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Abstract

Background Depression is common among people with tuberculosis (TB). The condition is typically unrecognised
or untreated despite available and effective treatments in most low- and middle-income countries. TB services in
these countries are relatively well established, offering a potential opportunity to deliver integrated depression
screening and care. However, there is limited evidence on how such integration could be achieved. This study aimed
to understand the barriers and facilitators to integrate depression care in TB services.

Methods \We conducted nine workshops with 76 study participants, including people with TB, their carers, and
health service providers in Bangladesh, India, and Pakistan, seeking views on integrating depression care into

TB clinics. We used a deductive thematic approach to analyse the translated transcripts of audio recordings,
contemporaneous notes made during workshops for Bangladesh and India and workshop reports for Pakistan. Using
the SURE (Supporting the Use of Research Evidence) thematic framework, we extracted and categorised barriers and
facilitators into various domains.

Results Reported barriers to integrating depression care in TB services included lack of knowledge about

depression amongst patients and the staff, financial burden, and associated stigma for people with TB and their
carers. Government buy-in and understanding of how to identify and screen for depression screening were potential
facilitators reported. Additionally, breaking through mental health stigma and providing the additional resources
required to deliver this service (human resources and consultation time) were essential for integrating depression and
TB care.

Conclusions Depression is a common condition found among people with TB, requiring early identification among
people with TB. Integrating depression care into Tb services by health workers requires the availability of political
support and the provision of resources.
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Background

Tuberculosis (TB) is a significant contributor to the
global burden of diseases, especially in low- and middle-
income countries (LMICs) [1]. The most significant bur-
den of TB is in South Asia(44%); Bangladesh (3.6%), India
(26%) and Pakistan (5.7%) are among the eight coun-
tries that contribute two-thirds of the total number of
TB cases in the world [2]. The Sustainable Development
Goal (SDQ@) target 3.3 requires an 80% reduction in TB
incidence by 2030; the World Health Organisation has
approved a target to achieve a 90% reduction in TB inci-
dence and a 95% reduction in TB mortality by 2035 [2,
3]. Although the adoption of directly-observed therapy
short-course (DOTS) has been successful in improv-
ing tuberculosis outcomes [4-7], nevertheless these
ambitious targets cannot be achieved unless comorbid
conditions, which commonly occur alongside TB, and
adversely affect its outcomes, including mortality, are
managed adequately [4—6].

Mental health problems are highly prevalent in people
with tuberculosis. They may affect TB treatment adher-
ence, leading to poor health outcomes such as treatment
failure, multidrug-resistant TB, increased mortality and
healthcare expenditure [8]. Depression is the most com-
mon mental health condition in people with TB [9-11].
The two conditions share a complex and bidirectional
interaction, each being a risk factor for the develop-
ment of the other [12, 13]. A meta-review reported a
global pooled depression prevalence of up to 45% (95%
CI: 38.04—52.55%) in people with TB [14]. The preva-
lence of depression in people with TB was higher than
those without TB in a cross-sectional data analysis across
48 low and middle-income countries (23.7% vs. 6.8%,
respectively) [7]. A higher rate of depression among the
TB population has been reported in Bangladesh (33.8%)
[15], India (23.6%) [16] and Pakistan (42.8%) [17].

Tuberculosis treatment services are relatively well
established and embedded within most primary, sec-
ondary, and tertiary care settings in these LMICs. Con-
versely, depression is treatable with relatively simple,
low-cost psychological or pharmacological therapies.
Still, healthcare services usually fail to diagnose or treat
it in LMIC settings, particularly in people with TB [18].
Preliminary evidence supports integrating mental health
care (counselling and psychological interventions) into
TB care [18-20]. This could potentially lead to better
detection and treatment of depression and increase the
quality of care and quality of life for TB patients, reduce
healthcare costs, provide more patient-centred care and
improve TB treatment completion, and ultimately save
lives [18, 21, 22]. Embedding depression screening and

treatment using a simple, scalable intervention in TB
care offers an opportunity to improve the care of depres-
sion and TB outcomes. It can also help address the well-
recognised mental health treatment gap, as many people
with mental disorders do not have access to evidence-
based treatments globally, especially in LMIC. A lack of
mental health specialists in LMICs contributes to the
large ‘treatment gap’ for mental disorders [23].

There is general recognition of the strong associations
and inter-related causal mechanisms between mental dis-
orders and chronic physical health problems, necessitat-
ing a joint approach to care [24]. WHO’s mental health
action plan 2013-20 calls for “the integration of mental
health treatment into general hospitals and primary care”
[25]. United Nations member states recently agreed to
expand their focus on the big four NCDs, including the
fifth, mental disorders and argued for a joint approach
[26]. The process of embedding screening and care for
depression in TB care aligns with this agenda. Task shift-
ing (non-specialist health or lay workers trained and
supervised to deliver interventions usually provided by
specialists) [27] can help this shortage and is supported
by the WHO mhGAP [28] as a way to bridge current
unacceptable treatment gaps. Moreover, healthcare sys-
tems have historically separated services for mental and
physical health.

Despite the potential benefits of integrating care for
depression in TB services, little is known about how it
can be achieved [9, 29]. To address this gap, the present
study aimed to understand the facilitators and barriers
to detecting and treating depression in people with TB
from the perspective of diverse TB stakeholders, includ-
ing patients, their families and caregivers, healthcare
professionals and policymakers in Bangladesh, India and
Pakistan.

Methods

Study design and participants

This study is part of a research programme to design
and evaluate an integrated depression care pathway in
TB services, following the MRC framework for complex
interventions [30-33]. This study reports the develop-
ment phase of our research programme, allowing stake-
holders to create realistic expectations, impacts and
outcomes within their country’s context and available
resources [34]. This study focuses on understanding the
barriers and facilitators to deliver an integrated path-
way for screening and care of depression in Bangladesh,
India and Pakistan, considering the uncertainty of the
development and acceptability of a culturally appropriate
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pathway for case finding and treatment of depression,
integrated with TB services in these settings.

We conducted a series of iterative workshops to elicit
views on the barriers, facilitators, existing gaps and
opportunities for integrating depression care in TB
services. We engaged people with TB (or recovered
patients), families, health professionals (mental health
experts, TB/chest medicine experts and DOTS facili-
tators), public health experts and policymakers. These
study participants were identified through the study
team’s existing clinical and research networks in each
country, ensuring the representation of service providers
and users.

Data collection

All participants were given a study description, and writ-
ten informed consent was obtained. Workshops were
conducted as hybrid physical and online meetings with
a mix of participants. Workshops were performed sepa-
rately for health professionals and people with TB infec-
tion to manage the power dynamics between the two
groups. A workshop guide was developed for facilita-
tors to outline the format and included questions and
prompts that could be used to explore facilitators and
barriers to integrated care (Appendix 1). Workshops con-
sisted of a presentation, in lay language, giving an over-
view of depression and TB (definitions of depression and
TB, information on the prevalence of depression among
TB patients and the impact and current knowledge of
depression-TB care management) and the aim and ratio-
nale for developing depression case-finding and care
pathways. After the presentation, participants discussed
their experiences and perspectives on depression and TB
and factors that could facilitate or hinder the implemen-
tation of integrated depression-TB screening and treat-
ment in their setting.

