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Abstract
Using interpretive descriptive methodology, this qualitative research explores
midwives’ perceptions of mental health and the assessment of maternal mental health
during pregnancy. Current literature suggests that maternal mental health problems are
associated with an increased risk of morbidity and mortality, and occur more frequently
during pregnancy than in the postnatal period.

Purposive and theoretical sampling strategies were used to recruit participants, and
five focus groups were carried out, consisting of a total of twenty-five midwives
working as lead maternity carers (LMCs), who provide continuity of care to a caseload
of women throughout pregnancy, labour and birth, and the postnatal period. The data
was analysed using qualitative content analysis. One overarching theme that emerged
was ‘The disparity between needs and service provision’, illuminating the significance
of the absence of appropriate services to meet the needs of women with mild or
moderate maternal mental health problems such as anxiety and mild/moderate
depression.

As a result of this disparity, the midwives carried the weight of maternal mental
health problems that did not meet the criteria for referral to the Maternal Mental Health
(MMH) service. ‘Carrying the weight’ is integral to all three sub-themes, which are:
‘Not meeting needs’, ‘The anxious woman needing extra support’, and ‘Safeguarding
women’s wellbeing and welfare’. The overarching statement of the research is:
‘Holding the problem: plugging the gap between women and the service’. Results
revealed that the participant midwives plugged the gap between women and the service
in order to safeguard the women’s wellbeing and welfare when appropriate services
were not available to meet their needs. This caused some difficulties for the midwives
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and evidently influenced their antenatal maternal mental health assessment and
screening practices.
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Chapter One: Guide to the Study
Introduction
This research aims to develop insight into midwives’ perceptions of maternal mental
health and its assessment during pregnancy. There are currently no New Zealand studies
that have investigated this, and gaining a better understanding of these perceptions will
improve knowledge about the foundations of the midwives’ antenatal screening
practices and the supporting rationale. This chapter will briefly outline the background
underpinning this study and its context, and will provide an overview of the thesis.

The World Health Organization proposes that there can be ‘no health without mental
health’ (World Health Organization, 2005, p. 11), highlighting the significance that
mental health has for a woman’s health and wellbeing. Perinatal wellbeing (pregnancy
and the year following birth) is a multifactorial concept reliant upon the interrelation of
the physical, psychosocial and spiritual dimensions (Carly, Debbie, & Colin, 2013).
Maternal Mental Health (MMH) is integral to the health and wellbeing of the mother,
baby, and family (Meltzer-Brody, 2011).

Maternal mental health problems have been identified as a major public health issue
(Austin, Priest, & Sullivan, 2008). Suicide is a leading cause of perinatal maternal death
in New Zealand (Perinatal and Maternal Mortality Review Committee, 2014). This is
also shown in the eighth report of the UK Confidential Enquiries into Maternal Deaths,
2011 (Lewis, 2012). Although the actual numbers of suicides during the perinatal period
are small, this illuminates the potential serious outcomes associated with maternal
mental health problems and the importance of effective assessment and referral to
appropriate services throughout the perinatal period.
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The National Maternity Monitoring Group (2013) identified a lack of consistency in
maternal mental health care provision within New Zealand, and highlighted the need for
antenatal identification of maternal mental health risk. Pregnancy, being the point of
most intensive contact that maternity practitioners have with a woman, provides a
significant opportunity to improve maternal wellbeing (Alderdice, McNeill, & Lynn,
2013; Austin, Reilly, & Sullivan, 2012).

Research Question
How do midwives perceive mental health and the assessment of maternal mental
health in pregnancy?

Research Aims


To explore midwives’ views of mental health as a component of health



To investigate how comfortable midwives feel about dealing with maternal
mental health issues



To identify screening and assessment practices that midwives use during
pregnancy to assess maternal mental health

Collectively these aims form the objective of the study, which is to generate a greater
understanding of the practice of New Zealand midwives in the assessment of maternal
mental health during pregnancy, and midwives’ perceptions that may be informing this.

