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Addressing inequalities in the
iIdentification and management
of perinatal mental health
difficulties: The perspectives of
minoritised women, healthcare
practitioners and the

voluntary sector

1% 2t%

Zoe Darwin'™, Sarah L. Blower”™, Chandani Nekitsing’,
Sarah Masefield®, Rifat Razaq’, Louise Padgett’,
Charlotte Endacott’, Kathryn Willan® and Josie Dickerson®

School of Human and Health Sciences, Department of Allied Health Professions, Sport and Exercise,
University of Huddersfield, Huddersfield, United Kingdom, ?Department of Health Sciences, Faculty of
Sciences, University of York, York, United Kingdom, *Bradford Institute for Health Research, Bradford
Teaching Hospitals NHS Foundation Trust, Bradford, United Kingdom

Background: Perinatal mental health (PMH) difficulties affect approximately one
in five birthing women. If not identified and managed appropriately, these PMH
difficulties can carry impacts across generations, affecting mental health and
relationship outcomes. There are known inequalities in identification and
management across the healthcare pathway. Whilst barriers and facilitators
have been identified there is a lack of clarity about how these relate to the
avoidable and unfair inequalities experienced by various groups of women.
Further research is required to understand how to address inequalities in PMH.
Aim: To understand the key factors that enable and hinder access to PMH care
for women from minoritised groups across the PMH care pathway, and how
these have been affected by the COVID-19 pandemic.

Methods: A sequential mixed-methods approach gathered views and experiences
from stakeholders in one region in northern England. This included an online
survey with 145 NHS healthcare practitioners and semi-structured interviews
with 19 women from ethnic minority and/or socio-economically deprived
backgrounds who had experienced PMH difficulties, and 12 key informants from
the voluntary and community sector workforce. Quantitative data were analysed
using descriptive statistics and framework analysis was applied to qualitative data.
Findings: Barriers and facilitators were mapped using a socio-technical framework
to understand the role of () processes, (i) people (organised as women,
practitioners and others), (i) technology, and (iv) the system as a whole in
deepening or alleviating inequalities. Influences that were identified as pertinent
to inequalities in identification and management included provision of
interpreters, digital exclusion, stigma, disempowerment, distrust of services,
practitioner attitudes, data capture, representation in the workforce, narrow rules
of engagement and partnership working. Stakeholder groups expressed that
several barriers were further compounded by the COVID-19 pandemic.

01 frontiersin.org


http://crossmark.crossref.org/dialog/?doi=10.3389/fgwh.2022.1028192&domain=pdf&date_stamp=2020-03-12
https://doi.org/10.3389/fgwh.2022.1028192
http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/licenses/by/4.0/
https://www.frontiersin.org/articles/10.3389/fgwh.2022.1028192/full
https://www.frontiersin.org/articles/10.3389/fgwh.2022.1028192/full
https://www.frontiersin.org/articles/10.3389/fgwh.2022.1028192/full
https://www.frontiersin.org/articles/10.3389/fgwh.2022.1028192/full
https://www.frontiersin.org/articles/10.3389/fgwh.2022.1028192/full
https://www.frontiersin.org/articles/10.3389/fgwh.2022.1028192/full
https://www.frontiersin.org/articles/10.3389/fgwh.2022.1028192/full
https://www.frontiersin.org/journals/global-womens-health
https://doi.org/10.3389/fgwh.2022.1028192
https://www.frontiersin.org/journals/global-womens-health
https://www.frontiersin.org/

Darwin et al.

10.3389/fgwh.2022.1028192

Discussion: The findings highlight the need for change at the system level to tackle
inequalities across the PMH care pathway. Four inter-connected recommendations were
developed to enable this systems change: building emotional safety between
professionals and women; making PMH a part of core healthcare business; increasing
cultural competency specific to PMH; and enhanced partnership working.

KEYWORDS

perinatal mental health, inequalities, inequity, COVID-19, trauma-informed, mixed methods,

system change

1. Introduction

Perinatal mental health (PMH) difficulties are common,
affecting approximately one in five birthing women. Mental
health difficulties spanning pregnancy and the first postnatal
year can carry impacts across generations, through affecting
mental health and relationship outcomes. It has therefore been
argued that there is “no health without perinatal mental
health” (1).

Rates are likely higher in low- and middle-income countries
(2) and, within high-income countries, vulnerability is greatest
amongst minoritised groups, including women from ethnic
minority backgrounds (3, 4). Rates of PMH difficulties in trans
and non-binary birthing people are unknown, although initial
evidence suggested there may be increased vulnerability (5).

Differences exist between countries concerning visibility of
PMH in policy and health systems. Increasingly, countries in
the Global North have routine mental health assessment within
universal services (i.e., primary care, maternity, child health) as
part of their national clinical guidance and local guidelines.
However, this alone does not ensure that needs will be
identified or met. An equity-focused re-analysis of a systematic
review on the identification and management of common
mental health difficulties in the perinatal period (6) provides
evidence of inequalities existing within PMH care pathways. By
following the equity extension for guidance on reporting
systematic reviews (PROGRESS-Plus) (7), this re-analysis found
consistent evidence that identification and management are
likely inequitable for ethnic minority women in the UK, both
those who do and do not speak English; whereas there was less
PROGRESS-Plus
characteristics (e.g., age, parity and partnership status).

consistent  evidence concerning  other

Barriers and facilitators to accessing PMH support have been
the subject of various reviews (8-11), repeatedly identifying issues
at multiple levels (e.g, individual, healthcare practitioner,
organisational, sociocultural, structural). Whilst these reviews
have sometimes acknowledged potential inequalities concerning
aspects such as language barriers and cultural differences
concerning stigma (10), equity-focused approaches have been
under-explored. A recent exception was a systematic review (3)
focused specifically on the experiences of ethnic minority
women concerning PMH help-seeking and services in Europe
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identified aspects such as cultural influences, awareness and
beliefs, across the 15 included studies (all from the UK).

Knowledge of the inequalities experienced by minoritised
women in PMH are not fully understood, and evidence-based
recommendations to tackle these inequalities are lacking.
Further research is needed to clarify and better understand
the inequalities experienced and the barriers to appropriate
care for minoritised women in order to inform the design of
strategies to tackle inequalities in the identification and
management of PMH difficulties (6).

Responding to this gap and to regional concerns about
inequalities in access, the authors have undertaken a
programme of research to wunderstand inequalities in
identification and management of PMH difficulties and to
develop recommendations for how to make PMH care
equitable for everyone. The focus of this paper is to describe
our primary research with stakeholders, where the aim was to
understand the key factors that enable and hinder disclosure
and identification of PMH difficulties in universal services
(e.g, primary care, maternity, child health), and access,
referral and take-up of targeted/specialist PMH services; with
an emphasis on inequalities.

Shortly after the research was commissioned, the COVID-
19 pandemic unfolded, accompanied by increased rates of
psychological distress, including depression and anxiety
symptoms in perinatal women (12). This reflects the role of
vulnerability to PMH
conditions and the importance of understanding context.

psychosocial ~ circumstances in
Recognised stressors linked to the COVID-19 pandemic have
included bereavement, threat of infection (for self, for baby),
financial strain (through loss of income), social isolation,
living in close confinement, restrictions concerning partners
in maternity services, and missed pregnancy and parenthood
experiences (13, 14). Moreover, parents’ access to their usual
coping mechanisms have been impacted by the pandemic,
included through restrictions (15). Evidence gaps remain
concerning how PMH inequalities may vary in this context.
The objectives were:

(i) To identify inequalities faced by women during the PMH
frontline NHS  healthcare
practitioners (HCPs) working in both universal and

period, observed by

specialist services, and staff working in the voluntary and
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community sector (VCS). This included their perspectives
on health inequalities identified in previous research and
included an opportunity to self-identify other inequalities.
We also explored how these inequalities have been
affected by the COVID-19 pandemic.

(ii) To understand the perspectives of women (parents) from
minoritised groups concerning the key factors that enable
and hinder: disclosure/identification of PMH difficulties
in universal services; and access/referral/take-up of
targeted PMH services. This included consideration of
challenges and opportunities relating to service access
presented by the COVID-19 pandemic. We use the terms
disclosure and identification in recognition that PMH
difficulties may be apparent to a HCP through women
volunteering (i.e. disclosing) their distress, or through a
professional actively identifying distress (e.g. through the
use of assessment tools (identification). We use the term
women to refer to birthing parents, consistent with the
policy and research evidence being quoted, and the
sample included here; we recognise however that not all
birthing parents are women, and that not all women who
are parents have themselves been pregnant.

(iii) To synthesise the findings from the different stakeholder
groups (ie. HCPs, VCS staff, women) to develop
recommendations for addressing existing inequalities in
PMH care.

2. Materials and method

This research adopted a pragmatic stance and sequential
mixed-methods design whereby we considered the most
appropriate data collection method for each stakeholder group
then integrated learning across groups. Views and experiences
were gathered from various stakeholders in a region of Northern
England. This included: (i) an online survey with NHS HCPs;
(i) semi-structured interviews with women from ethnic minority
and/or socio-economically deprived backgrounds; and (iii) semi-
structured interviews with key informants (KIs) from the VCS
(e.g, service staff). The VCS comprises independent self-
governing organisations that are usually run not-for-profit and
include charities and community groups.

The study was approved by National Health Service (NHS)
North West - Greater Manchester East Research Ethics
Committee on 14th June 2021 (REC Reference: 21/NW/0158,
IRAS: 293657).

2.1. Recruitment and sampling
2.1.1. Healthcare practitioners

There are 15 organisations within our study region
providing NHS services to women and families specifically

Frontiers in Global Women's Health

10.3389/fgwh.2022.1028192

during the perinatal period, 14 took part in the study (one
organisation declined on the basis that they had no capacity).
HCPs were invited to take part in the study via an email
distributed by a lead contact at each organisation. The email
contained brief information about the study’s purpose and
methods and a weblink to access the anonymous electronic
survey. Researcher contact details were also given in case a
potential participant had any queries prior to making the
decision to take part. The first page of the survey comprised
an information sheet and in order to proceed to the first set
of questions HCPs were required to endorse a statement
indicating their informed consent. HCPs were eligible to take
part if they met the following criteria:

o Worked in the study region

o Were involved in the provision of universal or specialist
healthcare to perinatal families

o Employed in a role from one of the following practitioner
groups:

O Midwives, Health Visitors and GPs in universal services

O Practitioners within specialist PMH services, both
inpatient (Mother and Baby Unit, MBU) and community

O Specialist Midwives and Health Visitors working within
universal services

O Increasing Access to Psychological Therapies (IAPT)
practitioners, i.e. mental health practitioners who
deliver talking therapies

2.1.2. Women

Women were recruited into the study via two pathways.
Specialist PMH community teams sent study invitations and
information in the mail to women known to their service and
who met the eligibility criteria. The study was also advertised
via relevant social media channels operated by our project
partners and relevant VCS organisations. In both instances,
women who were interested in taking part and hearing more
about the study were invited to contact the research team
directly by phone, text or email. Those who expressed an
interest were provided with more detailed information and
were given the opportunity to ask questions. If a potential
participant agreed to proceed an interview date and time was
set and informed consent was taken before the interview
commenced.