Workshop facilitators were explicitly trained to pres-
ent and share information, ask open-ended questions,
probe, engage, and ensure mutually respectful, inclusive
participation, allowing everyone to give their views. The
workshops were conducted in Bangla (in Bangladesh),
Urdu (in Pakistan), and a mixture of Kannada, English
and Hindi (in India).

Data management and analysis

Each workshop was recorded, transcribed verbatim and
translated into English by researchers in Bangladesh (SK)
and India (AA & VS), while in Pakistan, contemporane-
ous notes were made, from which a detailed report was
prepared (in English) of the workshops (SA). Analysis
was conducted using a deductive thematic approach.
OT and AA analysed the data following the SURE (Sup-
porting the Use of Research Evidence) thematic frame-
work [35]. The SURE framework assists in improving
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decision-making about health systems in sub-Saharan
Africa by enhancing policymakers’ access to and use of
evidence-based research [36]. The framework is divided
according to domains related to providers of care, recipi-
ents of care, other related stakeholders, health system
constraints and social and political constraints (Appen-
dix 2). This framework has been increasingly used in
a low-resource setting, Khumalo et al. 2020 used it to
understand the barriers and facilitators of rendering HIV
services by community health workers in sub-Sahara
Africa [37], and Musinguzi et al. 2022 categorising the
barriers and facilitators that might affect providers of
care to utilise Uganda Ministry of Health framework [38].
The framework has been used to assess factors affect-
ing task-shifting implementation in midwifery service
[39]. Therefore, we analysed our results using this frame-
work to assess barriers and facilitators that could impact
healthcare providers and recipients of care during the
integrated pathway for depression screening and care in
TB services.

OT and AA read through all the workshop transcripts
and reports and met to discuss, reflect, and compare
notes. They devised a coding framework based on the
SURE domains and extracted barriers and facilitators
from the transcripts. Findings were initially analysed and
synthesised separately for each country and then com-
pared across countries, examining cultural differences
across the three countries.

Ethical considerations

The study was approved by the Health Sciences Research
Governance Committee (HSRGC/2020/418/D) of the
University of York. Ethical approval was also received
from the Institute of Health Economics (IHE) in Bangla-
desh, the National Institute of Mental Health and Neuro-
sciences (NIMHANS) in India and KMU (Dir/KMU-EB/
IPHSS/MM-001) in Pakistan. Written informed consent
was received from all study participants.

Results

Demographic characteristics

A total of 76 study participants were involved in a series
of 9 workshops across Bangladesh (N=4), India (N=3)
and Pakistan (N=2) between February and April 2021.
Study participants included (i) individuals who were
receiving or had completed TB treatment and their carers
(N=21), (ii) Specialised clinicians including chest medi-
cine experts and mental health experts (N=16), (iii) TB
control program staff including DOTS facilitators, medi-
cal officers, and managers (N=19) and (iv) policymakers
N=3). The study participants’ ages ranged from 17 to 65
years, and 35 were women - Table 1.
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Table 1 Characteristics of 76 workshop participants across the
three countries

Characteristics Bangla-  India Pakistan
desh (n=30)(n/N=%) (n=27)
(n=19) (n/N=%)
(n/N=%)
Sex
Male 7(36.8%) 12(40%) 22(81.5%)
Female 12(63.2%) 18(60%) 5(18.5%)
Health care providers 6(31.6%)  17(56.7%) 15(55.6%)
Clinicians & Specialist - 5(16.7%) 7(25.9%)
TB Project Management  3(15.8%) 1(3.3%) 4(14.8%)
TB-DOTS Program Staff 3(15.8%) 10(33.3%) 1(3.7%)
Policy Maker - 1(3.3%) 3(11.1%)
People with TB 8(42.1%)  9(30.0%) 6(22.2%)
TB Carers 5(26.3%) 4(13.3%) 6(22.2%)

Overview of findings

The barriers and facilitators to integrating depression
care into tuberculosis services reported by workshop
participants are summarised in Table 2, organised by rel-
evance to (1) recipients of care, (2) providers of care and
(3) health systems constraints, and by SURE Framework
concepts.

Findings are discussed below, grouped by (i) barriers
and facilitators relevant to providers and recipients, (ii)
those related to health systems and (iii) recommenda-
tions to support better-integrated care.

Provider and recipient level barriers and facilitators
Knowledge and skills

Lack of knowledge, training, and capacity to identify and
deliver depression care to patients was a predominant
barrier mentioned by healthcare workers in all three
countries. Healthcare providers discussed that current
TB clinical practices do not include inquiries about men-
tal health (including depression) from people with TB in
their settings. In India and Pakistan, participants men-
tioned that people with tuberculosis are not well-sensi-
tised about the symptoms of depression, and this is due
to a lack of knowledge from health workers. Providers
and recipients of care and recipient of care (people with
TB and caregivers) acknowledged that a major significant
challenge is the lack of guidelines and screening tools for
depression screening among people with TB in their set-
tings. In India, health workers stated that they lack the
knowledge that depression care, such as screening and
treatment, can be delivered by a non-mental health per-
son where appropriate.

People with tuberculosis lacked knowledge about the
increased likelihood of mental health problems for those
with TB and were unaware of the availability of depres-
sion services. The lack of counselling about mental
health issues from health workers during the delivery of
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tuberculosis services was stated by participants from all
three countries.

“I have heard that health workers for mental health
are psychologists. As far as I've heard from them,
they study this subject and then provide treatment;
they will be the best people to treat depression” TB
Patient, Bangladesh.

“Also, I'm not very confident about treating a psy-
chiatric illness. at least, I may not be so confident to
treat” TB Consultant, Pakistan.

This study found out that few of the TB care provid-
ers had some (but limited) (a) knowledge of depression
symptoms, (b) prior training in counselling patients with
TB, (c) understanding that people with TB require men-
tal health support, (such as depression care); these poten-
tial facilitators can help deliver holistic care to patients
with TB and depression. However, it was highlighted that
TB healthcare workers often associate depression-related
signs with TB rather than mental health itself. Hence,
further sensitisation about mental health amongst TB
care providers is essential to providing depression care to
TB patients.

“I think there’s a lot of misleading in symptoms
because most of the patients do not come to us
directly with symptoms of depression, and when they
present to us with general symptoms, a loss of appe-
tite or loss of weight, we obviously will attribute it to
the disease process itself instead of thinking of the
mental health” -Clinician Consultant, India.

“There is no healthcare education, and the staff can-
not do counselling sessions due to lack of training.
Capacity development should be done, and lower
staff should be trained to diagnose and treat funda-
mental psychiatric problems in TB Patients: TB Pro-
gram Manager, Pakistan.