Background to the Research
Personal
During my experience as a midwife I have cared for many women with maternal
mental health problems, but the following two experiences stand out as being
9

particularly meaningful. They were a catalyst for reflection and subsequently increased
my understanding of the effects of the stigma that surrounds mental health, and the
complexities that this creates for the assessment of maternal mental health. They
provide insight into some of the complex situations that midwives face in clinical
practice.

Seek and you will find
While working as an LMC (lead maternity carer) midwife I had the pleasure of caring
for Milly and Carl (pseudonyms), who were having their second baby. They were both
immigrants from the United Kingdom with no extended family in New Zealand, and
had a two-year-old daughter. Milly’s pregnancy and birth were healthy and
uncomplicated. When I asked during her pregnancy about her family and personal
history of mental health and maternal mental health she raised no problems or risks, and
neither herself nor Carl showed any concerning signs antenatally.

During a routine postnatal visit two weeks after she had given birth, Milly appeared
more tired and emotional than she had previously been. We talked about her feelings
but she assured me it was a result of sleep deprivation. We discussed postnatal
depression and I asked her if she would complete the Edinburgh Postnatal Depression
Scale. She did, and scored a reassuring eight. It was evening, and Carl was home. He
was very supportive towards Milly, with a positive attitude, and appeared happy and
relaxed with the baby and his older daughter. After discussing a plan I left the
Edinburgh Postnatal Depression Scale with Milly.

Shortly after returning home I received a call from Carl, who told me that he had ‘got
it’. He explained that he had answered the questions on the Edinburgh Postnatal
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Depression Scale himself and had scored 13, which was suggestive of postnatal
depression and required further assessment. Carl visited his GP the following day and
commenced medication and counselling for his symptoms of anxiety and depression.

Although Carl wasn’t my primary focus, midwives provide family-centered care and
I had informally assessed the family at each interaction with them. At no point had Carl
revealed any signs or symptoms of depression or anxiety. On the contrary, he had
consistently presented as very positive, happy, and relaxed. Milly had not perceived
Carl as anxious or depressed either, but he had been trying to protect her from this
worry.

The Edinburgh Postnatal Depression Scale represented an opportunity for Carl to
self-assess and reflect on his mental wellbeing. It enabled him to confirm the way he
really felt both to himself and to Milly, and created the space for discussion. It validated
for him his underlying concerns, which had remained undiscovered until this point.
Without this assessment Carl’s true feelings may not have been comprehended;
informal assessment had not been successful in revealing them. This emphasised for me
the value of routine screening for mental health problems in the perinatal period, rather
than relying purely on informal assessment or selective application of maternal mental
health screening, which is reliant upon people revealing their authentic wellbeing.

The pain behind the smile
I was working as an LMC midwife in a semi-rural area, and was approached by
Jessica (pseudonym) who had recently arrived in New Zealand and was at 36 weeks
gestation with her second pregnancy. As part of the booking process I enquired about
her past and present mental health, along with her family history of mental health
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problems, and she didn’t raise any issues. Jessica appeared happy and confident and
seemed well-supported by her husband. I saw her the following week and she expressed
that she would like to have her postnatal stay at a local birthing unit, which was
arranged. She and her husband appeared very relaxed about the upcoming birth.

By the time Jessica went into labour at 37 weeks’ gestation I had met and assessed
her twice, and she birthed her baby in hospital. Six hours later she transferred to the
birthing unit, where she planned to have a two-night stay. The next morning as I was on
my way to see her I received a call from the staff at the unit. They were concerned,
saying that Jessica had completely changed and they were unsure if she was safe with
the baby in her room. The midwives sat with Jessica and cared for her baby until I
arrived. I found Jessica lying on the floor in the fetal position. She did not recognise me
and was afraid I would take her baby away. I was unable to rationalise with her; she was
terrified, defensive, angry, and confused.

