the program
so that he also sees something good in this in it...He
felt very good about it [study participation].” (IPT)

Non-disclosure of Study Participation to Partner, Family,
or Friends One ADM and two IPT arm participants reported
not disclosing their study participation with their partners.
One of the IPT arm participants reported that her partner
once disapproved of her involvement in another study, and
therefore decided not to disclose her participation in this
study.

“No [did not tell partner] ...there was a time that I
joined a program at Chawama clinic. It brought a lot
of noise because I used to receive transport money, he
thought as if I was just going there for money... yes
(she laughs) so during this time I did not tell him.”
(IPT)

One ADM arm participant reported non-disclosure of her
study participation to anyone, for fear of getting stigmatized,
materializing from anticipated gossiping.

“No, I did not tell anyone... he also doesn’t know...
I just decided that it should remain my secret...yes,
because when you tell someone something and you
get into a disagreement, they start revealing things and
they start gossiping about you just like that.” (ADM)

Discussion

Our study, which randomized postpartum women living
with HIV and depression to either interpersonal counseling
or antidepressant medication, found that most women
reported acceptability of the treatment arm to which they
were assigned and high perceived efficacy of the interven-
tion. Women expressed that either IPT or ADM was appro-
priate for treating depression and emphasized the role of
social support and encouragement that they received at the
clinics. Women also reported learning about depression,
managing intrusive thoughts, self-care, and reaching out for
help. Finally, many women expressed feeling stigmatized,
often conflating stigma related to HIV and stigma related to
mental health.

Consistent with our findings, several studies in SSA
have found high acceptability for psychosocial treatment

of depression, including interpersonal counseling, motiva-
tional interviewing, and problem-solving therapy [22-24].
Some women in our study reported that group counseling
might foster strong communication while others expressed
concerns surrounding privacy, especially if the counselor
were a member of her community. This is consistent with a
qualitative study among women with perinatal depression in
Malawi in which participants preferred individual to group
therapy [24, 25]. Future studies should nonetheless evalu-
ate the acceptability of group IPT in Lusaka, as studies in
Tanzania and Kenya have shown group therapy to be both
feasible and acceptable among women with HIV and depres-
sion [26, 27]. Since our study occurred during the pandemic,
telephonic counseling was attempted during weeks when
participants could not come to the clinic. Despite a shift
towards technology-based services for mental health care
throughout the continent, we found that therapy via tele-
phone was not acceptable in our population due to lack of
privacy and competing responsibilities at home.

Few studies in LMICs report use of antidepressant medi-
cations to treat postpartum women with depression [28].
Consistent with findings from a medication-based treat-
ment study in Malawi, our study found that antidepressant
medication was highly acceptable to women randomized
to that arm [29]. All women randomized to the ADM arm
had their medication increased over the course of the study,
following standard clinical algorithms that seek to balance
side effects and treatment efficacy. Notably, half reported
that they did not know why their dosage changed, indicating
that more efforts are needed to train providers to effectively
communicate medication-based treatments changes to their
patients. All ADM arm participants reported high medica-
tion adherence citing their established ARV medication rou-
tine as a motivator and reminder for their adherence. Studies
on the acceptability of ADM treatment for depression among
adults with HIV in SSA differ in their findings. Some report
medication-based treatment is acceptable to patients, while
others report challenges with medication-based therapy
in low-resource settings, including limited knowledge of
medication-based treatments for depression among patients
and providers, challenges with reliably accessing medica-
tions, and a preference for psychosocial interventions [25,
30-32]. This study provided participants with medications,
and we suspect the same barriers to access are present in
Zambia. Furthermore, though participants reported high
acceptability of ADM treatment, one participant described
stigma associated with antidepressant medication treatment
in her community. As stigma can affect medication adher-
ence, community education on depression and its treatments
may further improve treatment outcomes.

Another theme that emerged through our interviews
was that despite widespread use of antiretrovirals and HIV
becoming a chronic disease, HIV-related stigma remains
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highly prevalent in Zambia, contributing to anxiety and
depression among many of the participants in our study. We
attempted to disentangle stigma from HIV versus stigma
related to anxiety and depression and most women conflated
HIV and depression related stigma in their responses. Con-
sistent with literature from SSA, women identified social
support and psychotherapy as factors that improved coping
skills around dealing with stigma [33].