Across all the countries, the recipients of care acknowl-
edged (a) that they have experienced or are still experi-
encing symptoms of depression, (b) are aware that their
overall well-being deteriorates because of TB infection,
stigma, and their state of emotional well-being, (c) the
carers and patients are reliant on self and communal cop-
ing strategies for depression symptoms management, and
(d) Some of the patients have had depression prescrip-
tions in the past by the health workers.



Todowede et al. BVIC Health Services Research

(2023) 23:818

Table 2 Summary of Barriers and Facilitators to Integration across various levels

Page 5 of 13

Level SURE Barriers Facilitators
Framework
concepts
Recipients Knowledge @ Lacks knowledge about their mental health issues and @ Knowledge of depression, stress, and anxiety symp-
of care (TB and skills relatedness to TB with TB diagnosis and treatment. toms because of their TB diagnosis and treatment.
patients and @ Lack of clear communication with health professionals. @ Realisation that their overall well-being (physical
carers) @ Patients are unaware of their mental health and how well  and mental) deteriorates due to TB stigma, treatment
to get diagnosed, treat, and manage it. interaction and social isolation.
@ Awareness that mental health workers can assist in
managing and treating their depression symptoms.
@ Carers'awareness of the changes in the mental
health of TB patients after diagnosis and during treat-
ment and willingness to assist patients in coping with
their symptoms and care.
Attitudes @ Lack of diagnosis confirmation when TB patients experi- @ Perceived competence of healthcare staff to care
regarding ence depression symptoms. for their mental health.
programme @ Patients with TB and caregivers were worried about the @ Enthusiastic about taking care of both their physical
acceptability,  additional medical care costs should depression care be and mental health.
appropriate-  included in their ongoing services. @ Perceived willingness to accept depression care if
ness, and @ Limited consultation time between health workers and provided with their TB treatment programme.
credibility patients. @ Agreement that integrated depression services into
@ Patients are only willing to spend limited time at the hospi- current TB care will be efficient and economical, help-
tal because of their TB fragility. ful and acceptable.
@ Patients are dissuaded from discussing their depres- @ Willingness to be screened for depression and
sion symptoms because of health workers'attitudes and receive counselling for depression management, not
unfriendliness. medications.
@ Unwillingness to discuss mental well-being and depres-
sion symptoms with health workers of the opposite gender.
@ Poor perception that public hospital health workers do not
pay quality attention and provide patients guidance.
@ Preference for private healthcare practice over public
government hospitals.
@ High community TB stigma prevents patients from speak-
ing about their mental health.
Motivation @ Lack of motivation to seek help when presented with @ Acknowledgement of the importance and the
tochangeor  depression symptoms due to the burden of patients’ multi- need for depression screening and treatment with
adoptanew  morbidity conditions. their TB treatment programme
behaviour @ Patients' preferences for specific health workers. @ Availability of psychosocial support from carers.

@ Limited mental health awareness and counselling from the
health workers.

@ Due to a reoccurring lack of trust and stigma between
patients and healthcare workers, people with TB were wor-
ried that service providers might not keep their mental health
diagnosis confidential.

@ Ability to develop a coping strategy and support
system for managing depression symptoms.

@ Willingness of people with TB and their carers to be
screened for depression, receive mental health coun-
selling, should this be offered during the TB treatment
programme.
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Level SURE Barriers Facilitators
Framework
concepts
Provider of Knowledge @ Lack of knowledge on how to inquire and counsel TB @ Prior TB treatment counselling training.
care and skills patients about depression. @ Acknowledgement that depression symptoms pre-
@ Lack of training and confidence to identify, diagnose and  sentation is joint among people with TB and affects
treat depression. their treatment adherence.
@ Lack of knowledge regarding depression screening tools @ Health workers capable of holistically assessing
and guidelines for TB patients. patients.
@ Belief that screening for depression was the role of mental @ Knowledgeable about common risk factors such
health workers. as alcohol and drug use among TB patients and its
association with depression.
Attitudes @ Overburdened with high patient inflow. @ Acknowledgement that depression symptoms are
regarding @ Limited consultation time and space. common comorbidity among TB patients requires
programme @ Lack of guidelines on screening and managing depression  urgency.
acceptability,  in the TB care pathway. @ Willingness to deliver depression screening and
appropriate- @ Lack of confidence and capacity to deliver quality depres-  low-intensity support.
ness, and sion screening and support. @ Policymakers were willing to utilise existing resourc-
credibility @ Perception that patients'reluctance to discuss their mental  es to deliver depression screening, staff training and
health would affect the programme’s acceptability. low-cost treatment plan.
Motivation @ Perception that patients would reject counselling when @ Belief that screening for depression and counselling
to change or  offered by the health workers due to lack of trust. should be conducted from the onset of TB diagnosis.
adoptanew @ Belief that patients would be unwilling to talk about their @ Willingness to have a TB clinic staff screen or treat
behaviour mental health for fear of the stigma associated with mental ~ depression if trained.
iliness. @ Willingness to leverage the resources of established
@ Increase in workload with the addition of depression mental health care and facilities, for instance, launch-
screening as part of their work duties. ing mental health programme for the HIV-infected
population
@ Support for the idea of creating awareness about
depression among tuberculosis patients.
Health Resources @ The health system is under-resourced, with limited human @ Acknowledgement that human resources can be
system resources in the tuberculosis clinics. managed and utilised for the screening.
constraints @ Need to incentivise staff to engage in depression screen- @ Budget allocation for recruitment of additional staff
ing and referral process
Management @ Lack of quality and affordable services may impact the @ Buy-in from health ministries can facilitate integrat-

and leadership integration of new programmes

ing depression into services in the TB care pathway.

Attitudes regarding integration acceptability,
appropriateness, and credibility

Healthcare workers across all three countries reported
being unsure of their capacity to deliver depression ser-
vices. Health workers said they were overburdened with
the number of people with tuberculosis that needed to
be dealt with in their facilities (high patent flow) within
limited space and time. The lack of integrated depres-
sion care guidelines into tuberculosis services is a sig-
nificant barrier to implementation. None of the countries
had a care plan or procedures for managing depression
in pulmonary tuberculosis. Health workers spoke about
patients’ reluctance to discuss their mental health. Some
health workers felt that stigmatisation of mental health
conditions such as depression might impact the accept-
ability of depression screening among patients.

The barriers related to acceptability, appropriateness,
and credibility of integrating depression care expressed
by people with TB were regarding their unwillingness to
discuss their mental health issues with health workers
because of confidentiality issues and lack of empathy by

the health workers, the poor quality and short consulta-
tion time they received, and the lack of engagement by
the health workers. In India, people with TB were con-
cerned and unwilling to discuss their mental health with
the opposite gender. For instance, due to cultural views,
a male TB patient was reluctant to discuss his mental
health issues with a female health worker. The gender
difference was a significant barrier in discussing men-
tal health-related issues between health workers, people
with TB, and their caregivers. Thus, it might be a chal-
lenge for health workers to identify depression in their
patients without the opportunity to start a conversation.

Furthermore, people with TB indicated that health
workers pay little or no attention to them in govern-
ment-funded facilities. They are not provided with com-
prehensive guidance about their health issues and their
management, so they prefer using private healthcare
facilities where they receive more focused attention and
care. People with TB and their caregivers were concerned
about the additional financial and medical costs associ-
ated with depression services.