Women were eligible to take part in the interviews if they
met all of the following criteria:

 had been pregnant in the past 3 years

« gave birth in the study region

 experienced symptoms of PMH difficulties - regardless of
whether they had received a diagnosis

« were either offered a specialist PMH service even if they did
not access it or they felt that they needed support but did not
get it at the time
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o felt well enough to participate in an interview at the time of
the study

o had at least one of the following characteristics that is
associated with inequalities in PMH care: not White
British, and/or lived in an area with high levels of
deprivation (i.e. a geographical area identified as being in
the highest of
nationally, or identifying themselves as living in an area

quintile socioeconomic  deprivation
that feels unsafe, living in poor housing, or finding it

difficult to make ends meet)

Information was available in the most commonly spoken
languages in the study setting (English, Urdu, Punjabi,
Mirpuri, Pahari, Hungarian and Polish). All of the women
interviewed received a £20 high street voucher to compensate
for their time.

2.1.3. Voluntary and community sector key
informants

In order to identify potential KIs from the VCS, we
mapping identify
organisations operating in our study area that provide

undertook a exercise to relevant
emotional support to women during the perinatal period.
Organisations were identified through a combination of study
team contacts and networks, searching the internet and
A list of 35

organisations were identified, from which 20 organisations

consultation with our project partners.

were prioritised and approached via email and a follow-up
telephone call. Organisations that work specifically with
groups at risk of health inequalities (e.g., ethnic minority, low
socio-economic status) were targeted.

VCS KlIs were provided with study information and given
the opportunity to ask questions about the study. If they
agreed to proceed an interview date and time was set and
informed consent was taken by the researcher at the
commencement of the interview.

2.2. Data collection

Due to social distancing restrictions at the time of the study
arising from the COVID-19 pandemic, information was
collected remotely - online, by telephone or using secure NHS
approved technology for videocalls (e.g., Microsoft Teams).

2.2.1. Survey of healthcare practitioners

The survey generated both quantitative and qualitative data
through a mix of closed questions with simple yes-no or
multiple response formats and open-ended questions with free
text response formats. Questions gathered background
information on the respondent and perceptions of inequalities
in the PMH pathway, also exploring experiences of what
works well and service improvement ideas. The survey

contained conditional formatting to ensure questions were
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tailored according to the respondent’s role in the perinatal
pathway, e.g., practitioners working in universal services (e.g.,
GP, midwife, health visitor) were asked questions that focus
on identification, disclosure and referral whereas those
working in specialist services (e.g., community mental health
team, psychotherapist) were asked questions that focus on
referral, access (i.e., initial contact) and take-up (ie,
utilisation or engagement) of targeted services.

Some questions were tailored to ask specifically about six
groups (identified in previous research literature and informed
by PROGRESS-PLUS) indicated to be at risk of experiencing
inequalities in the PMH pathway (1. Women who do not
speak English, 2. Ethnic minority women who speak English,
3. Women experiencing individual and/or area-based
socioeconomic deprivation, 4. Multiparous women (having
borne more than one child), 5. Women who are not
partnered, or are lone parenting, 6. Women with learning
difficulties and 7. Women with low literacy). However, due to
an error, low literacy was not included in the survey
completed by respondents who self-identified as specialist
practitioners. The survey was piloted with three practitioners
and refined before being distributed. The survey took
approximately 15 min to complete and was designed and

distributed using Qualtrics software.

2.2.2. Interviews with women

Semi-structured interviews gathered women’s experiences of
barriers and different steps of the PMH care pathway; for
example, discussion of mental health in universal services
(maternity, health visiting, primary care), any referrals made
(e.g., to specialist PMH midwives or health visitors) and their
outcomes, access of specialist services and other services in
relation to their mental health (e.g., community mental health
teams, IAPT, counselling). The interviews also explored how
this may have been impacted by the COVID-19 pandemic
when applicable (e.g., perinatal period overlapped with the
pandemic). An interview schedule was developed with
questions informed by previous literature and local PMH
reports, and through collaboration between the multi-
disciplinary research team and specialist PMH professionals
(available as supplementary material 1).

Interviews lasted 45 min to an hour and were audio-
recorded and transcribed. We had the capacity to offer
interviews in different languages, however all participants
chose to conduct their interviews in English. The researcher
conducting the interviews (RR) had previous experience of
able to
interviews in English, Urdu and Pashto. The interviews were

sensitive-topic interviewing and was conduct
audio recorded and transcribed. The interview schedule was
reviewed after the first few interviews and revised to address
issues of phrasing and suggest additional probes or prompts

to explore key topics.
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2.2.3. Interviews with voluntary and community
sector key informants

The semi-structured interviews with VCS KIs were also
guided by an interview schedule (available in supplementary
material (1). The schedule included general questions about
the remit of the organisation the informant was from and
their role within it, the support they provide to families
during the perinatal period and how women access their
service. The schedule also included questions about specific
groups who are known to experience inequalities (as identified
in previous research). Informants were also given the
opportunity to identify any other groups who may experience
inequalities. A range of topics were covered in the interviews
relating to barriers and facilitators of identification and
of PMH difficulties, the of VCS
organisations in the perinatal pathway, and challenges due to

management role
the COVID-19 pandemic. Informants were also asked to
suggest recommendations for reducing inequalities. Interviews
were conducted by (CN), lasted between 30 and 60 min and
were audio-recorded and transcribed.

2.3. Data analysis

2.3.1. Quantitative

Quantitative data was generated through the HCP survey.
Response rates and descriptive data on the demographics and
job roles of respondents were summarised in order to describe
the sample of respondents. These data and responses to
closed questions were analysed using basic descriptive

statistics including frequency counts and cross-tabulation.

2.3.2. Qualitative

All qualitative data was managed and analysed using NVivo.
We adopted the framework method of analysis and followed a
of
developing and applying an analytical framework, charting the

series steps, including data familiarisation, coding,
data and finally interpreting the data (16, 17). The analysis
was conducted by a team of multidisciplinary researchers
(ZD, SB, SM, CE, LP, CN) including those with policy
expertise, applied research methods, psychology and health
sciences backgrounds. An initial meeting was held to aid the
development of a collective familiarity with the data. In
advance of the meeting each member of the team read the
same two transcripts and made notes about initial
impressions. We worked through the transcripts together in
the meeting noting and discussing salient points and ideas
relating to our research aims and objectives. The two
researchers who conducted the interviews were invited to
share their reflections. Following this meeting we developed a
set of preliminary codes, based on our discussion, guided by

the systems approach adopted in our wider project and
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informed by our own previous research (6, 18, 19) and wider
literature (20, 21). Codes comprised barriers and facilitators to
PMH care and were coded in relation to the level of the
“system” (i.e., individual, family, practitioner, service including
service managers and commissioners, government and
society) and the point in the PMH pathway (i.e., disclosure/
identification, referral, access/uptake) in which they were
observed. The coding was applied to the transcripts and a
series of coding meetings held to refine the codes and discuss

emerging issues.

2.4. Synthesising findings and developing
recommendations

Once coding was complete, the analysis team met to discuss
the organisation of codes into framework categories and the
development of an analytical framework. Influenced by
previous literature and our own work, the codes naturally
organised around a socio-technical framework to capture the
of the
relationships between (1) processes (e.g., ways of working and

complexity interactions and  multi-directional
actions taken), (2) people (including practitioners, women, and
others), (3) technology (including but not limited to the use of
information technology); all situated in (4) the wider system
(i.e, the wider organisation, here the collection of services
caring for perinatal people) (22, 23). While the four main
headings were drawn from existing approaches, the categories
within them were developed inductively from the data by the
authors. In applying a socio-technical framework, we were able
to enhance our understanding of how and why inequalities
arise and what might be done to alleviate those inequalities.
This can be done by identifying possible solutions (areas for
action) and how these may help to overcome barriers, with
consideration of particular inequalities, together  with
identifying where these actions need to occur.

We assigned the data to the framework (also known as
indexing) and then proceeded to the charting stage of our
analysis which involved generating a matrix that summarised
all interviews and survey responses by framework categories.
Our interpretation of the data was pragmatic and driven by
our objective to develop actionable recommendations for local

policy and practice.

3. Results
3.1. Sample characteristics
3.1.1. Healthcare practitioners
The survey was distributed to approximately 1,900 HCPs.

Of those, 201 (11%) HCPs clicked on the survey link and 145
completed the survey giving an estimated response rate of 8%.
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The roles held by the 145 healthcare practitioners who
completed the survey varied: 66% (n=96) reported working
in universal services (e.g., midwives, health visitors and GPs);
24% (n=34) worked in specialist community or inpatient
PMH services; and 10% (n=15) identified themselves as
specialists working in universal services (e.g., a PMH specialist
midwife working in a community team). IAPT practitioners
in the survey self-identified differently: some as working in
universal services and others in specialist services).

Table 1 summarises the variety of professions represented
in the sample, including midwives or specialist midwives
(27%, n=39), health visitors (8%, n=11) and mental health
nurses (8%, n=11). Over a third of the participants (36%, n
=53) had worked in their current role for 6 or more years.
However, the majority of participants reported to have been
in their role between 1 and 5 years (53%, n =75). Relatively
few respondents reported holding their role for less than 1
year (11%, n=17).

The majority of HCPs identified as White British (85%, n =
124). The remaining 15% (n =21) included people from a wide
range of other ethnic backgrounds or those who preferred not to
disclose their ethnicity (n=1). Participants were mostly female
(89%, n=129). Twelve per cent (n=17) spoke other languages
in addition to English.

3.1.2. Women

Figure 1 illustrates the flow of women who were
approached and participated. The characteristics of the 19
women who consented to interview are summarised in Table 2.

TABLE 1 Distribution of professional roles of healthcare practitioners,
survey respondents (n = 145).

Profession N (%)
Midwives 31 21%
Specialist midwives (e.g. mental health role) 8 6%
Health visitors 11 8%
GPs 7 5%
Mental health nurses 11 8%
Community psychiatric nurses 10 7%
Senior perinatal mental health practitioners/ other senior 10 7%

practitioners

Psychiatrists/psychologists 9 6%
Wellbeing practitioners/counsellors 10 7%
Cognitive behavioural therapists 8 6%
Other mental health practitioners (liaison/ early intervention 5 3%
psychosis)

Support workers (e.g. peer support) 5 3%

Clinical service leads 3%

Other nurses 3%

Others (detail not provided to preserve anonymity) 5%

[SURES Y I |

Not reported 2%
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3.1.3. Voluntary and community sector key
informants

From our shortlist of 20 VCS organisations, 11 responded in
the time frame and identified a total of 12 KIs between them
(two KIs worked for the same organisation). The VCS
organisations involved in this research worked closely with
women and provided a mixture of emotional support (e.g.,
listening-in, counselling, providing fitness classes and mental
wellbeing courses) and practical support (e.g., creche/ stay and
play facilities, and provide funding for travel and technology
when needed) to women in the perinatal period. VCS services
also provide support to women to access statutory services.