Study Limitations

Less than half of the participants in our parent trial were
included in this study; thus, our study participants may not
have been representative of the trial population. Although
baseline characteristics were similar on the measures in
Table 1, they may have differed in unmeasured characteris-
tics as women self-selected to participate in the semi-struc-
tured interviews. We additionally noticed that certain ques-
tions were difficult for participants to understand, mostly
due to question framing. Specifically, attitudes towards
counseling session mode and type were asked as a single
compound question (i.e., “What would you think about hav-
ing the counseling sessions on the phone or in groups?”’), as
if participants were being asked to choose between mode
and type of counseling sessions. During analysis and results
interpretation, we separated the responses into mode and
type of counseling sessions. This limited our ability to assess
the acceptability of group therapy among this population.
Though interviewers were native speakers in the language of
participants’ preferred language, we noted some participants
had difficulty understanding translated interview guides,
potentially due to differences in proficiency with formal dia-
lects between study staff and participants. Finally, interviews
were conducted by study team members, which may have
introduced a desirability bias, as participants may not have
wanted to express reservations regarding study procedures.

Conclusion

Zambian women living with HIV participating in a pilot
feasibility study of treatment for postpartum depression had
generally positive attitudes towards the treatment of depres-
sion and reported high perceived efficacy of their assigned
interventions. Participants from both arms had positive
perceptions of participating in the study and found both
treatment options acceptable. Further studies are needed
to explore the acceptability of group vs. individual therapy
and telephonic counseling in this setting. Nonetheless, these
findings support the conclusion that a full-scale randomized
trial to evaluate the effect of treating postpartum depression
on maternal and child HIV outcomes is both feasible and
acceptable among women in Lusaka.

@ Springer

Supplementary Information The online version contains supplemen-
tary material available at https://doi.org/10.1007/s10461-023-04264-0.

Acknowledgements We would like to acknowledge the contributions
of the patients and study team at Kamwala Health Center in Lusaka,
Zambia.

Author Contributions EMS, RP, SMB, CES, and JSAS contributed to
the conception and design of the study. EMS, MPK, MBS, and JMN
contributed to data acquisition. EO, NRP, MBS, EMS, BSB, CES, and
MPK contributed to data analysis and all authors (EO, NRP, MBS,
RP, BSB, SMB, CES, JMN, MPK, JTP, JSAS, and EMS) contributed
to interpretation of the data. MBS, EO, NRP, and EMS drafted the
manuscript. All authors critically revised the manuscript and provided
final approval for publication.

Funding This study was supported by a grant from NIMH (PI: Stringer,
E.; NIMH 1R21MH115806) and NC Translational and Clinical Sci-
ences (NC TraCS) Institute, National Institutes of Health, through
Grant Award Number UL1TR002489. M.B.S. is supported by the
Fogarty International Center of the National Institutes of Health under
Award Number KO1TW012426. The content is solely the authors’
responsibility and does not necessarily represent the official views of
the National Institutes of Health.

Data Availability Deidentified data are available from authors upon
request.

Code Availability The qualitative structural code book is available from
authors upon request.

Declarations

Conflict of interest The authors have no relevant financial or non-fi-
nancial interests to disclose.

Ethical Approval This study was performed in line with the princi-
ples of the Declaration of Helsinki. Approval was granted by the Eth-
ics Committee of University of North Carolina (March 19, 2019/No.
17-3411) and the Ethics Committee of the University of Zambia (Janu-
ary 21, 2019/No. 011-11-18). The trial was prospectively registered
with clinicaltrials.gov (NCT04094870).

Consent to Participate Written informed consent was obtained from
all individual participants included in the study.

Consent for Publication Not applicable.