Todowede et al. BMC Health Services Research (2023) 23:818

“I also had TB, then the doctor said from a distance,
“Stay there, talk from there, this is upsetting for
someone with tuberculosis” Caregiver, Bangladesh.

“Not only me but all TB patients will also welcome
this idea. I would love to participate in this screen-
ing” TB patient, Pakistan.

Healthcare providers across all countries mentioned (a)
that depression is a common comorbidity among TB
patients and requires urgent interventions, (b) healthcare
workers were willing to deliver depression screening and
low-intensity treatment, should they receive training, (c)
policymakers were willing to utilise existing resources to
deliver depression screening, staff training and low-cost
treatment plan. For instance, health workers that were
interviewed in India stated that delivering culturally
appropriate depression awareness programs that involve
TB patients and community members will encourage the
adoption and acceptance of integrated depression-tuber-
culosis care within their context.

“So as a clinician, I'll be concentrating more on the
tuberculosis part, and the clinical symptoms, the
Pphysical symptoms, and mental health is always
something which is often neglected” Clinician, India.

“We found depression in maximum TB patients.
They are mostly paranoid about whether or not they
will be cured. A lot of depression and fear works
inside them. Most of them are extremely concerned
and scared.” DOTS facilitator, Bangladesh.

People with TB and their carers acknowledged (a) the
importance and benefits of depression screening along-
side their TB treatment regime, (b) their willingness to
be screened for depression and provided with quality
counselling with more details about their mental health,
(c) across all countries, the integration of depression care
into TB services would be acceptable to the people with
TB and their carers. In Bangladesh, the study participants
emphasised that the availability of this care will be more
appropriate than their current coping strategy of dis-
cussing with friends and families when they experience
depression symptoms.

“If the patient wants to say something regarding
their depression to their family, they don’t under-
stand. It is important to understand how to console
the patient. That's why I think it will greatly benefit
if the patient receives counselling with the TB treat-
ment here” TB patient, Bangladesh.

“To accept depression care along with TB care will
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be helpful, and we can undergo it. Because even now
you are providing us information on this, and so we
can understand all this and so it will be beneficial”
Carer, India.

“Yes, because it will be helpful to take care of both
physical and mental health’] Carer, India.

“I will be ready to take it because it will help in bet-
ter understanding the problem I am going through
and also to overcome the same’; Carer, India.

Motivation to change

Most of the health workers were not motivated to inte-
grate depression care into TB care, as they had the per-
ception that should depression care be offered, there
would be a lack of engagement by the patients for
depression screening and counselling due to the stigma
associated with mental illness. Also, health workers in
Bangladesh reported that depression screening would
add to their workload. All healthcare workers and poli-
cymakers were uncertain about the referral guidance and
process to follow should TB patients screen positive for
depression. There was also a presumption of patients not
accepting depression screening and treatment because of
the patient’s lack of trust in the health care workers.

“So if they (DOTS provider) are to provide counsel-
ling to the people, it would take up some extra time’,
a Health worker (Manager) in Bangladesh.

“To understand the specific reason behind the
depression and how to deal with it takes much
time, and it would not be possible for the existing
employee to manage the time for counselling barri-
ers” Health worker, Bangladesh.

“Stigmatisation around TB does not allow patients
to discuss or express themselves with the health
workers; this might affect any form of discussion
about mental health” Clinician, Pakistan.

Lack of rapport and relationship between health care
providers and people with TB was a de-motivator for dis-
cussing their mental health issue with health care provid-
ers; culturally, such expression of sadness is considered
to be mainly discussed with family and friends. People
with TBs recalled that the lack of mutual respect from
the health workers is a significant factor that could affect
their ability to trust them with their mental health care.
Motivation to change-related facilitators mentioned by
the providers of care includes the following: (a) the will-
ingness to incorporate depression screening and treat-
ment into current services by healthcare workers should
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there be training and additional resources, (b) the willing-
ness to create more time for the provision of holistic care
for TB patients beyond treatment, (c) acknowledgement
that if the present staff were trained on depression identi-
fication, they would be able to deliver essential depression
treatment alongside current practice. In India, healthcare
workers and policymakers were open to discussing taking
ownership of the TB-depression care integration process.
In Pakistan, the policymakers were willing to leverage the
mental health care resources (human and facilities) that
are currently being used for people living with HIV, for
people with TB. Healthcare workers and policymakers
across the three-country study sites agreed that screening
patients attending DOTSs and TB clinics for depression is
viable.

“So if they are trained (referring to the grassroots
level health workers), they'll be trained with simple
scoring tools, something that can help them to pick
up the psychiatric illness, then I think that would be
a better solution’] Psychiatric Consultant, Pakistan.

“They (TB Health visitors) are not physicians, and
they can’t treat patients. Maybe if we have a one-
month training program, they can be trained to do
the counselling process. But not the pharmacother-
apy is possible” Pulmonologist, India.

“They (TB Health Visitors) can be doing the basic
counselling. Only identification and basic counsel-
ling and referral’ - Policy Maker, India.

“It would be good if depression care is integrated
with the TB treatment service...But I think everyone
needs to be trained before it is integrated. In terms
of Human Resources, it might need a little extra
human resource. What I mean is, I think we need
someone who has a little specialisation in counsel-
ling. Or have studied counselling or are trained”
Health facility manager, Bangladesh.

The following facilitators were mentioned by people with
TB and their carers (a) they were in support and were
willing to accept depression screening care if offered at
the facility, (b) belief that the current health worker’s
role (DOTYS) for the TB patients, will assist in driving the
uptake of depression care, (c) people with TB were curi-
ous to understand the reasons and how to handle depres-
sion symptoms and willing to seek help. All recipients of
care indicated that integration of depression care would
be a motivator for TB treatment adherence.

“If we can talk to them (health workers), they'll talk
to us. Coming here (to the TB clinic) was a good sug-
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gestion, and we'll feel comforted as we were able to
come here and speak out’” TB patient, India.

Health systems-level barriers and facilitators

Resources (human and financial)

Lack of skills and the limited staff was key barrier
expressed across the three countries. In India and Paki-
stan, policymakers were willing to leverage their limited
resources and integrate depression care into their cur-
rent services. The TB coordinators were reluctant to use
their existing human resources to deliver depression care
in Bangladesh. In Bangladesh, the TB coordinators were
receptive to using other physical resources that are avail-
able such as office space and dedicating some more time
to delivering depression care (although the time allocated
to each patient will be dependent on the patient flow). In
India, it was discussed that there is a budget allocation for
recruiting a counsellor within the TB clinic, which can be
used to recruit additional persons to conduct depression
screening. In Pakistan, policymakers and health workers
mentioned that the present human resources could be
used in delivering depression care.

Furthermore, the health workers expressed the need
for extra incentives, such as financial incentives for non-
mental health staff screening and referring patients for
depression care.