3.2. Quantitative findings — who
experiences inequality?

83 respondents (53 universal HCPs, 30 specialist HCPs)
answered questions about the groups
inequalities. The majority (N =70, 84%) reported that they
have observed PMH inequalities among at least one of the

experiencing

pre-specified groups (respondents were able to select multiple
options - their choices were not constrained). However, 13
(15%) HCPs (5 in universal services and 8 in specialist
services) reported that they have not observed any inequalities
among the pre-specified groups. Respondents indicated that
women who do not speak English were most likely to
experience inequalities in the PMH pathway (n=70, 84%),
this group was followed by ethnic minority women who speak
English (N=56, 67%), those experiencing socioeconomic
deprivation (N=55, 66%) and individuals with learning
difficulties (N=54 65%). Concerns were also noted for lone
women (N =38, 46%) and multiparous women (N =35, 42%).
Respondents were given the opportunity to identify any other
groups of women they believe experience inequality in PMH
care. A wide variety of characteristics were identified,
including gender and sexual minority parents (LGBTQ+);
young people/teenagers; women with complex needs; women
with experience of multiple/past traumas; and women
experiencing domestic abuse.

Regarding points in the care pathway (respondents were
able to select multiple options - their choices were not
constrained), universal HCPs most frequently identified
inequalities in disclosure for all groups, followed by
identification and referral. For example, women who do not
speak English were viewed as most likely to experience
inequality relating to disclosure of their mental health
difficulties (N =44, 92%), however these women would also be
disadvantaged from being identified (N=38, 79%) and
subsequently referred (N =25, 52%). Similar patterns were
also observed for the low literacy group (disclosure: N =38,
79%; identification: N = 24, 62%; referral: N =24, 50%).
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FIGURE 1

Flow of participants for parent interviews *entry route via PMH/VCS unknown before eligibility had been checked.

Specialist HCPs most frequently identified inequalities in
take-up, except for the learning difficulties group for
whom HCPs identified fewer inequalities in relation to take-
up (N=9, 64%) compared to referral (N=11, 79%) and
access (N=10, 71%). Significant concerns were also indicated
for all groups about being able to access treatment/services.
For example, for women who do not speak English, 73%
(N=16) of specialist HCPs reported that these women are
likely to be disadvantaged when being referred, 68% (N =15)
indicated these women are likely to experience inequality in
access and 86% (N=19) indicated inequality in women
taking-up the treatment.

3.3. Qualitative findings: barriers and
facilitators

Our analysis produced a range of barriers and facilitators,
organised according to the different levels (e.g., processes,
people, technology and system) within the socio-technical
framework, as shown in Figure 2. In some cases these
influences operated simultaneously across different levels.

Frontiers in Global Women'’s Health

Each of the levels and the barriers/facilitators within them are
described below, with barriers/facilitators identified using bold
text.

3.3.1. Processes

Two key process-related aspects concerned the use of
interpreters and the modality of visit/contact, both of which
have the potential to deepen inequalities. Appropriate
language provision was understood by HCPs and VCS Kls as
key and that, despite there being funding available in the

NHS for interpreters, provision was inconsistent.

“One thing which I think they could do is always use
interpreters, and that is missing so often. Either from GP
appointments, you know, midwifery appointments, maybe
even in counselling]...] everyone has a right to be
understood, and there is funding for interpreters in the
NHS, but frequently they’re not used.” [VCS KI 4]

“Deaf people often find it difficult to access services in
general. Interpreters can be difficult to access and telephone
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TABLE 2 Characteristics of sample of women interviewed (n =19).

Characteristic

Description of the sample

Referred to specialist PMH service

Onset of difficulties impacting in the index perinatal period,
where reported

Previous or ongoing mental health difficulties/emotional
concerns (if mentioned)

Type of difficulties impacting in the perinatal period, as
expressed by the women

Mental health diagnosis, where specified

Perinatal loss (pregnancy loss or baby loss, where mentioned)
Currently pregnant

Parity (number of previous births, i.e. excluding current
pregnancy or any previous early loss)

Age
Ethnicity

Interview language

SES (socioeconomic status)

Currently in a relationship

support is more difficult to arrange.” [HCP 93, universal

services, Mental Health Nurse]

Some indicated that where language barriers impacted on

6 women were referred to specialist PMH services; all had a mental health diagnosis. Women ranged in
support accessed, including crisis team, psychiatrist, perinatal psychologist, intensive support service,
PMH services (unspecified).

Antenatal onset =13
Postnatal onset = 6 (including some following pregnancy loss in index pregnancy)

14

Anxiety, feeling really anxious, nervous, trauma, having panic attacks, flashback, episodes of psychosis,
depression, postnatal depression, depressive mood, low mood, bonding problem with children,
traumatised by the losses - afraid going to lose child, suicide ideation/ feeling suicidal, tendency to self-
harm (e.g. want to take extra medication), being/ feeling angry, don’t feel like doing much, feel lonely,
thinking too much, feeling numb, felt overwhelmed, low confidence, not smiling in family pictures -
happiness was wiped off my face, stopped going out, stressed, struggling to do simple tasks, really
struggling, feeling shut down, sleep problems

11 including depression, postnatal depression, anxiety, borderline personality disorder, episodes of
psychosis

10 (including 3 in the index pregnancy)
2

One =4, two = 6, three or more =9

Mean age 35 years (range 24-43 years)

Pakistani = 9, Bangladeshi = 3, Indian = 2, Other mixed = 2, Other Asian = 2, White British=1
Note: country of birth and nationality not routinely asked

All women spoke English. 12 women commonly spoke other languages but opted to be interviewed in
English. Languages included: Punjabi = 6, Urdu = 3, Bengali = 2, Gujarati = 2, South East Asian language =
1

Mostly low-medium (based on eligibility questions asked)
18

telephone only. These are missed opportunities to pick up
on women mood as it is unlikely that they will state how
they are feeling over a phone.” [HCP 53, universal service,
Other Nurse]

communication, there is pressing need for continuity.

“Language barriers create difficulties

universal service, Other Nurse]

Modality of visit/contact was emphasised particularly where
there are language barriers, and it is acknowledged that this has
become a more immediate consideration of the COVID-19

pandemic.

“The limited number of contacts that mums and dads have
with professionals is limited and some contacts are

Frontiers in Global Women's Health

when try to
communicate...and support understanding of the client|...]
recently I was tasked with trying to recruit this client
through use of a phone interpreting service which was very
difficult and may have been the reason why the client
declined|...]It is more difficult to establish relationships
with clients through an interpreter but it can be achieved if
they see you regularly enough.” [HCP 78, specialist in

While the importance of in-person contact was voiced -
both for conversations including mental wellbeing and as part
of socialising for women and babies - it was recognised that
remote provision could potentially help to overcome some
with
concerning process were the geographical location when

practical  barriers access. For example, barriers
accessed in-person (e.g., being in a different city), access to

transport and access to childcare:

“The financial barriers are quite real because when you’re
not allowed to work and youve got a specific amount of
money that is just for your food and clothing because
being, when you’re an asylum seeker you just get £5 a day
per person and that is for your food, that is for all your
toiletries including everything and they just forget about
your travel and if I had to go over [...] for the mental
health face-to-face appointment I had to buy bus tickets or
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FIGURE 2
Barriers and facilitators mapped on a socio-technical framework.
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if I was getting late, maybe I had to get to the taxi and it
wasn’t just possible.” [Woman 11]

It was evident from comments across all participant groups
that the potential benefits of remote provision needed to be
balanced with recognition that remote services may present
digital exclusion, both concerning knowledge or confidence
with online communication and also, for example, the need
for an appropriate device with adequate data or requiring
appropriate funds.

“We’d be working with families, refugees and asylum seekers
and they wouldn’t have any devices[...[there was no way for
them to engage with our service, or when I was referring
families to other services|...]like perinatal mental health
service, again they were dependent on families having
electronic devices[...] it did feel very, very much like big
sort of groups of the community were being excluded from,
from that.” [VCS KI 11]

3.3.2. People

Turning to the level “people” offered a way to understand
the barriers/facilitators that operated in different groups. We
identified these as relating to women (i.e., parents themselves),
practitioners, and the wider influence of others.

3.3.2.1. Women (parents)

Concerns relating to stigma were highlighted both with women
and with VCS KI interviews, and specifically identified as likely
to be compounded in women from marginalised communities,
including ethnic minority communities. These related to
discussion of PMH being seen as “taboo” and women
experiencing challenging emotions, including shame.

“in some cultures, mental health is simply not spoken about -
which proves difficult for some women to disclose their
mental health difficulties and the appropriate referrals
being made.” [HCP 41, specialist in universal service,
Midwife]

HCPs suggested that the pandemic may be having a positive
impact on public awareness of mental health and that this might
support the normalising of help-seeking around PMH for both
women and partners and contribute towards reducing stigma.

[Survey question: Have any of these barriers been
compounded or alleviated by the COVID-19 pandemic and
why?] “I think women and partners are more able to talk
about MH. Everyone recognises it has been a tough time.”
[HCP 44, universal service, Midwife]
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The fear of consequences of disclosing PMH needs was
repeatedly identified as a barrier. These fears were linked to
stigma and included aspects such as judgement and
abandonment in communities, fear of being judged by
practitioners, fear of unwanted involvement with services
(including social care) and for those who were forced
migrants with unsettled status, fears of dispersal.

“I think [they worry] they may be sent to a detention centre
and so then the support would stop, or they’ve been dispersed
[...] they want the help but they don’t know, they’re fearful to
trust, it’s huge.” [VCS KI 4]

For some, these fears were compounded by distrust of
practitioners and services. HCPs, VCS KlIs and women
themselves reported that women in marginalised communities
were particularly alert to previous negative interactions,
experienced either directly or within their communities.
Anticipated negative interactions could deter people from
confiding in practitioners or using services. Here, VCS voiced
this distrust and the work done by their organisations.

“Disclosure - people are afraid that they will be seen as a
“bad mother”[...]Worse in deprived areas, worse for people
with learning difficulties or low literacy, as they often don’t
trust services due to bad previous experiences and fear
children will be removed.” [HCP 9, universal service, GP]

The COVID-19 pandemic added new dimensions to both
fear of consequences and distrust of practitioners and services.
HCPs and VCS KlIs reported anxiety amongst women about
contact with health practitioners and services due to risk of
transmission of the virus and there was a perceived reduction
in help-seeking behaviours and contacts as a result.

“Women out there, especially in the South Asian or Black
communities have been avoiding going into hospital,
getting any support from a perinatal perspective because
they’re scare that it’s going to be used, that this pandemic
is an opportunity to be used to kill us off. This is the

feeling that we’ve been hearing.” [KI 3]

Some women felt they had limited influence on their own
care or the decisions made about them; expressed here in
relation to care more widely.

“Look at the end of the day, I'm the patient, this is my
decision. Whether or not you agree, I still have to consent.
And you’re not supposed to be coerced, that’s another
important thing in medicine, youre not supposed to be
coerced into decisions, and I feel a lot the times I was

actually coerced. I was made to feel like if I don’t do this,
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then this will happen. Something negative will happen.”
[Woman 1]

This lack of empowerment was something that VCS spoke
of actively trying to tackle.