Open Access This article is licensed under a Creative Commons Attri-
bution 4.0 International License, which permits use, sharing, adapta-
tion, distribution and reproduction in any medium or format, as long
as you give appropriate credit to the original author(s) and the source,
provide a link to the Creative Commons licence, and indicate if changes
were made. The images or other third party material in this article are
included in the article’s Creative Commons licence, unless indicated
otherwise in a credit line to the material. If material is not included in
the article’s Creative Commons licence and your intended use is not
permitted by statutory regulation or exceeds the permitted use, you will
need to obtain permission directly from the copyright holder. To view a
copy of this licence, visit http://creativecommons.org/licenses/by/4.0/.


https://doi.org/10.1007/s10461-023-04264-0
http://creativecommons.org/licenses/by/4.0/

AIDS and Behavior (2024) 28:1123-1136

1135

References

10.

11.

12.

13.

14.

15.

Chibanda D, Jack HE, Langhaug L, Alem A, Abas M, Mangezi W,
Hanlon C, Sorsdahl K, Kagee A, Weiss H, Musesengwa R, Kidia
K, Udedi M, Nhamo D, Fekadu W, Demissie M, Lund C. Towards
racial equity in global mental health research. Lancet Psychiatr.
2021;8(7):553-5.

Gavin NI, Gaynes BN, Lohr KN, Meltzer-Brody S, Gartlehner G,
Swinson T. Perinatal depression: a systematic review of preva-
lence and incidence. Obstet Gynecol. 2005;106(5 Pt 1):1071-83.
Sawyer A, Ayers S, Smith H. Pre- and postnatal psychologi-
cal wellbeing in Africa: a systematic review. J Affect Disord.
2010;123(1-3):17-29.

Chibanda D, Mangezi W, Tshimanga M, Woelk G, Rusakaniko
S, Stranix-Chibanda L, Midzi S, Shetty AK. Postnatal depression
by HIV status among women in Zimbabwe. ] Womens Health
(Larchmt). 2010;19(11):2071-7.

Kaida A, Matthews LT, Ashaba S, Tsai AC, Kanters S, Robak
M, Psaros C, Kabakyenga J, Boum Y, Haberer JE, Martin JN,
Hunt PW, Bangsberg DR. Depression during pregnancy and the
postpartum among HIV-infected women on antiretroviral ther-
apy in Uganda. J Acquir Immune Defic Syndr. 2014;67(Suppl
4):S179-87.

Cyimana A, Andrews B, Ahmed Y, Vwalika B. HIV/AIDS and
postnatal depression at the University Teaching Hospital, Lusaka,
Zambia. Med J Zambia. 2010;37(2):78-83.

Byakika-Tusiime J, Crane J, Oyugi JH, Ragland K, Kawuma A,
Musoke P, Bangsberg DR. Longitudinal antiretroviral adherence
in HIV 4+ Ugandan parents and their children initiating HAART
in the MTCT-Plus family treatment model: role of depression
in declining adherence over time. AIDS Behav. 2009;13(Suppl
1):82-91.

Campos LN, Guimaraes MD, Remien RH. Anxiety and depres-
sion symptoms as risk factors for non-adherence to antiretroviral
therapy in Brazil. AIDS Behav. 2010;14(2):289-99.

Slomian J, Honvo G, Emonts P, Reginster JY, Bruyere O. Con-
sequences of maternal postpartum depression: a systematic
review of maternal and infant outcomes. Womens Health (Lond).
2019;15:1745506519844044.

Chow R, Huang E, Li A, Li S, Fu SY, Son JS, Foster WG.
Appraisal of systematic reviews on interventions for postpar-
tum depression: systematic review. BMC Pregnancy Childbirth.
2021;21(1):18.

Molyneaux E, Howard LM, McGeown HR, Karia AM, Trevillion
K. Antidepressant treatment for postnatal depression. Issues Ment
Health Nurs. 2017;38(2):188-90.

Brown JVE, Wilson CA, Ayre K, Robertson L, South E, Moly-
neaux E, Trevillion K, Howard LM, Khalifeh H. Antidepressant
treatment for postnatal depression. Cochrane Database Syst Rev.
2021;2:CD013560.

Kulisewa K, Minnick CE, Stockton MA, Gaynes BN, Hossein-
ipour MC, Mphonda S, Sansbury G, Udedi MM, Pence BW.
The acceptability of antidepressant treatment in people living
with HIV in Malawi: a patient perspective. Glob Public Health.
2023;18(1):2201327.