“It (referring to depression identification) should be
a brief assessment. If we incentivise to detect depres-
sion, it will probably be useful’;, Senior Nodal Officer,
India.

“To make this process sustainable and attainable,
we will need to provide some monetary benefit to the
Dots facilitators to carry out this with their existing
work’] Senior Pulmonologist, Pakistan.

Patient flow processes

Across all three countries, health workers are struggling
with a high workload and many TB patients; thus, add-
ing on depression screening would be an added burden
stretching their already heavy workload. Health work-
ers expressed that the referral pathway to mental health
facilities, when required, should be efficiently designed
without increasing the time spent in the hospital by peo-
ple with TB.

In India, health workers stated that there is an ongo-
ing mental health awareness campaign organised by
non-governmental organisations in communities; this
could assist in increasing the acceptability of integrated
depression care. Health workers in India noted that there
is a current referral pathway for suspected mental health
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stress. However, this isn’t specific to depression and often
used for people with multi-resistant TB(MDR-TB), and
nearby mental health facilities are well mapped out for
efficient referral purposes.

Management and leadership

People with TB and caregivers indicated that additional
programs, such as depression screening and treatment,
could strain the current poor quality and affordable TB
services they receive. Healthcare workers mentioned that
no holistic TB care pathway or guidelines dedicated to
mental health screening could be adopted for integrating
TB depression care. Healthcare workers and policymak-
ers emphasised the need to ensure the Indian Ministry of
Health’s buy-in on the plan to integrate depression into
TB services. TB coordinator in Bangladesh mentioned
that the success and sustainability of integrated care
depend on its adoption by the National TB programmes
and the Ministry of Health, as TB programmes are
funded through these parastatals.

“This proposition should be led by the India Ministry
of Health”— TB Consultant, India.

Recommendations to support better-integrated care
Recommendations on how to integrate depression
screening into TB care and practices were discussed by
people with TB, their caregivers and health workers in
this study. There was broad agreement across study par-
ticipants’ groups on some aspects of the screening uptake
and delivery, but differences of opinion regarding other
elements, e.g., who among the clinical staff should deliver
screening and the means of financing the new role. The
following practical recommendations were discussed and
concluded.

Staff training on depression finding and screening tool
Most participants favoured screening TB patients for
depression but reported that screening for depression
would be less acceptable to patients. A strong opinion
was articulated across all participants that all health
workers attending to TB patients should be required
to know how to identify and screen for depression, as
this is currently unavailable in the TB treatment pro-
gramme. It was noted that because of the high number
of patients that health workers had to attend, they would
require a short depression screening tool, that is, easy to
go through with the patients within a limited time of the
patient’s consultation.

“Existing staff should be tailor-trained in using short
and simple tools for screening depression in TB
patients. DOTS facilitators are available in every
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TB centre and should be utilised. Patients should be
educated by running awareness campaigns involving
local community leaders. Strong community rela-
tions need to be built for successful results” Policy
Maker, Pakistan.

“In Tertiary Care hospital, if the IPD staffs treating
TB patients are being sensitised on depressive symp-
toms identification, then definitely it will be another
aspect to work out in identifying depression among
patients suffering with TB’, Senior Nodal Officer,
India.

“Health visitors are in a better position to be trained
and also to teach them some basic counselling skills
if they find something’, Senior Pulmonologist, India.

Development of integrated depression and TB pathway
There was a broad consensus across health workers’
groups that integrating depression into TB care was nec-
essary. However, the current practice does not provide
guidelines on how, when and which patients to screen for
depression. They noted that a screening pathway and pol-
icy need to be developed as guidance for health workers.
The guideline and pathway should stipulate the process
of finding, treating, and referring TB patients for depres-
sion care.

“In the program (referring to the National TB Elimi-
nation Program), to find out depressive symptoms,
there are no such guidelines. TB-HVs are being
taught to be counselled the patient’, Senior Program
Manager from National TB Program, India.

“This integration will greatly help the patients, so we
are willing to help as much as possible. Currently,
no guidelines are available, but if we can develop a
pathway to follow, that will be the first step in the
right direction” Program Manager Provincial TB
Control Program, Pakistan.

“When someone with TB comes to receive treatment
and starts a medicine course, we offer counselling...
Firstly, we tell them that taking medicine can have
some side effects. And at the same time, we assure
him that he will improve if he takes TB medicine...
But there still has not been an individual treatment
plan or guideline for such cases (Depression in TB
patients)” TB Facility Manager, Bangladesh.
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Measures for implementing the proposed screening
People with TB and their carers suggested that depres-
sion screening and counselling commence immedi-
ately after TB diagnosis. Improving the quality of TB
care counselling offered by healthcare workers could be
enhanced by introducing depression screening. It was
also noted that a psychiatrist would be required to serve
in a supervisory role to TB healthcare workers. Increased
consultation time and quality of counselling about
depression will improve the acceptability of such a novel
and essential service. Health workers in India and Paki-
stan recommended increased depression sensitisation
among TB patients.

“They (TB Health Visitors) are not physicians; they
can’t treat patients. Maybe if we have a one-month
training program, they can be trained to do the
counselling process. But not the pharmacotherapy is
possible’;, Pulmonologist, India.

“Dots Facilitators can do the screening provided they
are trained first. As they are the first point of contact
of the patient, a senior psychiatrist can supervise
them, but I think they are fit for the role” of TB Con-
trol Program Manager, Pakistan.

“I only came to receive the medicines... But depres-
sion was not discussed. Because he is a doctor... and
I thought he could help with my TB treatment, but it
does not cover depression...We can talk to the health
care worker (DOT provider) first ... but it is impor-
tant to check whether the provider is willing to pro-
vide the depression care services” TB patient, Ban-
gladesh.

Discussion

Our study generated new evidence regarding barriers and
facilitators to integrating depression care within TB ser-
vices in Bangladesh, India and Pakistan. Health workers
with day-to-day contact with people with TB emphasised
that identifying and treating depression is vital in provid-
ing appropriate and holistic care for people with TB. The
barriers found are predominantly related to the stigma
associated with depression and TB, cultural gender-based
roles, poor interpersonal relationships between health
workers and people with TB and the quality of healthcare
workers’ counselling skills. These barriers might nega-
tively impact the acceptability and possible integration of
depression care into tuberculosis services. Furthermore,
broader structural issues and human resource capacity
for services were also perceived to influence the integra-
tion of depression care negatively.
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Potential opportunities to facilitate the integration of
depression care discussed include leveraging existing
human resources, increasing awareness of mental health,
improving linkage and referral services between mental
health specialist care and TB services, government and
developmental organisations’ buy-in, and increasing the
capacity of health workers to reduce burnout. Establish-
ing collaborative care models can help achieve integrated
care, but organisational and financial issues reported in
our study may affect its adoption within the health sys-
tems [40]. Our findings are consistent with a study from
Brazil that reported potential barriers to integrating
depression and TB treatment in primary care are strained
and under-resourced health systems and recurring TB
and mental health-related stigma. Moreover, providing
mental health training and building trusted relationships
between community health workers and people with
TB could facilitate the adoption of integrated care [41].
Another study reported a lack of knowledge about work-
able mechanisms for inter-sectoral collaboration between
mental health services and other health services among
health workers and a lack of community and service
user engagement in developing innovative, coordinated
care, such as depression and TB care [42]. Similarly, it’s
reported among Zambian populations that health work-
ers had inadequate understanding and training on how to
screen and treat mental health conditions in TB patients
[43]. In Malawi, inadequate resources (human and finan-
cial resources), burnout and lack of intimate consultation
rooms were key barriers to delivering integrated depres-
sion care [44]. Achieving successful implementation and
adoption of integrated care requires buy-in from the gov-
ernment and investors to provide financial incentives to
support the systems and health workers and adaptation
across different settings to offer additional care.