“Creating spaces where people can have their voices heard,
where they can say what they need and what they want
and not necessarily what professionals think are best for
them [...] it may be that women in certain communities
that therapy isn’t the right intervention for them, isn’t
what would be most effective, it may be that they need
more community groups or they need more peer support,
or they need more crisis lines [...] it may be that those
people need something different or they want something
different or they might want more, to feel more empowered
in their care and their treatment.” [VCS KI 10]

Together, all of the above can be understood as the need for
emotional safety, as summed up by this KI:

“All of these particular issues are things that can stop women
from feeling safe or confident enough to try and access
services.” [VCS KI 7]

Information, education and knowledge were raised in
relation to women’s current symptoms (including the extent
to which these were interpreted by women as related to
PMH), knowledge of PMH and support, awareness of
symptoms, and having the words to express symptoms. Such
barriers could impact most early in the pathway, concerning
disclosure and identification, but also be felt further along in
relation, for example, to the provision of appropriate and
accessible support. Some participants highlighted the negative
impact of the pandemic on awareness of and experience of
symptoms.

“Not having the words to describe how they are feeling in a
way which our culture or someone who does not struggle
with a learning disability, is able to express. For example,
they may focus more on the physical aspect of a problem
rather than how they are feeling and therefore a mental
health difficulty is missed.” [HCP 74, White British,
specialist service, role omitted to prevent identification]

“I think [women from South Asian backgrounds] do suffer
from it, but they don’t know what it is either. So then, like,
obviously when I went to the GP and because you know
when you’re speaking you think about ‘you’re tired more
than yourself. That’s why I went to the GP [...] and then
when they were like saying anxiety and stuff and like I've
never heard about the word in my life. And then they were

like oh this and they’re having to explain it. I'm like ‘oh
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my God! Like I've been going through this all my life then.’
It’s not just now. It just got worse now because I have to
stay home [in the pandemic].” [Woman 5]

3.3.2.2. Practitioners

Concerns were identified regarding practitioner knowledge and
confidence. This included lacking knowledge and confidence in
relation to discussing PMH in general and asking about PMH
(using assessment tools). Moreover, participants indicated that
these were compounded by practitioners lacking cultural
competency, including specifically in relation to PMH and
varied experiences and presentations.

“Perinatal mental health and mental health in many
communities is a taboo subject, even in the 2Ist century,
and is hidden away and not encouraged to be spoken
about. The word depression is not used in many different
languages, and it may present itself with somatisation
which many professionals are not aware of and go down
the route of investigating the physical symptoms rather
than being aware that the underlying problem is mental
health.” [HCP 53, universal service, Other]

Practitioners sometimes lacked knowledge of pathways and
available services, both generally and including those that may
be most appropriate for people from diverse ethnic, faith and
cultural backgrounds. In some cases, this was exacerbated by
the pandemic, with HCPs and VCS both reporting a lack of
information about whether and how services could be
accessed remotely or if they were still running at all.

“Still seems to be issues with midwifes and health visitors not
always signposting/referring in and watch and wait is
adopted.” [HCP 16,
Behavioural Therapist]

universal  service, Cognitive

Women identified contrasting perspectives on whether
having a shared ethnic/cultural background with a practitioner
could enable or deter disclosure, with these examples
highlighting the role of religion within culture:

“the psychiatrist I spoke to was same ethnic background as
me, and the same religious background as me [...] he said,
“ just feel like we should probably try to keep you away
from the medication if you can, you know, get yourself
together that would be a better idea.” And he then said to
me that, you know, “Youre a Muslim at the end of the
day and any thoughts of suicide or self-harm, you know,
it’s not permissible in our religion, in Islam,” [...] I
appreciated from a religious perspective his advice, just

from a medical point of view I was a bit disappointed in
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that as well, because I almost felt guilty asking for the help, or
wanting the help, or even feeling suicidal.” [Woman 4].

“I definitely think it would make a difference...you want that
kind of...familiarity rather than people that are not your
own culture or your own religion dealing with you.”
[Woman 16]

All groups of participants named challenges concerning
having the time to cover all needs. This was raised in relation
to (perinatal) mental health in general but identified as
particularly challenging where needs were complex (e.g,
housing) or an interpreter was needed.

“Only having 10-minute GP appointments is not enough
time to discuss sensitive information about mental health.
Someone might want to develop a trusting relationship
with someone first, before divulging information about
their mental health”. [HCP 74, specialist service, Cognitive
Behavioural Psychotherapist]

This was seen as a contributing element in the struggle to
build relationships/trust, which was impacted by lack of time,
lack of continuity and potentially the use (or absence) of an
interpreter. There were however examples where people shared
positive experiences about relationships with practitioners:

“She [midwife] knew what was happening, she knew what
she was saying, she was really like empathetic to my needs.
There was no rushing, she was really, really good. [...] She
would just like listen, she would understand, she knew the
area, she knew like families and things [...] But the fact
that she just listened and she didn’t judge, that was really,
really helpful.” [Woman 13]

VCS KIs emphasised the importance of building such
trusting relationships and several felt that the way that the
services operated helped to enable them to work in ways that
promoted these, which they contrasted with arrangements in
the NHS. Of concern, there were also examples where
attitudes and at times discriminatory approaches where
shared. These linked to wider distrust of practitioners and
services (named previously in relation to people: women) and
had potential to present barriers to PMH access:

“You know, whenever youre an ethnic minority, a woman,
and a Muslim, you’ve got three strikes against you [...] you
feel like you have to prove yourself so much more than
other people [...] just the figures and statistics show Black
and Asian women are more likely to die in childbirth,
they’re more likely to have miscarriages. Why is that, you
know, there has to be a reason for that? [...] Like perhaps

it’s the case that, you know, the White medical staff are
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making assumptions about these women and they’re not
really taking their concerns seriously”. [Woman 1]

Lastly, a barrier/facilitator expressed in relation to
practitioners concerned the extent to which women were kept
informed; this included in relation to referrals being made

and the outcomes of referrals.

“Once they felt 1 was okay to be discharged they just
discharged me [...] But after that there’s been no follow-up
from my GP, from my midwife, or any of the services, I
haven’t heard anything really. I got a letter in the post
saying that I was under the care of some postnatal team, I
have absolutely no idea who that team was, they never
introduced themselves to me, I never got any contact or

anything at all.” [Woman 4]

3.3.2.3. Influence of others (significant others,
interpreters, peers)

The influence of others related to three broad groups: significant
others (i.e., partners and other family members or close friends),
interpreters and peers. There were contrasting perspectives on
the presence of partners and other family members in mental
health assessment and the potential to both facilitate and
inhibit conversation. It was also apparent that influence of
others can be felt without physical presence (i.e., anticipated
reactions of others). For example, there can be concerns about
bringing shame or other negative judgment to a family
through sharing what may be considered “private” or “family”
concerns. This may also extend to the influence of wider
communities.

“Even when a woman has disclosed and the referral is made,
due to often living in multi-generational households, it is not
easy for telephone
conversations with mental health services. Because of this,

always women to have private
referrals are often declined by women.” [HCP 41, specialist

in universal service, Specialist Midwife]

Flexibility in relation to physical presence of partners and
other family members was limited during the pandemic
lockdowns. Some practitioners felt this meant they were able
to have more open discussions about PMH, whereas others
were concerned about partners feeling excluded (with
increased risk of their own PMH difficulties not being
spotted). Women reported that the absence of significant
others in appointments during this time had a detrimental
impact on women’s mental health.

[Survey question: have any of these barriers been
compounded or alleviated by the COVID-19 pandemic and

why?] “Due to partners/friends and family not being able
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to attend the wards during the pandemic I believe it has
helped us be able to ask the right questions when the
environment feels safe and secure. Women do not feel
pressured and are able to speak openly without others
knowing.” [HCP 103, universal service, Midwife]

“I think, ever since COVID has happened I think it’s made
people realise that having somebody with you as a family
member, either be your husband or your sibling, or your
mum, or anybody who you know, is so valuable to your
mental health.” [Woman 17]

Interpreters are discussed in relation to processes but also
apply to people, here linking with the extent to which
interpreters and women may be known to each other within
local communities. In this example, although not specific to
interpreters, potential concerns about “community links” were
identified:

[Survey question: Example of good practice for ethnic
minority women who speak English] “It is not as might be
expected. I have had some BAME women decline contact
with BAME staff simply because they think that their
confidence may be broken due to community links.
However contact was made with white staff. Nevertheless,
BAME staff have quickly made links where white staff
failed previously.” [HCP survey 19, specialist service,
Psychiatrist/Psychologist]

Another influence that repeatedly featured, particularly in
VCS KI interviews, was the influence of those working within
VCS organisations who may be perceived as peers. This
the
conversations about PMH, including disclosure and onward

includes potential for peers to positively enable

help-seeking or taking up the offer of support.

“It was really good honestly. I kind of miss that now. I was
basically with them for a year, like we'd just talk about
everything and like you just know youre not alone
anymore. Like youre not the only one that’s going through
it. It’s really amazing. Like I couldn’t have done it without
them because I would just like tell them anything and
everything.” [Woman 5]

“One of the things they talk about in the group is, you know,
how great it is, you know, when one person talks about their
mental health issues.” [VCS KI 7]

3.3.3. Technology

Only two technological barriers were identified by
stakeholders. One related to instances of poor information
sharing with women and between services.
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“[in response to a question about how to tackle PMH
inequalities] Multidisciplinary team working sharing all
information and being able to access all information
required for example uploading to all systems of different
ones are used” [HCP 46, universal service, midwife]

“It was quite stressful because obviously they all spoke to each
other anyway, and I had to keep repeating myself like the
same thing to each person. I was like you already know all
this, you all speak to each other [...] I was just saying the
same thing over and over again which made me stress out
even more.” [Woman 2]

“The only thing that I had an issue with was the very first
appointment, where I was questioned as to my number of
children. And 1 did say to her straight away that because
of my previous pregnancies there should be a little teardrop
sign, eye on my system, on my file, which is what I've been
told previously, that they should be on there” [Woman 13]

There were examples where information sharing had been
further compromised in the context of the pandemic. As
noted above in the context of practitioners, an example of this
was women not consistently being kept informed about the
outcome of their referrals; here, identifying the role of
technology.

The other key barrier indicated in relation to technology
was data capture where HCPs gave examples in relation to the
lack of flags or markers for particular characteristics in
recording systems as well the need for better data to be
captured and aggregated.

“never seen any identification on medical records of low
flagging  this up to
professionals” [HCP 29, universal service, other mental
health practitioner]

literacy/learning ~ difficulty  etc

“[in response to a question about how to tackle PMH
inequalities] Collecting good data on different groups”
[HCP 14, specialist service, Senior PMH Practitioners]

Although HCP references to data capture were not detailed,
it was also evident in establishing mechanisms for participant
recruitment for this study that services do not consistently
hold complete or accurate data concerning background
characteristics and information relating to engagement with
the service is not readily accessible. Without this, it is
impossible to fully understand where inequalities exist or
monitor measures to address them.

3.3.4. System
System-level barriers were evident, particularly in relation to
the extent to which PMH is core business. This was identified as
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impacting directly on aspects at the people: practitioner level.
For example, some expressed that there is a focus on physical
health that is connected with there not being adequate time to
fully address mental health concerns.