I called the acute mental health team, who respectfully and skillfully managed
Jessica’s symptoms and arranged alternative care for her and her baby. I spoke to
Jessica’s husband before she was transferred, who confessed that Jessica had quickly
become very depressed following her first birth but had not wanted to tell me. She had
feared that it would affect the way that I perceived her, and that she would not be able to
attend the birth unit for her postnatal stay. She had been feeling really well and so had
hoped for a very different experience.

This really highlighted for me the stigma associated with mental health: women
fearing negative reactions from practitioners and feeling judged for having a mental
health problem. It showed how they may deny their history and current mental health. I
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reflected on this experience and felt that if mental health was understood by women to
be simply a normal component of health, Jessica may have felt safe enough to reveal
her history to me. At the heart of maternity care woman must feel safe. Jessica’s story
truly encapsulates this notion.

Professional: New Zealand Context
The New Zealand College of Midwives provides the professional frameworks for
midwifery practice in New Zealand from the underlying philosophy, to the standards for
practice and practice guidelines (Pairman, Tracy, Thorogood, & Pincombe, 2010). New
Zealand Midwifery philosophy is based on a partnership relationship with women at the
core, and a model of autonomous caseload practice (Guilliland & Pairman, 2010).
Midwives working as LMCs are therefore in a privileged position to assess maternal
mental health during the antenatal and postnatal periods.

The Ministry of Health provides midwives with referral guidelines which determine
the midwifery scope of practice (Ministry of Health, 2012). These referral guidelines
incorporate maternal mental health, and recommend a referral to primary care providers
(usually the woman’s GP) for women who have mild or moderate maternal mental
health problems, such as anxiety or mild/moderate depression. In the case of more
serious (but stable) maternal mental health problems such as bipolar disorder or serious
depression, the midwife recommends a referral to the Maternal Mental Health (MMH)
service, which is a clinical team that assesses and cares for women with more serious
maternal mental health problems. A transfer of care and clinical responsibility to a
specialist obstetrician is warranted when women have acute unstable psychosis. The
Ministry of Health (2011) recommends that women have a psychosocial assessment
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during pregnancy, but there is no universal routine maternal mental health assessment or
screening programme in New Zealand.

Orientation to the Research
Chapter One aims to provide a background to the research and outlines the aims and
objectives underpinning the study. It sets the scene for the research and positions it in its
New Zealand context. It has given an insight into midwifery practice situations that
have informed the rationale for the research.

Chapter Two, the literature review, explores the significance that maternal mental
health has for women’s health and wellbeing. It highlights a body of evidence that
suggests an association between maternal mental health problems during pregnancy and
increased mortality and morbidity, supporting the antenatal assessment of maternal
mental health. It explores associated complexities with maternal mental health
assessment and illuminates the importance of midwives’ perceptions of maternal mental
health for effective identification of risk.

Chapter Three discusses the methodology underpinning the research, and the
rationale for choosing the interpretive descriptive design is outlined and discussed.
Research methods are outlined, along with steps taken throughout to promote the
research’s credibility and ongoing ethical consideration.

Chapter Four presents the research results, describing and interpreting the midwives’
perceptions of women who have mild to moderate maternal mental health problems, and
the effects that caring for these women in the absence of appropriate services had on
their perceptions of maternal mental health and its antenatal assessment and screening.
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In Chapter Five, the discussion and summary, the significance of the research results
is discussed in the light of current literature and applied to clinical midwifery practice.
This chapter also discusses the strengths and limitations of the research along with
recommendations for practice, policy, education, and future research.