Lack of capacity, resources and guidelines for screening
and identifying depression among this population were
reported in our study. Studies have shown that train-
ing tuberculosis healthcare workers, providing technical
assistance and supervision by mental health specialists to
retain the knowledge of identifying and screening depres-
sion increases the likelihood of successfully integrating
depression care into tuberculosis services [30-32]. Some
of our study participants were not motivated to take up
the additional role of screening for depression among the
TB population because of the high workload. Moreover,
task shifting to provide mental health services may be
harnessed to integrate these services; this could involve
minimal services such as screening, counselling, and
referrals [45]. Similarly, our study supports the patient’s
and public perspective that a critical element to address-
ing mental health issues among TB patients is to provide
mental health support from the point of TB diagnosis
until people with TB have fully recovered [30].
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The current study showed the analysis of the results
collated across three South Asian countries, but we
acknowledge that the health systems vary within the
three countries. For instance, one of the facilitators
emphasised among health workers and policymakers in
Pakistan is the willingness of the health workers to lever-
age the established HIV mental health services for people
with TB. This is an established concept within different
countries and HIV facilities [46], though scarcely docu-
mented in the region of study. In our research, the pro-
vider of care’s poor counselling capacity and behaviour
was stated as a common barrier in India; these factors
have been reported to cause delays in the TB care cascade
in the country [47]. Strengthening the systems might not
be sufficient to address the complexity of integrated care,
but addressing the need to build in counselling capaci-
ties of the TB care providers. The resistance to adopting
integrated care by healthcare workers in Bangladesh was
mainly because the TB facilities are majorly externally
funded, such as the Global Fund, with rigid funding and
implementation plan [48, 49]. In the future, we suggest
government parastatals incorporate service users’ needs
into the country’s strategic goals and health programmes.

Strength and limitations

The strength of our study is that we used a participa-
tory approach that considers the views of recipients of
care (people with TB) to understand how to improve
healthcare services in low and middle-income countries.
This approach informs transformative implementation
strategies, generating realistic and culturally appropri-
ate research outcomes targeting end users’ needs [50].
We actively engaged with people with TB, carers, health
workers, public health experts and policymakers working
on TB programmes in South Asia. We conducted sepa-
rate workshops for people with TB, their carers and other
stakeholders such as policymakers and health workers to
ensure a power balance and encourage those with tuber-
culosis to share their opinions without intimidation.

We conducted this study during the COVID-19 pan-
demic. Still, we ensured that all participants adhered
to the country-specific guidance (limited number of
participants per workshop, masks, and social distanc-
ing) when attending in-person workshops. We realised
that extensive discussions were hampered due to social
distancing and wearing masks. The online workshops,
while they were more accessible to some participants,
resulted in limited interactions between study partici-
pants and patients with limited access to technology
were excluded. Though the study planned to include par-
ticipants from various backgrounds, we could not reach
out to some groups, such as TB non-governmental/com-
munity organisations, tuberculosis activists, and global
fund representatives, due to the impact of COVID-19
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and accessibility issues. Worthwhile to note that the Ban-
gladesh facility is funded through developmental donor
funding, which influenced the worker’s reluctance to take
up new roles outside their usual contracts. In Pakistan,
the group discussion was not recorded, and we relied on
handwritten reports taken during the interviews.

Conclusion

Our study found that TB service providers in the three
countries of interest encounter many TB patients with
depressive symptoms. However, successful integration
of depression into tuberculosis clinics can be achieved
should the following be improved: health workers coun-
selling capacities to identify and screen for depression,
increased human and facility resources, and govern-
ment and other investors’ buy-in are addressed. Creating
awareness about depression among people with TB and
their carers from the inception of their TB treatment pro-
gramme could reduce the dual stigma of TB and depres-
sion. Although our study did not capture all the complex
factors that could affect the implementation of integrated
care, we recommend that in achieving TB elimination by
2050, policymakers and other stakeholders address mea-
sures of efficiently implementing collaborative care, such
as mental health and TB services.

Supplementary Information
The online version contains supplementary material available at https://doi.
org/10.1186/512913-023-09783-z.

[ Supplementary Material 1 J

Acknowledgements

The authors wish to acknowledge all study participants and community
panels that participated in the study for their time and assistance, considering
this was conducted during the pandemic period.

Authors’ contributions

OT HJ & NS: Conception and design of the protocol and workshop guide.OT,
AA, SA: Analysis and interpretation of the data.AA, SK, ZN, OT, SA: Collection of
data. All authors: Drafting and revision and finalisation of the manuscript.

Funding

This research was funded by the National Institute for Health Research (NIHR)
(17/63/130) using UK aid from the UK Government to support global health
research. The views expressed in this publication are those of the author(s)
and not necessarily those of the NIHR or the UK government.

Data Availability

Due to the sensitivity of the information, the data will not be uploaded
to a public repository. However, the data is available upon request to the
corresponding author.

Declarations

Ethical approval and consent to participate

This study was performed according to the 1964 ethical standards of the
Helsinki Declaration. Ethical Approval was obtained from all countries: (1)
Bangladesh-Institute of Health Economics, the University of Dhaka approved
by Federal-wide Assurance (FWA) (Reference No. FWA00026031), (2) India-
National Institute of Mental Health and Neurosciences, India (Reference


https://doi.org/10.1186/s12913-023-09783-z
https://doi.org/10.1186/s12913-023-09783-z

Todowede et al. BMC Health Services Research (2023) 23:818

No. NIMHANS/28TH IEC (BEH.SC.DIV.)/2021), (3) Pakistan-Ethics Committee,
Khyber Medical University (Reference No. Dir/KMU-EB/IPHSS/MM-001) and
Institutional Research Forum, Rawalpindi Medical University (Reference No.
239/IREF\RMU\2020), and (4) United Kingdom-Department of Health Sciences,
University of York (Reference No. HSRGC/2020/418/D). All participants were
given a study description, and written informed consent was obtained.

Consent for publication
Not Applicable.

Competing interests
The authors declare no competing interests.