“So, if they didn’t rush it as much and I could actually, you
know, talk to them and tell them how I felt and stuff, if they
focused on the mental health as well aspect of that then that
would be much better.” [Woman 15]

Similarly, PMH not being seen as core business was linked
to aspects such as lacking adequate knowledge and confidence
(people: practitioners). This appeared connected to (at times,
limited) partnership working between NHS services and VCS
organisations.  For partnership working was

identified as being a way to facilitate knowledge-sharing in

example,

relation to PMH, its assessment or pathways and available
(people: cultural
competency (people: practitioners), to in turn buildemotional
safety (people: women (parents)) and address distrust of
practitioners and services (people: women (parents)).

services practitioners) and addressing

“l[in response to a question about how to tackle PMH
inequalities] Using link workers within community to build
the
midwife and enable them to communicate their thoughts,

relationships ~ with women alongside community
concerns. This would enable the woman to also understand
what services are available and what they can be offered.”

[HCP 28, specialist in universal, Specialist Midwife]

“Better communication between midwifery services and
primary care and vice versa - midwives used to work in
the surgeries and we had excellent links but this has been
eroded over the years by moving them out of primary care.
This means we no longer know our midwife teams and
vice versa. In the past we would have had a chat about
patients and  discussed best way forward and now
sometimes feels like passed from pillar to post.” [HCP 8,
universal service, GP]

“In terms of perinatal mental health specific services we don’t
provide counselling or anything like that but what we do is
we signpost and work with other local organisations [...] if
the NHS work with organisations like us they ensure that
our staff are trained, they ensure there is some sort of
funding in place for that and funding in place to keep
organisations like us going then that kind of helps. So if
there is that joined-up thinking right from the ground
upwards then it means that like I say that kind of
filtration system is there.” [VCS KI 9]

Lack of clarity and consistency in referral pathways (e.g.,
different pathways, practices, tools, services on offer across
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different geographical areas) was described as a barrier. VCS
KIs noted that while they are well placed to build
relationships and create safe environments that enable women
to disclose their mental health difficulties, lack of clarity about
referral pathways and available services acts as a block to
those women accessing treatment or specialist support.

“We have regular conversations about this, it is so hard to
access mental health services for women. It’s hard and it’s
frustrating and it’s dispiriting [...] For the women who are
experiencing mental health issues, who are trying to get
their head round what services are available and how they
access them, I've got no idea because we feel like banging
our head against a brick wall and we do it all the time
[...] there’s no consistency and that makes it really hard to
support women accessing mental health support.” [VCS KI 7]

Comments about the potential for shared ethnic/cultural
background of staff (people: practitioners) to be a barrier/
facilitator were greatly varied but one of the most frequently
discussed aspects. This linked at the system-level to a lack of
representation in workforce (e.g., bilingual staff, minority
HCPs). This lack of diversity could be seen as contributing to
aspects competency (people:
practitioners) and distrust of practitioners and services

such as lacking cultural

(people: women (parents)).

“Having a diversity inclusion worker speaking directly with
service users of all backgrounds and asking for their help
and feedback in order to develop services” [HCP 60,
specialist service, Senior PMH Practitioners/Other Senior
Practitioners]

“Services should reflect the populations that they serve. We
need staff from the same cultural background as the people
who need to access our service. Too many white staff.”
[HCP 19, specialist service, Psychiatrists/Psychologist]

The use of interpreters was relevant at the system level as
well as in relation to processes. This included not only the
impact for women but also the need for longer appointment
times. In addition, there were concerns about the extent to
which interpreters may need specialist knowledge and training
to work effectively in PMH.

“Interpreting service - takes more time to use and therefore
cuts down the time the professionals have to support clients
the
understanding is difficult to get across as it is unclear if the

within session.  Meanings may be lost and

interpreter fully understands what the [support] is about.
Uptake of interpreters means professionals always have a
different one for any given session. It would be helpful to

have specific interpreters allocated to specific services so
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that they gain an understanding of the work being carried
out and therefore support client understanding better.”
[HCP 78, specialist in universal, Other Nurse]

Concerns about time to cover all needs (people:
practitioners) were linked to wider challenges at the system
level, concerning high turnover of staff, high caseloads and
fixed short appointment times, and wait times. This was
identified as having implications for aspects such as building
emotional safety (people: women (parents)).

“Limited time during appointments or on the ward. Low
staffing meaning only basic care can be provided.” [HCP
46, universal, Midwife].

“What we know is services like the Mental Health Wellbeing
service, you know, it’s great that we’ve got that but the wait is
really-really long for women |[...] when somebody gets to the
point where either they or somebody has acknowledged their
kind of mental health needs, what they don’t need is
somebody then saying, brilliant, we'll put a referral in,
somebody will get in contact with you in 3 or 4 months’
time.” [VCS KI 7]

Women, VCS KIs and HCPs reported that the pandemic
placed significant additional pressures on visit times and
caseloads (linked to short staffing).

[Survey question: have any of these barriers been
compounded or alleviated by the COVID-19 pandemic and
why?] “There has been a significant reduction in staffing
levels, which has caused our service to cease all antenatal
contact unless there are known safeguarding concerns. This
therefore significantly increases the possibility of mental
health issues not being identified, and women not feeling
comfortable enough in the therapeutic relationship to do
s0.” [HCP 31, universal service, health visitor]

“It was because of COVID [...] at that time it was all, what’s
the word, we had to get in and out quickly [...] it was very
quick and it wasn’t something that you, you can’t just talk
about everything, you know, how I'm feeling in those ten
minute sessions.” [Woman 15]

It was noted that staff capacity for training is also relevant
for addressing PMH. This concerns both having the time to
attend and the time to reflect on and action the learning, for
this to be meaningful and effective at creating change:

“Like every individual practitioner examining their privilege
in the way they use power, and their assumptions and their
biases like, it’s like a massive piece of work for everybody to
do and if institutions are going to say that they’re going to do
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that work then they need to give those practitioners time,
support, resources, and it’s like real human difficult painful
work and it’s just, ‘oh do a piece of training, and you’ve
worked it out.” [VCS KI 10]

Particularly vocalised by VCS KlIs was the ways in which
narrow rules on access/engagement within the NHS could
present barriers to accessing support, particularly for
individuals from ethnic minority groups and those living with
trauma. In having these rules about access it was indicated
that this would also have implications for aspects such as
building emotional safety (people: women (parents)).

“I think there has to be more flexibility about appointments
[...] there really is, you know, a 3 strikes and you’re out type
thing that I see so often in services [...] But actually [...] the
very fact that somebody’s not able to come to your
appointment when you have said you want them at the
place that you have said you want them, kind of suggests
that they’ve got mental health or there may be other things
that are going on [...] if we dont work in a trauma
informed way our services are not accessible.” [VCS KI 7]

“We try and address the kind of barriers as much as possible
but I think in terms of NHS services it’s almost, it’s difficult
because it seems really formal and there’s nothing you can do
about that. There’s nothing the NHS can do about that
because it has to be a formal situation that can sometimes
scare people off, but I think the more the NHS or, you
know, [specialist PMH service] or whichever department,
perinatal mental health or wherever, the more they work
with community organisations like us who build up that
trust and they see that yeah, we’re working with the NHS.
[...] the more they see that, the more that will build up
confidence [in NHS services], and quite a lot of these
things stem from a lack of confidence.” [VCS KI 9]

The final barrier identified at the system level was culturally
insensitive services, which includes some examples indicative of
discrimination.

“Stop sending opt-in letters, they are an enormous barrier for
marginalised groups. They mean that the most pro-active
patients with best literacy and best ability to seek help end
up using all the resources and getting a better service, and
those who struggle to read, struggle to accept that they have
a problem, or don’t speak much English, or don’t like
making phone calls simply don’t get any access to
secondary care MH services.” [HCP 9, universal service, GP]

“It was only a couple of times, maybe [...] sometimes, you
know, before 1 spoke, you know, they did sort of act as

though I was, I couldn’t, maybe they just assumed I
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couldn’t speak English and they were just kind of speaking
very loudly...it’s a bit patronising. And I don’t know, I've
not really seen them do that with White ladies.” [Woman 1]

3.4. Triangulating findings and developing
recommendations

Our findings have highlighted barriers and facilitators for
women with avoidable and unfair inequalities at numerous
levels (e.g., process, people, technology and system), with
many barriers and facilitators operating across multiple
levels. The complexity and inter-connectedness of our
findings point to the need for change at the system-level. To
address this, four recommendations were developed from
our findings. These are depicted in Figure 3, together with
naming example barriers and facilitators that they may
address.

Firstly, emotional safety needs to be built for individuals
and for communities. Without addressing emotional safety,
barriers remain in all steps of the pathway (from disclosure
through to wuptake of treatment) and contribute to
inequalities in care. Building emotional safety involves
tackling distrust in services and ensuring that communication
needs are met and this may require additional time in
appointments. Secondly, PMH needs to be part of core
business for all services caring for new and expectant parents.
This includes being core business for practitioners and that
this is reflected in technological aspects and processes.
Thirdly, services and practitioners need to develop and
demonstrate cultural competency, and for this to be in PMH
specifically. Fourthly, all of these are underpinned by closer
partnership working between voluntary sector and statutory
health services where expertise in all services is valued, and
nurtures shared language and understanding. Although not
articulated by stakeholders, we propose too that services need
to be evidence-generating to evaluate the impact of any
measures adopted to tackle inequalities, including through
actively involving marginalised communities as those most

likely to be affected.

4. Discussion

Barriers and facilitators to accessing perinatal mental health
(PMH) care have been the subject of many primary studies and
several evidence syntheses (10, 11, 20), and it is unsurprising
that similar aspects are identified here in this equity-focused
study. This study extends the literature in two key ways. Firstly,
we have focused on the barriers and facilitators that cause
avoidable and unfair inequalities in PMH care. By applying the
socio-technical framework, we foreground a systems approach
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to better understand avoidable and unfair inequalities in the
identification and management of PMH difficulties across care
pathways. This indicates the need for action in the wider system
(including statutory health services and the voluntary and
VCS) to
recommendations presented in our interpretation. Secondly, this
study identifies the variable ways in which the COVID-19
pandemic and accompanying rapid changes to ways of working,

community  sector, enable change, with key

impacts on existing inequalities. Barriers and facilitators acting
on inequalities have seen new dimensions (e.g., to fear of
consequences and distrust of practitioners and services) or
become more immediate (e.g., mode of contact and digital
exclusion). Here we situate these findings in the wider literature
before considering the study’s strengths and limitations.

4.1. The need for system level change

The barriers and facilitators that were evident in the current
study resonate with the findings of a recent systematic review of
the international literature (11) which examined barriers and
facilitators to implementing PMH care across the pathway
(i.e, assessment, care, referral and treatment), identifying
related to the
healthcare practitioner, interpersonal, organisations, political

factors that were framed as individual,
and societal. Whilst the need for system-level change is
articulated, it is not foregrounded and a key difference here is
that we focus on inequalities.