Key
The following abbreviations and conventions are used within this thesis:
Abbreviations
GP

General Practitioner

EPDS

Edinburgh Postnatal Depression Scale

ID

Interpretive Descriptive

LMC

Lead Maternity Carer

MDD

Major Depressive Disorder

MMH

Maternal Mental Health

MRI

Magnetic Resonance Imaging

NICE

National Institute for Health and Care Excellence

NMMG

National Maternity Monitoring Group

PMMH

Perinatal Maternal Mental Health

PMMRC

Perinatal and Maternal Mortality Review Committee

UK

United Kingdom

Conventions
Italics

Indicates the speech of the participants

(n=)

Indicates the sample size of the study

…

Indicates that words or phrases have been eliminated from the transcripts
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[ ]

Indicates that comments have been added by the researcher to clarify
aspects of the transcripts
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Chapter Two: Literature Review
Introduction
This chapter explores the current literature in relation to maternal mental health,
examining the significance that maternal mental health problems have for a woman’s
health and wellbeing, with a focus on the antenatal period. It concentrates on maternal
mental health problems that are considered to be mild or moderate in nature, as
anecdotally midwives are more involved with the assessment and referral of these
conditions. The review explores the evidence related to maternal mental health
screening and assessment practices, with a focus on their use in the antenatal period.

The databases included in the literature search were: MEDLINE (via EBSCO),
CINAHL (via EBSCO), Intermid, Pubmed, The Cochrane Library (via Wiley),
MIDIRS, PsycINFO (via OVID), and ScienceDirect. A search strategy was used which
included key terms and related words, for example: ‘maternal mental health’,
‘assessment of maternal mental health’, ‘midwives’ perceptions of maternal mental
health’, ‘antenatal screening maternal mental health’, ‘antenatal anxiety’.

In order to be included, articles had to fit the following criteria: they had to have been
published from 2007 onwards, they had to be in English language publications, and they
had to have originated from professional journals. The initial literature review was
conducted in 2014, prior to the development of the research question. According to
Thorne (2008) this is important for an interpretive descriptive study. It enables the study
to be grounded in existing knowledge, and to critically reflect on the knowledge that
already exists and what is not yet substantiated. A further review of the literature was
done in 2015 to support the discussion of the research results.
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Anecdotally, the focus on maternal mental health has related to the postnatal period,
where the negative effects of maternal mental health problems are well-understood and
screening is routinely applied.

Background
Perinatal depression is the most common complication of childbirth (Doering &
Pizur-Barnekow, 2010). It is defined as depression that occurs during pregnancy or in
the year following birth (Schmied, Johnson, Naidoo, Austin et al., 2013). However, the
classification of perinatal maternal mental health problems is broad, incorporating
anxiety and mood disorders along with depression and more serious mental illness
(Rowe, Fisher, & Loh, 2008).

A report on maternal deaths in Australia from psychiatric causes (1994-2002) showed
that 65% of the 26 deaths during this period occurred during pregnancy (Austin et al.,
2008). The Mater-University of Queensland Study of Pregnancy (MUSP) also
highlighted the significance of depression occurring during the antenatal period
(measured by the Duke Social Support Index) finding that perinatal depression is at its
highest during pregnancy. This study reported that 20.5% of women (n=6703) reported
experiencing two or more symptoms of depression during the antenatal period (Najman
et al., 2005).

In New Zealand, the ‘Growing up in New Zealand Study’ examined a sample of 5664
women in their third trimester of pregnancy, and 11.9% of these women had Edinburgh
Postnatal Depression Scale scores of 13 or above, indicating antenatal
depression/anxiety (Waldie et al., 2015). The importance of the antenatal period was
also suggested in a review of longitudinal studies, which found that women were more
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likely to report feeling depressed during pregnancy than during the postnatal period
(Schmeid et al., 2013).

The differences in reported rates of perinatal depression and anxiety in these studies
may have been influenced by the different screening tools used. This highlights the
significance of these tools in the classification of maternal mental health problems,
emphasising potential complexities in the identification of maternal mental health
problems. The evidence collectively shows the prevalence of depression and anxiety
symptomology during pregnancy, but the prominence and profile of maternal mental
health in antenatal care are evidently not synonymous with risk. Alder, Fink, Urech,
Hosli, and Bitzer (2011) and Fahey and Shanessa (2013) emphasise the current focus of
antenatal care being the physical wellbeing of the mother and developing baby, and that
maternal mental health is not cohesively and routinely assessed.