Author details

'University of York, York, England, UK

“University of Nottingham, Nottingham, England, UK

3School of Public Health, Faculty of Medicine, Imperial College London,
London, England, UK

“Khyber Medical University, Peshawar, Pakistan

>National Institute of Mental Health and Neurosciences, Bengaluruy,
Karnataka, India

5ARK Foundation, Dhaka, Bangladesh

"Hull York Medical School, York, England, UK

8Bradford District Care NHS Foundation Trust, Bradford, England, UK

Received: 8 December 2022 / Accepted: 3 July 2023
Published online: 31 July 2023

References

1. Grobusch MP, Kapata N. Global burden of tuberculosis: where we are and
what to do. Lancet Infect Dis. 2018;18(12):1291-3.

2. Chakaya J, Khan M, Ntoumi F, Aklillu E, Fatima R, Mwaba P, et al. Global tuber-
culosis Report 2020-Reflections on the global TB Burden, treatment and
prevention efforts. Int J Infect Dis. 2021;113:7-S12.

3. Lonnroth K, Raviglione M. The WHO's new end TB strategy in the post-2015
era of the Sustainable Development Goals. Trans R Soc Trop Med Hyg.
2016;110(3):148-50.

4. Ruiz-Grosso P, Cachay R, de la Flor A, Schwalb A, Ugarte-Gil C. Association
between tuberculosis and depression on negative outcomes of tuber-
culosis treatment: a systematic review and meta-analysis. PLoS ONE.
2020;15(1):e0227472.

5. Zaman K. Tuberculosis: a global health problem. J Health Popul Nutr.
2010;28(2):111.

6. Zhang H, Ehiri J,Yang H, Tang S, Li Y. Impact of community-based DOT on
tuberculosis treatment outcomes: a systematic review and meta-analysis.
PLoS ONE. 2016;11(2):e0147744.

7. Koyanagi A, Vancampfort D, Carvalho AF, DeVylder JE, Haro JM, Pizzol D, et
al. Depression comorbid with tuberculosis and its impact on health status: a
cross-sectional analysis of community-based data from 48 low-and middle-
income countries. BMC Med. 2017;15(1):1-10.

8. Munro SA, Lewin SA, Smith HJ, Engel ME, Fretheim A, Volmink J. Patient
adherence to tuberculosis treatment: a systematic review of qualitative
research. PLoS Med. 2007;4(7):e238.

9. VanlJanse A, Dube A, Curran R, Ambaw F, Murdoch J, Bachmann M, et al.
Comorbidities between tuberculosis and common mental disorders: a scop-
ing review of epidemiological patterns and person-centred care interven-
tions from low-to-middle income and BRICS countries. Infect Dis poverty.
2020,9(1):1-18.

10.  Duko B, Bedaso A, Ayano G. The prevalence of depression among patients
with tuberculosis: a systematic review and meta-analysis. Ann Gen Psychiatry.
2020;19(1):1-11.

11. DasaTT, Roba AA, Weldegebreal F, Mesfin F, Asfaw A, Mitiku H, et al. Preva-
lence and associated factors of depression among tuberculosis patients in
Eastern Ethiopia. BMC Psychiatry. 2019;19(1):1-7.

12.  Doherty AM, Kelly J, McDonald C, O'Dywer AM, Keane J, Cooney J. A review of
the interplay between tuberculosis and mental health. Gen Hosp Psychiatry.
2013;35(4):398-406.

20.

21.

22.

23.

24.

25.

26.

27.

28.

29.

30.

31.

32

33.

34.

Page 12 of 13

Zhang K, Wang X, Tu J, Rong H, Werz O, Chen X. The interplay between
depression and tuberculosis. J Leukoc Biol. 2019;106(3):749-57.

Jarde A, Romano E, Afag S, Elsony A, Lin Y, Huque R, et al. Prevalence and risks
of tuberculosis multimorbidity in low-income and middle-income countries:
a meta-review. BMJ Open. 2022;12(9):e060906.

Huque R, Elsey H, Fieroze F, Hicks JP, Huque S, Bhawmik P, et al. Death is a
better option than being treated like this": a prevalence survey and qualita-
tive study of depression among multi-drug resistant tuberculosis in-patients.
BMC Public Health. 2020;20(1):1-13.

Salodia UP, Sethi S, Khokhar A. Depression among tuberculosis patients
attending a DOTS centre in a rural area of Delhi: a cross-sectional study.
Indian J Public Health. 2019;63(1):39.

Walker |, Khan AM, Khan AM, Khan N, Ayub R, Ghias K, et al. Depression
among multidrug-resistant tuberculosis patients in Punjab, Pakistan: a large
cross-sectional study. Int J Tuberc Lung Dis. 2018;22(7):773-8.

Sweetland A, Kritski A, Oquendo M, Sublette M, Norcini Pala A, Silva L, et al.
Addressing the tuberculosis—depression syndemic to end the tuberculosis
epidemic. Int J Tuberc Lung Dis. 2017;21(8):852-61.

Alipanah N, Jarlsberg L, Miller C, Linh NN, Falzon D, Jaramillo E, et al. Adher-
ence interventions and outcomes of tuberculosis treatment: a systematic
review and meta-analysis of trials and observational studies. PLoS Med.
2018;15(7):21002595.

Khanal S, Elsey H, King R, Baral SC, Bhatta BR, Newell JN. Development of a
patient-centred, psychosocial support intervention for multi-drug-resistant
tuberculosis (MDR-TB) care in Nepal. PLoS ONE. 2017;12(1):e0167559.
Sweetland AC, Jaramillo E, Wainberg ML, Chowdhary N, Oquendo MA,
Medina-Marino A, et al. Tuberculosis: an opportunity to integrate mental
health services in primary care in low-resource settings. The Lancet Psychia-
try. 2018;5(12):952-4.

Pasha A, Siddiqui H, Ali S, Brooks MB, Magbool NR, Khan AJ. Impact of
integrating mental health services within existing tuberculosis treatment
facilities. Med Access@ Point Care. 2021;5:23992026211011314.

MacArthur G, editor. Challenges and priorities for global mental health
research in low-and middle-income countries. Symposium report. Sympo-
sium report; 2008: Academy of Medical Sciences.

Scott KM, Lim C, Al-Hamzawi A, Alonso J, Bruffaerts R, Caldas-de-Almeida
JM, et al. Association of mental disorders with subsequent chronic physical
conditions: world mental health surveys from 17 countries. JAMA psychiatry.
2016;73(2):150-8.

Singh OP. Comprehensive mental health action plan 2013-2030: we must
rise to the challenge. Medknow; 2021. pp. 415-7.

Stein DJ, Benjet C, Gureje O, Lund C, Scott KM, Poznyak V et al. We are
integrating mental health with other non-communicable diseases. BMJ.
2019;364.

Rathod S, Pinninti N, Irfan M, Gorczynski P, Rathod P, Gega L, et al. Mental
health service provision in low-and middle-income countries. Health Serv
insights. 2017;10:1178632917694350.

Kohn R, WHO-mhGAP MHPSS. IHME, and other Internet Resources to address
the global burden of Mental Health. In: Okpaku SO, editor. Innovations in
global Mental Health. Cham: Springer International Publishing; 2020. pp.
1-19.