Application of the socio-technical framework illustrates that
action is needed at the system-level to enable changes in the
other levels, ie., processes (e.g., how care is provided), people
(e.g., women (parents), practitioners, and others) and technology
(e.g, data capture) to tackle avoidable and unfair differences.
This is consistent with the construct of candidacy, ie., that
people’s access to healthcare is determined between themselves
and health services, shaped by influences and many levels,
including how services are configured and how resources are
allocated (24). This fits too with the current shift in focus within
public health to tackle inequalities in health at the system-level.
The systems approach conceptualises individual circumstances
and services as events that occur within the wider complex
system (25, 26). As we have described here, there are multiple
complex causes of inequalities that increase the likelihood of a
woman being unable to disclose, have her concerns identified or
access and continue to use the right support. It would not be
realistic to assume that intervening at the process or person
level would be enough to resolve such a complex problem. This
approach also has the advantage of moving fault away from
individuals (ie., people) instead locating fault and the need for
action elsewhere in the system (27, 28).

It should be noted that this does not minimise individual
accountability of practitioners (29) or detract from the need
to tackle discrimination.
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Need to be evidence-generating to evaluate the impact of actions
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FIGURE 3

Recommendations for changes at the system-level to tackle in equalities in accessing perinatal mental health care, with named examples of which

barriers and facilitators may be addressed by these actions.

4.2. Building emotional safety

We argue here that building emotional safety is a pre-requisite
for addressing inequalities in PMH care. It is increasingly
recognised that perinatal services not only need to respond to
distress (i.e., through appropriate recognition and management)
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but also address their own role in contributing to distress. For
example, in the context of childbirth-related post-traumatic
stress, poor care provider interactions are heavily implicated,
however these cannot be separated from the problematic
working environments which limit midwives’ ability to provide
optimal care (30). In the NHS, there is now a good practice
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guide for trauma-informed care in maternity services and mental
health services that may be involved in the perinatal period (31)
and this identifies the need for organisational change and
transformation of the work culture, so that the environment is
experienced as safe, by those receiving and by those providing
care (32). Being both trauma-informed and culturally competent
is compatible with recognising that people may use services in
different ways and that current narrow rules on engagement can
deepen inequalities, with change needed in the system rather
than the individual who has been offered a service (33).

In this study, we identify the salience of distrust in services for
people from marginalised backgrounds and furthermore that this
is shaped not only by individual experiences but also anticipated
experiences which are shaped by experiences within communities.
A novel contribution is that we propose building on principles of
trauma-informed care and extending to consider the ways in
which marginalised communities may be traumatised by services.
For this to be achieved, investment is needed across all services
that have implications for PMH. For example, in the UK, while
there has been rapid investment in specialist PMH services with
vast increase in the number of people expected to be seen by these
services, this has not been accompanied by investment in universal
services that are expected to be key referral routes in. Nor has it
been designed with the need to tackle inequalities in access.

The need for emotional safety is heightened in the context
of the pandemic. Being trauma-informed emphasises the
importance of psychological safety, choice and control (31).
Perinatal research conducted in the pandemic illustrates that
the pandemic has been a time where people’s psychological
safety, choice and control have been diminished (34).

4.3. Perinatal mental health as part of
core business

We argue that building emotional safety requires PMH to be
seen as part of core business. It has repeatedly been argued that
maternity services need to place equal importance on psychological
and physical health (30). However, despite policy developments
concerning identification and management of PMH, further
change is needed to make every contact count from a mental
health perspective (35), ie., to make every interaction meaningful
and seize every opportunity to identify PMH difficulties (36).

For different ways of working to be implemented and
sustained, they need to viewed as “core business and priorities”
and to not conflict with other priorities (37). This requires
systemic change that includes training, supervision and resources
which is realistic and transparent about current workforce
challenges. For example, providing adequate time in
appointments and having staff capacity for training may not be
feasible in current systems or without being seen to compete with
other priorities. Through application of the socio-technical

framework we argue too that technology is a fundamental part of
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ensuring PMH is part of core business. For example, providing
appropriate data capture mechanisms (within the limits of ethical
considerations for privacy) is essential for ensuring appropriate
referrals. This is necessary as part of effective follow-up and a
joined-up perinatal care system (4). Additionally, the existence of
such mechanisms themselves also communicate the central
importance of PMH. Improvement to data capture systems
would also provide infrastructure for accurate monitoring of the
service provided and any inequalities that may feature.

Applying this shift in core business to the pandemic, services
have seen rapid changes to ways of working due to a shift in
priorities. Changes such as moving to remote delivery of
services may create additional barriers including those linked to
digital literacy and to availability of devices or internet data.
However, they can also bring opportunities for more flexible
working, for example offering greater choice such as in-person
or remote consultation. These examples also demonstrate the
ability for services to achieve rapid change in a short space of
time. However, in the pandemic the emphasis on infection
control appears to have been prioritised at the cost of
potentially increasing risk of harm in other ways; for example
given the impact of visiting restrictions, emerging evidence
about increased prevalence of PMH difficulties including birth
trauma, anxiety and depression (38-40).

Having PMH as core business requires culture change and
for this to be within all services and individuals that may be
involved with PMH, not only those where PMH is the area of
focus. This was demonstrated in the current study by views
expressed by a diverse range of practitioners. Being trauma-
informed recognises the role of all staff in promoting feelings
of safety and security, including for example reception staff
(31). This study specifically identified interpreters as a key
workforce in need of specific training for working with PMH,
in addition to highlighting the importance of attending to
interpreters’ own needs Cultural

including  supervision.

competency is similarly relevant for all staff.

4.4, Cultural competency

The need for cultural competency has been repeatedly
articulated in wider healthcare literature as a way to address
inequalities in healthcare through improving cultural knowledge,
skills and attitudinal responses (41, 42). Further, a recent
systematic review of ethnic minority women’s experiences of
PMH conditions and services in Europe identified the need for
cultural competency training, noting the variation in provision
(3). The urgent relevance of cultural competency for perinatal
services is indicated by various findings, including evidence of
institutional/systemic racism and discrimination (43-45) and
ethnic/racial disparities in the mortality and morbidity rates of
mothers and their babies (46) together with evidence of aspects
different of coercion and non-consensual

such as rates
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procedures by racial and ethnic identity (47). We propose here an
additional need for training specifically about cultural competence
in PMH given the specific challenges that may present. For
example, beliefs about PMH can be highly variable in different
sociocultural contexts, which can be closely connected with the
powerful influence of stigma (48). Beliefs about PMH also tap
into assumptions relating to wider aspects, including parental
roles, couple relationships and expectations of what families may
look like. For example, professionals in specialist PMH services in
the UK work within a competency framework (49) which
includes a core competency called the “Perinatal Frame of Mind”
that includes the ability to consider mental health and wellbeing
in the context of the mother’s and partner’s race, culture and
other protected characteristics. This is relevant for anyone
working with women affected by PMH difficulties and yet does
not form part of training for those within universal services. This
may benefit from including activities to promote continual self-
reflection, moving beyond cultural competence to embrace
cultural humility (50), as part of addressing power imbalance and
may include aspects such as questioning services' reliance on
mental health assessment tools that rely on and privilege Western
terminologies. VCS organisations are well-placed to contribute to
such training, including with input to address continuing ableism
within health services.

4.5. Partnership working

Through hearing from multiple stakeholder groups, including
practitioners within universal and specialist health services and
KIs within VCSs, this study suggests that in order to achieve
PMH as part of core business and achieve cultural competency,
partnership working needs to be valued, together with the
expertise offered in all services. This resonates with the position
that tackling societal and structural racism and discrimination
in maternal health can only be achieved through implementing
strategies in partnership with local communities (43).

The need for partnership working has been highlighted by
the pandemic, where women may use VCSs differently; for
example through finding health services more restrictive and
turning to a wider range of information. There were examples
of VCSs responding flexibly for example through providing
opportunities for connection and support through WhatsApp
groups. Similarly, ways of working have changed for meetings
between staff, with many meetings now being held online.
Here practical actionable recommendations can be offered
that may help to nurture partnership working for example
joining multi-agency meetings online which may not only
reduce practical barriers to taking part (e.g., fewer costs
relating to time and travel to attend, and to venue hire) but
may potentially also shift power dynamics through not being
held in a particular premises. Conversely, it is possible that
meeting online may not be as enabling of relationship-building.
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4.6. Perinatal mental health inequalities in
the pandemic

Findings in this study cohere with research pre-dating the
COVID-19 pandemic which finds that pandemics reinforce
existing inequalities (51) and research within the COVID-19
pandemic, finding that inequalities faced by minoritised ethnic
families in relation to wuniversal perinatal services have
deepened (15, 43). This is concerning because system issues
may not only deepen inequalities in accessing care but also
directly contribute to vulnerability in the immediate perinatal
period (ie., prevalence/onset), and also carry implications for
subsequent perinatal periods (concerning both prevalence/onset
and access). Already concerns exist about the rapid growth of
mental health difficulties during the pandemic (52, 53),
including specifically within the perinatal population (39); and
our study indicates the urgent need to foreground inequalities
in addressing this. The rapid changes to ways of working
within services showcase both the challenges and opportunities
created by the pandemic and suggest there may be greater
agility than would perhaps have been anticipated. Currently
however these changes have not placed PMH as a priority.

4.7. Strengths and limitations

Strengths of this study include the involvement of multiple
stakeholders groups and inclusion of an ethnically diverse group
of parent participants in understanding inequalities. Involvement
of multiple stakeholders, together with complimentary work
packages (not detailed here) concerning data and the application
of the socio-technical framework enabled us to consider
influences (such as data capture) which have been relatively
neglected in the PMH literature. Due to focusing on particular
the
participation, our learning is more limited concerning other

inequalities in setting eligibility ~criteria for parent
inequalities. As identified in the survey with practitioners and, to
a lesser extent, the interviews with VCS KIs, other groups also
warrant attention and these include parents with additional
needs (e.g., disabilities, neurodiversity, long-term conditions) and
parents from other marginalised backgrounds (e.g., LGBTQ +
parents); this could be used to test the application of the socio-
technical framework and our recommendations more widely.
Unfortunately, despite efforts to promote inclusivity, including
provision of the study information in multiple spoken languages,
provision of interviews being conducted in multiple spoken
languages, and publicising through a range of organisations, no
parents volunteered who required interpreter support. We also
did not hear from any parents who had begun accessing
specialist PMH services and discontinued use; although a recent
study examining service data suggests that the key challenge

may be access rather than utilisation (33). Nonetheless, we
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recognise that self-selection bias is relevant here, both concerning
parent participants and healthcare professionals, given the survey’s
low response rate in universal services.

We recognise too that the study is limited by recall bias: it is
evident that some women struggled to recall details accurately
(perhaps due to length of time or due to their health and
at the time) and
expressed this challenge with recall.

symptoms some women themselves

This study is limited to one region in England and we
recognise that there are considerable contextual difference within
and between countries, both in relation to what PMH care
looked like pre-pandemic and the impact of the pandemic on
perinatal services more widely. For example, we cannot
underestimate that in LMICs, aspects such as COVID-19
disrupting supply chains have had devastating impact for
maternal and newborn health (54). We additionally note that
healthcare is free at the point of use in the UK; where health
systems differ in this regard there will likely be considerably
different implications for inequalities in access. Involving service

planners and commissioners in future research is recommended.