Maternal mental health has traditionally been viewed from a biomedical stance,
perhaps steering understanding and focus away from social and life changes (Emmanuel
& John, 2010). Pregnancy and the transition to motherhood is acknowledged as a time
of complex physical, psychological, and social change that contributes to women being
more vulnerable to stress, anxiety, and depression (Emmanuel & John, 2010). This adds
complexity to the assessment of maternal mental health—identifying where these
vulnerabilities change from being a normal and expected part of a woman’s experience
to becoming problematic and impacting on her mental health.

There is now a growing body of evidence illuminating potential detrimental effects as
a result of women experiencing stress, anxiety, and depression during the perinatal
period (see for example Alderdice et al., 2013; Dunkel-Schetter, 2011; George, Luz, De
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Tychey, Thilly, & Spitz, 2013). This highlights the importance of these
symptomologies, which may be considered to be ‘mild’ or ‘moderate’ in nature.

This review explores the impact that stress, anxiety, and depression could have on
women’s perinatal health and wellbeing, and also the associated complexity that these
may have for the antenatal assessment of maternal mental health.

Psychosocial Risk
Evidence suggests that psychosocial factors are important predictors of maternal
mental health risk. A review of longitudinal studies investigating the factors that impact
on the mental health of women in Australia and New Zealand found that social risk
factors and a history of mental health problems were strong predictors of maternal
mental health risk (Schmied, Johnson, Naidoo, Austin et al., 2013). Chronic and acute
stresses from life events and becoming a parent under the age of 20 (associated with
poorer socio-economic outcomes rather than age per se) were identified as social
variables that had the most impact on perinatal maternal mental health. Other
psychosocial risk factors such as low socio-economic status, low social support, and
interpersonal violence were identified as important (Schmeid et al., 2013).

A large prospective Australian study investigating antenatal risk factors for postnatal
depression (n=35, 374) assessed symptoms using both the Edinburgh Postnatal
Depression Scale and a self-report psychosocial risk questionnaire (PSRFQ). This study
found that a previous history of depression, and psychosocial variables such as low
practical and emotional support and antenatal anxiety, were major risk factors for
perinatal depression (Milogram, Gemmill, Bilszta, Hayes et al., 2008). A more recent
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systematic review examining the risk factors for antenatal anxiety and depression
mirrored Milogram et al.’s findings (Biaggi, Conroy, Pawlby, & Pariante, 2016).

There are many qualitative research studies that identify the importance of social
support for women throughout the perinatal period, and its protective value in reducing
perinatal anxiety and depression (see for example Kumar & Oakley Browne, 2008;
Medina & Magnuson, 2009; Mendelson, Leis, Perry, Stuart, & Tandon, 2013; Reid,
Power, & Cheshire, 2009; Rhian & Simon, 2012; Zlotnick, Capezza, & Parker, 2011).
These studies refer to social support as being support from a partner, family, friends, or
social groups or networks within the community.

Social support or a woman’s’ perception of her social support evidently represents an
important variable for emotional wellbeing, and this is a consideration for its inclusion
in antenatal maternal mental health risk assessment. A woman’s perception of what
constitutes good support is individual, and her feeling that she is loved and respected as
a result is salient for her health and wellbeing, along with the actual support that she
receives (Meadows, 2011).

Family violence has also been identified as a significant risk factor for women
experiencing depression in the perinatal period (Gao, Paterson, Abbott, Carter, &
Iusitini, 2010; Miszkurka, Zunzunegui, & Goulet, 2012; Postmus, Huang, & MathisenStylianou, 2012). It is recommended by the New Zealand College of Midwives that all
women in New Zealand are routinely screened for family violence in the perinatal
period (New Zealand College of Midwives, 2015). This is done by the LMC midwife
during the perinatal period and also by core midwives working in the hospital if women
are admitted to their care. However, data collected by the Perinatal and Maternal
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Mortality Review Committee (PMMRC) suggests that not all women routinely receive
family violence screening during the perinatal period (PMMRC, 2015).