Safren SA, O’Cleirigh C, Tan JY, Raminani SR, Reilly LC, Otto
MW, Mayer KH. A randomized controlled trial of cognitive
behavioral therapy for adherence and depression (CBT-AD) in
HIV-infected individuals. Health Psychol. 2009;28(1):1-10.
Safren SA, O’Cleirigh C, Andersen LS, Magidson JF, Lee JS,
Bainter SA, Musinguzi N, Simoni J, Kagee A, Joska JA. Treating
depression and improving adherence in HIV care with task-shared
cognitive behavioural therapy in Khayelitsha, South Africa: a ran-
domized controlled trial. J Int AIDS Soc. 2021;24(10):e25823.

16.

17.

18.

19.

20.

21.

22.

23.

24.

25.

26.

217.

28.

29.

Sankoh O, Sevalie S, Weston M. Mental health in Africa. Lancet
Glob Health. 2018;6(9):e954-5.

Abas M, Nyamayaro P, Bere T, Saruchera E, Mothobi N,
Simms V, Mangezi W, Macpherson K, Croome N, Magidson J,
Makadzange A, Safren S, Chibanda D, O’Cleirigh C. Feasibility
and acceptability of a task-shifted intervention to enhance adher-
ence to HIV medication and improve depression in people living
with HIV in Zimbabwe, a low income country in sub-Saharan
Africa. AIDS Behav. 2018;22(1):86-101.

Nyamayaro P, Bere T, Magidson JF, Simms V, O’Cleirigh C,
Chibanda D. Task-shifting problem-solving therapy intervention
for depression and barriers to antiretroviral therapy adherence for
people living with HIV in Zimbabwe: case series. Cogn Behav
Pract. 2020;27(1):84-92.

Spelke MB, Paul R, Blette BS, Meltzer-Brody S, Schiller CE,
Ncheka JM, Kasaro MP, Price JT, Stringer JSA, Stringer EM.
Interpersonal therapy versus antidepressant medication for treat-
ment of postpartum depression and anxiety among women with
HIV in Zambia: a randomized feasibility trial. J Int AIDS Soc.
2022;25(7):¢25959.

Cox JL, Holden JM, Sagovsky R. Detection of postnatal depres-
sion. Development of the 10-item Edinburgh postnatal depres-
sion scale. Br J Psychiatr. 1987;150:782-6.

Busner J, Targum SD. The clinical global impressions scale:
applying a research tool in clinical practice. Psychiatry (Edg-
mont). 2007;4(7):28-37.

Kathree T, Selohilwe OM, Bhana A, Petersen I. Perceptions
of postnatal depression and health care needs in a South Afri-
can sample: the mental in maternal health care. BMC Womens
Health. 2014;14:140.

Petersen Williams P, Brooke-Sumner C, Joska J, Kruger J, Van-
leeuw L, Dada S, Sorsdahl K. Young South African women on
antiretroviral therapy perceptions of a psychological counselling
program to reduce heavy drinking and depression. Int J Environ
Res Public Health. 2020;17(7):2249.

Ng’oma M, Meltzer-Brody S, Chirwa E, Stewart RC. Passing
through difficult times: perceptions of perinatal depression and
treatment needs in Malawi—a qualitative study to inform the
development of a culturally sensitive intervention. PLoS ONE.
2019;14(6):0217102.

Kulisewa K, Dussault JM, Gaynes BN, Hosseinipour MC, Go
VF, Kutengule A, LeMasters K, Meltzer-Brody S, Midiani D,
Mphonda SM, Udedi M, Pence BW, Bengtson AM. The feasibil-
ity and acceptability of a task-shifted intervention for perinatal
depression among women living with HIV in Malawi: a qualita-
tive analysis. BMC Psychiatr. 2022;22(1):833.

Kaaya S, Siril H, Fawzi MCS, Aloyce Z, Araya R, Kaale A,
Kasmani MN, Komba A, Minja A, Mwimba A, Ngakongwa F,
Somba M, Sudfeld CR, Larson E. A peer-facilitated psychologi-
cal group intervention for perinatal women living with HIV and
depression in Tanzania-healthy options: a cluster-randomized
controlled trial. PLoS Med. 2022;19(12):e1004112.