4.8. Conclusion

The stakeholders in our study identified a range of
inequalities in PMH identification and management, with some
women facing significant disadvantage during the perinatal
period which has been further compounded by the COVID-19
pandemic. Our study lends further support to recent calls for a
systems approach to tackling inequalities in healthcare. We
have outlined a series of recommendations intended to be
helpful in addressing avoidable and unfair inequalities across
the PMH care pathway. We urge those who are designing
solutions and innovating in this area to evaluate the impact of
their efforts to build a comprehensive evidence base for
reducing inequalities in perinatal mental health.

Data availability statement

The datasets presented in this article are not readily available
because this could compromise participants’ privacy. The
corresponding authors can be contacted with questions
regarding the dataset. Requests to access the datasets should be
directed to Zoe Darwin, z.darwin@hud.ac.uk; Sarah Blower,
sarah.blower@york.ac.uk.

Ethics statement

The studies involving human participants were reviewed and
approved by National Health Service (NHS) North West -
Greater Manchester East Research Ethics Committee on 14th

Frontiers in Global Women's Health

20

10.3389/fgwh.2022.1028192

June 2021 (REC Reference: 21/NW/0158, IRAS: 293657). The
patients/participants provided their written informed consent
to participate in this study.

Author contributions

ZD and SB co-led the study. JD was principal investigator
of the wider programme research. SB, ZD JD, KW, SM and CN
contributed to study design. RR co-ordinated the recruitment
of women to the study. CN co-ordinated recruitment of HCPs
and VCS key informants. CN and RR conducted the
qualitative interviews. CN, SM, LP, CE, SB, ZD analysed the
data. SB and ZD produced the first draft of the manuscript.
All authors contributed to the article and approved the
submitted version.

Funding

West  Yorkshire and Harrogate Health and Care
Partnership, NHS Wakefield Clinical Commissioning
Group, £225,000. SB and JD are also supported by
National Institute for Health Research; Applied Research
Collaboration - Yorkshire and Humber (NIHR; ARC-YH;
Ref NIHR200166).

Acknowledgments

We would like to extend our grateful thanks to all of those
who have supported and contributed to this research. Thank
you to all of the women we spoke with for giving up their
time to talk with us and for entrusting us with their personal
experiences. Our thanks also for the time and perspectives of
KIs from VCS organisations. We are also grateful to the
healthcare practitioners and research and development teams
in NHS organisations who have supported the study. We
would also like to thank our University of York colleague
Dr Stephanie Prady for her expertise and contribution to
study design.

Conflict of interest

The authors declare that the research was conducted
the of
relationships that could be construed as a potential

in absence any commercial or financial

conflict of interest.

Publisher’s note

All claims expressed in this article are solely those of the
authors and do not necessarily represent those of their

frontiersin.org


mailto:z.�darwin@hud.ac.uk
mailto:sarah.blower@york.ac.uk
https://doi.org/10.3389/fgwh.2022.1028192
https://www.frontiersin.org/journals/global-womens-health
https://www.frontiersin.org/

Darwin et al.

affiliated organizations, or those of the publisher, the editors
and the reviewers. Any product that may be evaluated in

this article, or «claim that may be made by its
manufacturer, is not guaranteed or endorsed by the
publisher.

References

1. Howard LM, Piot P, Stein A. No health without perinatal mental health.
Lancet. (2014) 384(9956):1723-4. doi: 10.1016/s0140-6736(14)62040-7

2. Howard LM, Khalifeh H. Perinatal mental health: a review of progress and
challenges. World Psychiatry. (2020) 19(3):313-27. doi: 10.1002/wps.20769

3. Watson H, Harrop D, Walton E, Young A, Soltani H. A systematic review of
ethnic minority women’s Experiences of perinatal mental health conditions and
services in Europe. PLoS One. (2019) 14(1):e0210587. doi: 10.1371/journal.pone.
0210587

4. Womersley K, Ripullone K, Hirst JE. Tackling inequality in maternal health:
beyond the postpartum. Future Healthc J. (2021) 8(1):31-5. doi: 10.7861/fhj.2020-0275

5. Greenfield M, Darwin Z. Trans and non-binary pregnancy, traumatic birth,
and perinatal mental health: a scoping review. Int ] Transgend Health. (2021)
22(1-2):203-16. doi: 10.1080/26895269.2020.1841057

6. Prady SL, Endacott C, Dickerson J, Bywater TJ, Blower SL. Inequalities in the
identification and management of common mental disorders in the perinatal
period: an equity focused Re-analysis of a systematic review. PLoS One. (2021)
16(3):0248631. doi: 10.1371/journal.pone.0248631

7. Welch V, Petticrew M, Petkovic J, Moher D, Waters E, White H, et al.
Extending the prisma statement to equity-focused systematic reviews (prisma-E
2012): explanation and elaboration. J Clin Epidemiol. (2016) 70:68-89. doi: 10.
1016/j.jclinepi.2015.09.001

8. Dolman C, Jones I, Howard LM. Pre-Conception to parenting: a systematic
review and meta-synthesis of the qualitative literature on motherhood for
women with severe mental illness. Arch Womens Ment Health. (2013) 16
(3):173-96. doi: 10.1007/s00737-013-0336-0

9. Megnin-Viggars O, Symington I, Howard LM, Pilling S. Experience of care
for mental health problems in the antenatal or postnatal period for women in
the UK: a systematic review and meta-synthesis of qualitative research. Arch
Womens Ment Health. (2015) 18(6):745-59. doi: 10.1007/s00737-015-0548-6

10. Sambrook Smith M, Lawrence V, Sadler E, Easter A. Barriers to accessing
mental health services for women with perinatal mental illness: systematic
review and meta-synthesis of qualitative studies in the UK. BMJ Open. (2019) 9
(1):€024803. doi: 10.1136/bmjopen-2018-024803

11. Webb R, Uddin N, Ford E, Easter A, Shakespeare J, Roberts N, et al. Barriers
and facilitators to implementing perinatal mental health care in health and social
care settings: a systematic review. Lancet Psychiatry. (2021) 8(6):521-34. doi: 10.
1016/s2215-0366(20)30467-3

12. Tyengar U, Jaiprakash B, Haitsuka H, Kim S. One year into the pandemic: a
systematic review of perinatal mental health outcomes during COVID-19. Front
Psychiatry. (2021) 12:845. doi: 10.3389/fpsyt.2021.674194

13. Basu A, Kim HH, Basaldua R, Choi KW, Charron L, Kelsall N, et al. A cross-
national study of factors associated with women’s perinatal mental health and
wellbeing during the COVID-19 pandemic. PLoS One. (2021) 16(4):e0249780.
doi: 10.1371/journal.pone.0249780

14. McKinlay AR, Fancourt D, Burton A. Factors affecting the mental health of
pregnant women using UK maternity services during the COVID-19 pandemic: a
qualitative interview study. BMC Pregnancy Childbirth. (2022) 22(1):313. doi: 10.
1186/512884-022-04602-5

15. Saunders B, Hogg S. Babies in Lockdown: Listening to Parents to Build Back
Better. (2020).

16. Parkinson S, Eatough V, Holmes J, Stapley E, Midgley N. Framework analysis:
a worked example of a study exploring young People’s Experiences of depression.
Qual Res Psychol. (2016) 13(2):109-29. doi: 10.1080/14780887.2015.1119228

17. Jeoc R, Jeoc L, CCeoc M, Reoc O. In: ] Ritchie, ] Lewis, CM Nicholls, R
Ormston, editors. Qualitative research practice: A guide for social science
students and researchers. 2nd ed. London: SAGE Publications Ltd (2014). 456 p.

18. Darwin Z, Domoney J, Iles ], Bristow F, Siew J, Sethna V. Assessing the
mental health of fathers, other co-parents, and partners in the perinatal period:

Frontiers in Global Women's Health

21

10.3389/fgwh.2022.1028192

Author disclaimer

The views expressed in this publication are those of the
authors and not necessarily those of the NHS, the NIHR, or
the Department of Health and Social Care.

mixed methods evidence synthesis. Front Psychiatry. (2021) 11:1260. doi: 10.
3389/fpsyt.2020.585479

19. Newman TC, Hirst J, Darwin Z. What enables or prevents women with
depressive symptoms seeking help in the postnatal period? Br ] Midwifery.
(2019) 27(4):219-27. doi: 10.12968/bjom.2019.27.4.219

20. Wadephul F, Jarrett PM, Jomeen ], Martin CR. A mixed methods review to
develop and confirm a framework for assessing midwifery practice in perinatal
mental health. J Adv Nurs. (2018) 74(10):2258-72. doi: 10.1111/jan.13786

21. Webb R, Easter A, Shakespeare J, Holly J, Ford EM, Ayers S. The Matrix
Study - Informing Perinatal Mental Health Care: Summary of Findings and
Recommendations for Practice and Policy. (2022).

22. Dekker S. Patient safety [electronic resource]: a human factors approach /
sidney dekker. Boca Raton: CRC Press, Taylor & Francis Group (2011).

23. Flin R, Bromiley M, Buckle P, Reid J. Changing behaviour with a human
factors approach. BMJ: British Medical Journal. (2013) 346:f1416. doi: 10.1136/
bmj.f1416

24. Dixon-Woods M, Cavers D, Agarwal S, Annandale E, Arthur A, Harvey J,
et al. Conducting a critical interpretive synthesis of the literature on access to
healthcare by vulnerable groups. BMC Med Res Methodol. (2006) 6(1):35.
doi: 10.1186/1471-2288-6-35

25. Shiell A, Hawe P, Gold L. Complex interventions or complex systems?
Implications for health economic evaluation. Br Med J. (2008) 336
(7656):1281-3. doi: 10.1136/bm;j.39569.510521.AD

26. Wright J, Hayward A, West ], Pickett K, McEachan RM, Mon-Williams M,
et al. Actearly: a city collaboratory approach to early promotion of good health
and wellbeing. Wellcome Open Res. (2019) 4:156. doi: 10.12688/wellcomeopenres.
15443.1

27. Rutter H, Savona N, Glonti K, Bibby J, Cummins S, Finegood DT, et al. The
need for a complex systems model of evidence for public health. Lancet. (2017)
390(10112):26024. doi: 10.1016/50140-6736(17)31267-9

28. Wilderink L, Bakker I, Schuit AJ, Seidell JC, Pop IA, Renders CM. A
theoretical perspective on why socioeconomic health inequalities are persistent:
building the case for an effective approach. Int J Environ Res Public Health.
(2022) 19(14):8384. doi: 10.3390/ijerph19148384

29. Hawe P, Shiell A, Riley T. Theorising interventions as events in systems.
Am ] Community Psychol. (2009) 43(3-4):267-76. doi: 10.1007/s10464-009-
9229-9

30. Patterson J, Hollins Martin CJ, Karatzias T. Disempowered midwives and
traumatised women: exploring the parallel processes of care provider interaction
that contribute to women developing post traumatic stress disorder (ptsd) post
childbirth. Midwifery. (2019) 76:21-35. doi: 10.1016/j.midw.2019.05.010

31. Law C, Wolfenden L, Sperlich M, Taylor J. A good practice guide to support
implementation of trauma-informed care in the perinatal period. Blackpool: The
Centre for Early Child Development (2019).