The study by Gao et al. (2010) was done in New Zealand, examining the association
between maternal intimate partner violence and postnatal depression at six weeks
postpartum in a cohort of Pacific Island women (n=1376). They assessed postnatal
depression using the Edinburgh Postnatal Depression Scale, and intimate partner
violence using the Conflict Tactics Scale. After adjusting for many socio-demographic
and maternal risk factors, results showed that women who had experienced any physical
violence from an intimate partner in the previous 12 months were more than twice as
likely to report symptoms of postnatal depression at six weeks postpartum.

Collectively this evidence shows the significance of psychosocial risk factors and
their predictive value for maternal mental health risk. It shows that psychosocial risk is
multifactorial and highlights the importance of incorporating psychosocial risk factors
into maternal mental health assessment and screening.

Anxiety
A degree of anxiety and stress would be considered normal in the perinatal period,
but for some women this anxiety can become a serious problem and affect their health
and wellbeing (Dunkel Schetter, 2011). This section explores the literature on anxiety
and women’s wellbeing during pregnancy.

In a large UK study by Henderson & Redshaw (2013) data from a national survey on
5332 women was examined. The survey enquired about perinatal health and wellbeing.
The survey found that 14% of women self-reported anxiety during pregnancy, and just
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5% during the postnatal period. Antenatal anxiety was found to be associated with
younger age, being a single parent, living in a disadvantaged area, being from a
minority ethnic group, and having long-term health problems. It also found significant
comorbidity between reported anxiety and depression symptomology, with 46% of
women who reported anxiety in the perinatal period also reporting symptoms of
depression. This study had a large sample size, although the low levels of self-reporting
of symptoms by women could potentially have been a limiting factor.

In a prospective Swedish study investigating anxiety symptoms during the first
trimester of pregnancy, 916 women were assessed using the Hospital Anxiety
Depression Scale (HADS-A). The prevalence of anxiety symptoms was found to be
15.6% (Ruburtsson, Hellstrom, Cross, & Sydsjo, 2014). This study also found
correlations between anxiety symptoms in pregnancy and a range of psychosocial risk
factors, including having a history of anxiety or depression, being unemployed, being
less educated, and not speaking the native language.

Anxiety in pregnancy has been shown to be associated with antenatal depression
(Austin et al., 2012; Highet, Gemmill, & Milgrom, 2011; Karaçam & Ançel, 2009;
Schmied et al., 2013) and with postnatal depression (Coelho, Murray, Royal-Lawson, &
Cooper, 2011; Martin, Vikram, Shekhar, & Mario, 2007). For example, in a large
prospective Australian study investigating antenatal risk factors for postnatal depression
(n=35,374), it was found that women with antenatal anxiety/depression (measured with
the Edinburgh Postnatal Depression Scale) were 5.6 times more likely to experience
postnatal depression (Milogram, Gemmill, Bilszta, Hayes et al., 2008).
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Identifying women suffering from anxiety symptoms can be problematic. According
to Martin et al. (2007), women experiencing anxiety or panic attacks are less likely to
seek professional help than those reporting symptoms of depression, yet anxiety
symptoms can be debilitating. An English qualitative study captured women’s
experiences of mild to moderate antenatal anxiety/depression using semi-structured
interviews. The impact of this mild to moderate anxiety/depression on the women
included changes in eating habits, frequent crying, feelings of panic, agoraphobic-type
behaviour, decreased energy, and negative effects on relationships (Furber, Garrod,
Maloney, Lovell, & McGowan, 2009).