Shidhaye R, Lund C, Chisholm D. Closing the treatment gap for mental,
neurological and substance use disorders by strengthening existing health
care platforms: strategies for delivery and integration of evidence-based
interventions. Int J mental health Syst. 2015,9(1):1-11.

Debshree Lokhande DB. Tuberculosis patients need better mental health
support, especially in the time of covid-19 [Opinion piece]. 2020 [Available
from: https://blogs.bmj.com/bmj/2020/10/09/tuberculosis-patients-need-
better-mental-health-support-especially-in-the-time-of-covid-19/.
O'Cathain A, Croot L, Duncan E, Rousseau N, Sworn K, Turner KM, et al.
Guidance on how to develop complex interventions to improve health and
healthcare. BMJ open. 2019,9(8):2029954.

Escoffery C, Lebow-Skelley E, Udelson H, Boing EA, Wood R, Fernandez ME, et
al. A scoping study of frameworks for adapting public health evidence-based
interventions. Translational Behav Med. 2019;9(1):1-10.

Smith SM, Bayliss EA, Mercer SW, Gunn J, Vestergaard M, Wyke S, et al. How
to design and evaluate interventions to improve outcomes for patients with
multimorbidity. J Comorbidity. 2013;3(1):10-7.

Skivington K, Matthews L, Simpson SA, Craig P, Baird J, Blazeby JM et al. A new
framework for developing and evaluating complex interventions: update of
Medical Research Council guidance. BMJ. 2021;374.


https://blogs.bmj.com/bmj/2020/10/09/tuberculosis-patients-need-better-mental-health-support-especially-in-the-time-of-covid-19/
https://blogs.bmj.com/bmj/2020/10/09/tuberculosis-patients-need-better-mental-health-support-especially-in-the-time-of-covid-19/

Todowede et al. BVIC Health Services Research

35.

36.

37.

38.

39.

40.

41.

42.

43.

(2023) 23:818

Wakida EK, Akena D, Okello ES, Kinengyere A, Kamoga R, Mindra A, et al. Bar-
riers and facilitators to the integration of mental health services into primary
health care: a systematic review protocol. Syst reviews. 2017;6(1):1-7.
Organization WH. Supporting the use of research evidence (SURE) for policy
in African health systems. Available via: https://www.whoint/evidence/part-
ners/SURE.pdf Accessed. 2020;12.

Khumalo GE, Lutge EE, Naidoo P, Mashamba-Thompson TP. Barriers and facili-
tators of rendering HIV services by community health workers in sub-saharan
Africa: a meta-synthesis. Fam Med Community Health. 2021;9(4).

Musinguzi P, Najjuma JN, Arishaba A, Ochen E, Ainembabazi R, Keizirege F, et
al. Barriers and facilitators to the utilization of the intensive adherence coun-
selling framework by healthcare providers in Uganda: a qualitative study.
BMC Health Serv Res. 2022;22(1):1104.

Colvin CJ, de Heer J, Winterton L, Mellenkamp M, Glenton C, Noyes J, et

al. A systematic review of qualitative evidence on barriers and facilitators

to the implementation of task-shifting in midwifery services. Midwifery.
2013;29(10):1211-21.

Goodrich DE, Kilbourne AM, Nord KM, Bauer MS. Mental health collaborative

care and its role in primary care settings. Curr psychiatry Rep. 2013;15(8):1-12.

Sweetland A, Mann CG, Fernandes MJ, Silva FV, Matsuzaka C, Cavalcanti

M et al. Barriers and facilitators of integrating depression and tuberculosis
treatment in primary care in Brazil. Barriers and facilitators of integrating
depression and tuberculosis treatment in primary care in Brazil2020.
42Petersen |, Marais D, Abdulmalik J, Ahuja S, Alem A, Chisholm D, et al.
Strengthening mental health system governance in six low-and middle-
income countries in Africa and South Asia: challenges, needs and potential
strategies. Health Policy Plann. 2017;32(5):699-709.

Mainga T, Gondwe M, Stewart R, Mactaggart |, Shanaube K, Ayles H, et al.
Conceptualization, detection, and management of psychological distress
and mental health conditions among people with tuberculosis in Zambia: a

44,

45.

46.

47.

48.

49.

50.

Page 13 of 13

qualitative study with stakeholders'and TB health workers. Int J mental health
Syst. 2022;16(1):1-12.

Zimba CC, Akiba CF, Matewere M, Thom A, Udedi M, Masiye JK, et al. Facilita-
tors, barriers and potential solutions to the integration of depression and
non-communicable diseases (NCDs) care in Malawi: a qualitative study with
service providers. Int J Mental Health Syst. 2021;15(1):1-12.

Kiran L, Grant MB, Simmons BAPsych, Davey PhDCG. Three nontraditional
approaches to improving the capacity, accessibility, and quality of Mental
Health Services: an overview. Psychiatric Serv. 2018;69(5):508-16.

Conteh NK, Latona A, Mahomed O. Mapping the effectiveness of integrat-
ing mental health in HIV programs: a scoping review. BMC Health Serv Res.
2023,;23(1):39.

Yasobant S, Bhavsar P, Kalpana P Memon F, Trivedi P, Saxena D. Contribut-

ing factors in the Tuberculosis Care Cascade in India: a systematic literature
review. Risk Manag Health Policy. 2021;14:3275-86.

Zafar Ullah AN, Newell JN, Ahmed JU, Hyder MKA, Islam A. Government-NGO
collaboration: the case of tuberculosis control in Bangladesh. Health Policy
Plann. 2006;21(2):143-55.

Ehsanul Hug K, Moriyama M, Zaman K, Chisti MJ, Long J, Islam A, et al. Health
seeking behaviour and delayed management of tuberculosis patients in rural
Bangladesh. BMC Infect Dis. 2018;18:1-9.

Jagosh J, Macaulay AC, Pluye P, Salsberg J, Bush PL, Henderson J, et al. Uncov-
ering the benefits of participatory research: implications of a realist review for
health research and practice. Milbank Q. 2012,90(2):311-46.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in
published maps and institutional affiliations.


https://www.whoint/evidence/partners/SURE.pdf
https://www.whoint/evidence/partners/SURE.pdf

	﻿Barriers and facilitators to integrating depression care in tuberculosis services in South Asia: a multi-country qualitative study
	﻿Abstract
	﻿Background
	﻿Methods
	﻿Study design and participants
	﻿Data collection
	﻿Data management and analysis
	﻿Ethical considerations

	﻿Results
	﻿Demographic characteristics
	﻿Overview of findings
	﻿Provider and recipient level barriers and facilitators
	﻿Knowledge and skills
	﻿Attitudes regarding integration acceptability, appropriateness, and credibility
	﻿Motivation to change


	﻿Health systems-level barriers and facilitators
	﻿Resources (human and financial)
	﻿Patient flow processes
	﻿Management and leadership

	﻿Recommendations to support better-integrated care
	﻿Staff training on depression finding and screening tool
	﻿Development of integrated depression and TB pathway
	﻿Measures for implementing the proposed screening
	﻿Discussion
	﻿Strength and limitations

	﻿Conclusion
	﻿References