32. Sperlich M, Seng JS, Li Y, Taylor J, Bradbury-Jones C. Integrating trauma-
informed care into maternity care practice: conceptual and practical issues.
J Midwifery Womens Health. (2017) 62(6):661-72. doi: 10.1111/jmwh.12674

33. Jankovic J, Parsons J, Jovanovi¢ N, Berrisford G, Copello A, Fazil Q, et al.
Differences in access and utilisation of mental health services in the perinatal
period for women from ethnic minorities—a population-based study. BMC
Med. (2020) 18(1):245. doi: 10.1186/s12916-020-01711-w

34. Jones K, Harrison V, Moulds ML, Lazard L. A qualitative analysis of feelings
and experiences associated with perinatal distress during the COVID-19 pandemic.
BMC Pregnancy Childbirth. (2022) 22(1):572. doi: 10.1186/s12884-022-04876-9

35. Silverwood V, Nash A, Chew-Graham CA, Walsh-House J, Sumathipala A,
Bartlam B, et al. Healthcare Professionals’ perspectives on identifying and
managing perinatal anxiety: a qualitative study. Br ] Gen Pract. (2019) 69(688):
€768-¢76. doi: 10.3399/bjgp19X706025

frontiersin.org


https://doi.org/10.1016/s0140-6736(14)62040-7
https://doi.org/10.1002/wps.20769
https://doi.org/10.1371/journal.pone.0210587
https://doi.org/10.1371/journal.pone.0210587
https://doi.org/10.7861/fhj.2020-0275
https://doi.org/10.1080/26895269.2020.1841057
https://doi.org/10.1371/journal.pone.0248631
https://doi.org/10.1016/j.jclinepi.2015.09.001
https://doi.org/10.1016/j.jclinepi.2015.09.001
https://doi.org/10.1007/s00737-013-0336-0
https://doi.org/10.1007/s00737-015-0548-6
https://doi.org/10.1136/bmjopen-2018-024803
https://doi.org/10.1016/s2215-0366(20)30467-3
https://doi.org/10.1016/s2215-0366(20)30467-3
https://doi.org/10.3389/fpsyt.2021.674194
https://doi.org/10.1371/journal.pone.0249780
https://doi.org/10.1186/s12884-022-04602-5
https://doi.org/10.1186/s12884-022-04602-5
https://doi.org/10.1080/14780887.2015.1119228
https://doi.org/10.3389/fpsyt.2020.585479
https://doi.org/10.3389/fpsyt.2020.585479
https://doi.org/10.12968/bjom.2019.27.4.219
https://doi.org/10.1111/jan.13786
https://doi.org/10.1136/bmj.f1416
https://doi.org/10.1136/bmj.f1416
https://doi.org/10.1186/1471-2288-6-35
https://doi.org/10.1136/bmj.39569.510521.AD
https://doi.org/10.12688/wellcomeopenres.15443.1
https://doi.org/10.12688/wellcomeopenres.15443.1
https://doi.org/10.1016/s0140-6736(17)31267-9
https://doi.org/10.3390/ijerph19148384
https://doi.org/10.1007/s10464-009-9229-9
https://doi.org/10.1007/s10464-009-9229-9
https://doi.org/10.1016/j.midw.2019.05.010
https://doi.org/10.1111/jmwh.12674
https://doi.org/10.1186/s12916-020-01711-w
https://doi.org/10.1186/s12884-022-04876-9
https://doi.org/10.3399/bjgp19X706025
https://doi.org/10.3389/fgwh.2022.1028192
https://www.frontiersin.org/journals/global-womens-health
https://www.frontiersin.org/

Darwin et al.

36. Khan L. Falling through the gaps: perinatal mental health and general
practice. London: Royal College of General Practitioners (2015).

37. Greenhalgh T, Robert G, Macfarlane F, Bate P, Kyriakidou O. Diffusion of
innovations in service organizations: systematic review and recommendations.
Milbank Q. (2004) 82(4):581-629. doi: 10.1111/j.0887-378X.2004.00325.x

38. Liu CH, Koire A, Erdei C, Mittal L. Unexpected changes in birth experiences
during the COVID-19 pandemic: implications for maternal mental health. Arch
Gynecol Obstet. (2022) 306(3):687-97. doi: 10.1007/s00404-021-06310-5

39. Shorey SY, Ng ED, Chee CYIL Anxiety and depressive symptoms of women in
the perinatal period during the COVID-19 pandemic: a systematic review and meta-
analysis. Scand ] Public Health. (2021) 49(7):730-40. doi: 10.1177/14034948211011793

40. Stacey T, Darwin Z, Keely A, Smith A, Farmer D, Heighway K. Experiences
of maternity care during the COVID-19 pandemic in the North of England. Br
J Midwifery. (2021) 29(9):516-23. doi: 10.12968/bjom.2021.29.9.516

41. Bentley P, Jovanovic A, Sharma P. Cultural diversity training for UK
healthcare professionals: a comprehensive nationwide cross-sectional survey.
Clin Med (Lond). (2008) 8(5):493-7. doi: 10.7861/clinmedicine.8-5-493

42. Dogra N, Karim K. Diversity training for psychiatrists. Adv Psychiatr Treat.
(2005) 11(3):159-67. doi: 10.1192/apt.11.3.159

43. Fernandez Turienzo C, Newburn M, Agyepong A, Buabeng R, Dignam A,
Abe C, et al. Addressing inequities in maternal health among women living in
communities of social disadvantage and ethnic diversity. BMC Public Health.
(2021) 21(1):176. doi: 10.1186/s12889-021-10182-4

44. Firdous T, Darwin Z, Hassan SM. Muslim women’s experiences of maternity
services in the UK: qualitative systematic review and thematic synthesis. BMC
Pregnancy Childbirth. (2020) 20(1):115. doi: 10.1186/s12884-020-2811-8

45. Peter M, Wheeler R. He Black Maternity Experiences Survey a Nationwide
Study of Black Women’s Experiences of Maternity Services in the United
Kingdom. (2022).

46. Knight M, Bunch K, Tuffnell D, Patel R, Shakespeare ], Kotnis R, et al.
Saving lives, improving Mothers’ care - lessons learned to inform maternity care

Frontiers in Global Women's Health

22

10.3389/fgwh.2022.1028192

from the UK and Ireland confidential enquiries into maternal deaths and
morbidity 2017s-19. Oxford: National Perinatal Epidemiology Unit, University
of Oxford (2021).

47. Logan RG, McLemore MR, Julian Z, Stoll K, Malhotra N, Council GS, et al.
Coercion and non-consent during birth and newborn care in the United States.
Birth. (2022) 49(4):749-62. doi: 10.1111/birt.12641

48. Pilav S, De Backer K, Easter A, Silverio SA, Sundaresh S, Roberts S, et al. A
qualitative study of minority ethnic Women’s Experiences of access to and
engagement with perinatal mental health care. BMC Pregnancy Childbirth.
(2022) 22(1):421. doi: 10.1186/s12884-022-04698-9

49. England HE. The Competency Framework for Professionals Working with
Women Who Have Mental Health Problems in the Perinatal Period. (2018).

50. Tervalon M, Murray-Garcia J. Cultural humility versus cultural competence:
a critical distinction in defining physician training outcomes in multicultural
education. ] Health Care Poor Underserved. (1998) 9(2):117-25. doi: 10.1353/
hpu.2010.0233

51. Dingwall R, Hoffman LM, Staniland K. Introduction: why a sociology of
pandemics? Sociol Health Illn. (2013) 35(2):167-73. doi: 10.1111/1467-9566.
12019

52. Masters GA, Asipenko E, Bergman AL, Person SD, Brenckle L, Moore Simas
TA, et al. Impact of the COVID-19 pandemic on mental health, access to care, and
health disparities in the perinatal period. J Psychiatr Res. (2021) 137:126-30.
doi: 10.1016/j.jpsychires.2021.02.056

53. Wu T, Jia X, Shi H, Niu J, Yin X, Xie J, et al. Prevalence of mental
health problems during the COVID-19 pandemic: a systematic review and
meta-analysis. ] Affect Disord. (2021) 281:91-8. doi: 10.1016/j.jad.2020.11.
117

54. Graham WJ, Afolabi B, Benova L, Campbell OMR, Filippi V, Nakimuli
A, et al. Protecting hard-won gains for mothers and newborns in low-
income and middle-income countries in the face of COVID-19: call for a
service safety net. BMJ Glob Health. (2020) 5(6):e002754. doi: 10.1136/
bmjgh-2020-002754

frontiersin.org


https://doi.org/10.1111/j.0887-378X.2004.00325.x
https://doi.org/10.1007/s00404-021-06310-5
https://doi.org/10.1177/14034948211011793
https://doi.org/10.12968/bjom.2021.29.9.516
https://doi.org/10.7861/clinmedicine.8-5-493
https://doi.org/10.1192/apt.11.3.159
https://doi.org/10.1186/s12889-021-10182-4
https://doi.org/10.1186/s12884-020-2811-8
https://doi.org/10.1111/birt.12641
https://doi.org/10.1186/s12884-022-04698-9
https://doi.org/10.1353/hpu.2010.0233
https://doi.org/10.1353/hpu.2010.0233
https://doi.org/10.1111/1467-9566.12019
https://doi.org/10.1111/1467-9566.12019
https://doi.org/10.1016/j.jpsychires.2021.02.056
https://doi.org/10.1016/j.jad.2020.11.117
https://doi.org/10.1016/j.jad.2020.11.117
https://doi.org/10.1136/bmjgh-2020-002754
https://doi.org/10.1136/bmjgh-2020-002754
https://doi.org/10.3389/fgwh.2022.1028192
https://www.frontiersin.org/journals/global-womens-health
https://www.frontiersin.org/

	Addressing inequalities in the identification and management of perinatal mental health difficulties: The perspectives of minoritised women, healthcare practitioners and the voluntary sector
	Introduction
	Materials and method
	Recruitment and sampling
	Healthcare practitioners
	Women
	Voluntary and community sector key informants

	Data collection
	Survey of healthcare practitioners
	Interviews with women
	Interviews with voluntary and community sector key informants

	Data analysis
	Quantitative
	Qualitative

	Synthesising findings and developing recommendations

	Results
	Sample characteristics
	Healthcare practitioners
	Women
	Voluntary and community sector key informants

	Quantitative findings – who experiences inequality?
	Qualitative findings: barriers and facilitators
	Processes
	People
	Women (parents)
	Practitioners
	Influence of others (significant others, interpreters, peers)
	Technology
	System

	Triangulating findings and developing recommendations

	Discussion
	The need for system level change
	Building emotional safety
	Perinatal mental health as part of core business
	Cultural competency
	Partnership working
	Perinatal mental health inequalities in the pandemic
	Strengths and limitations
	Conclusion

	Data availability statement
	Ethics statement
	Author contributions
	Funding
	Acknowledgments
	Conflict of interest
	Publisher's note
	Author disclaimer
	References