Chibanda D, Shetty AK, Tshimanga M, Woelk G, Stranix-
Chibanda L, Rusakaniko S. Group problem-solving therapy
for postnatal depression among HIV-positive and HIV-neg-
ative mothers in Zimbabwe. J Int Assoc Provid AIDS Care.
2014;13(4):335-41.

Nakimuli-Mpungu E, Musisi S, Smith CM, Von Isenburg M,
Akimana B, Shakarishvili A, Nachega JB, Mills EJ, Chibanda D,
Ribeiro M, A VW, and, Joska JA. Mental health interventions for
persons living with HIV in low- and middle-income countries: a
systematic review. J Int AIDS Soc. 2021;24(Suppl 2):e25722.
Stockton MA, Udedi M, Kulisewa K, Hosseinipour MC, Gaynes
BN, Mphonda SM, Maselko J, Pettifor AE, Verhey R, Chibanda
D, Lapidos-Salaiz I, Pence BW. The impact of an integrated
depression and HIV treatment program on mental health and

@ Springer



1136

AIDS and Behavior (2024) 28:1123-1136

30.

31.

32.

HIV care outcomes among people newly initiating antiretroviral
therapy in Malawi. PLoS ONE. 2020;15(5):e0231872.

Adams JL, Almond ML, Ringo EJ, Shangali WH, Sikkema KJ.
Feasibility of nurse-led antidepressant medication management
of depression in an HIV clinic in Tanzania. Int J Psychiatr Med.
2012;43(2):105-17.

Zhong H, Arjmand IK, Brandeau ML, Bendavid E. Health out-
comes and cost-effectiveness of treating depression in people with
HIV in Sub-saharan Africa: a model-based analysis. AIDS Care.
2021;33(4):441-7.

Stockton MA, Minnick CE, Kulisewa K, Mphonda SM, Hos-
seinipour MC, Gaynes BN, Maselko J, Pettifor AE, Go V, Udedi
M, Pence BW. A mixed-methods process evaluation: integrating

@ Springer

33.

depression treatment into HIV care in Malawi. Glob Health Sci
Pract. 2021;9(3):611-25.

Brittain K, Mellins CA, Phillips T, Zerbe A, Abrams EJ, Myer
L, Remien RH. Social support, stigma and antenatal depression
among HIV-infected pregnant women in South Africa. AIDS
Behav. 2017;21(1):274-82.

Publisher’s Note Springer Nature remains neutral with regard to

jurisdictional claims in published maps and institutional affiliations.



	Acceptability of a Randomized Trial of Anti-depressant Medication or Interpersonal Therapy for Treatment of Perinatal Depression in Women with HIV
	Abstract
	Introduction
	Methods
	Study Design and Population
	Data Collection
	Data Analysis

	Results
	Attitudes Toward Study Interventions and Procedures
	Acceptability of Assigned Intervention
	Participant Perceptions of the Value and Efficacy of Assigned Treatments
	Lessons Learned from Study Participation
	Attitude Toward Clinic Visits
	Attitude Toward Counseling Sessions
	Group Counseling or Individual Therapy 
	Frequency of Counseling Sessions 
	Attitude Toward Medication Dispensation and Dosage Modifications 


	Barriers and Facilitators to Intervention Adherence
	Medication Adherence
	Medication Side Effects
	Health beliefs and attitudes towards depression and treatment for depression
	Combination of Social Support and Medication
	Stigma surrounding HIV and mental health
	Social Stigma 
	Self-stigma 

	Approaches to Stigma Reduction for Mental Health
	Counseling 
	Clinic Support to Decrease Stigma 
	Education and Sensitization of the Community 

	Perceptions and disclosure of participating in a research study for treatment of depression
	Positive Perceptions Towards the Study 
	Negative Perceptions Towards the Study 
	Disclosure of Study Participation to Family, Friends, and Partners 
	Non-disclosure of Study Participation to Partner, Family, or Friends 



	Discussion
	Study Limitations

	Conclusion
	Acknowledgements 
	References