Furber et al. (2009) conducted a qualitative research study in the UK (n=24)
exploring the experiences of women who had self-reported mild to moderate
psychological distress to their midwife antenatally, and the impact this had on their
lives. They found that anxiety was frequently disclosed by these women, but anxiety
symptoms may not be identified by using the National Institute for Health and Care
Excellence (NICE) questions which are recommended for use antenatally. According to
Furber et al., as these questions focus on the identification of major depression, some
women with symptoms of anxiety who do not also feel depressed may not be identified.
Furber et al. stressed the importance of the accurate assessment of maternal mental
health and identification of ‘mild’ anxiety and depression in the light of its negative
effects.

Effects of Antenatal Maternal Mental Health Problems
The effects of maternal mental health problems are evidently far-reaching and
interrelating, evidence illuminating detrimental effects for health and wellbeing beyond
perinatal maternal mental health. There is a growing body of evidence which suggests
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that antenatal anxiety and depression represent key risk factors in the etiology of
preterm birth. The risk was estimated to be 1.5 times higher after adjusting for
covariates (Dunkel Schetter, 2011; Smith, Shao, Howell, Lin, & Yonkers, 2011).

Preterm birth
There is a growing body of evidence indicating an association between antenatal
anxiety and depression, and an increased risk of preterm birth (birth prior to 37
completed weeks of pregnancy). A large prospective Swedish study (n=2904) found a
positive correlation between antenatal depression and preterm birth. Symptoms of
depression were measured using the Edinburgh Postnatal Depression Scale (EPDS),
with a score of 12 or more indicating depression (Fransson, Ortenstrand, & Hjelmstedt,
2011). As symptoms of anxiety and depression often coexist (Highet et al., 2011)
anxiety could also be a significant variable within these results. Symptoms of anxiety
and depression might not be differentiated using the Edinburgh Postnatal Depression
Scale.

A systematic review of 80 large studies, the majority of which were prospective in
nature, showed a positive correlation between chronic antenatal stress and anxiety and
an increased incidence of preterm birth, irrespective of ethnicity (Dunkel Schetter, &
Glynn, 2010).

A large Danish prospective cohort study by Tegethoff, Greene, Olsen, Meyer, and
Meinlschmidt (2010) investigating maternal anxiety and stress during pregnancy
(n=78,017) also concluded that antenatal stress and anxiety increased the incidence of
preterm birth. This study measured women’s anxiety and stress at around 30 weeks’
gestation by using questionnaire tools for assessing life stress and emotional symptoms
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during pregnancy. The researchers adjusted their analysis for several major potential
confounders including maternal age, parity, pre-pregnancy body mass index,
socioeconomic status, smoking status, and the presence of hypertension and diabetes
during pregnancy, thus adding strength to the results.

Many other studies also highlight a positive correlation between antenatal
depression/anxiety and preterm birth, compounding the evidence and strengthening this
association (Adam & Katherine, 2009; Chen, Lin, & Lee, 2010; Latendresse, 2009;
Misund, Nerdrum, Bråten, Pripp, & Diseth, 2013; C. E. Rogers, Lenze, & Luby, 2013;
Saroj & Lex, 2008; Surkan, Gottlieb, McCormick, Hunt, & Peterson, 2012; Vigod,
Villegas, Dennis, & Ross, 2010). Different measures of anxiety and depression were
used in these studies, and the classification of symptoms is not cohesive (some studies
focused on anxiety symptoms and others measured symptoms of depression, or a
combination of these symptomologies). The large samples and prospective nature of
many of these studies represents a strength, and the results collectively show evidence.

There are many hypotheses as to the mechanisms for this association, ranging from
inflammatory processes and neuroendocrine mechanisms to immune-mediating
processes and behavioural causes (Dunkel Schetter, 2011). A positive association
between antidepressant medication and preterm birth raised the question of a link
between perinatal anxiety and depression per se and preterm birth risk (Allen,
Cristofalo, & Kim, 2010; Korja, Savonlahti, Ahlqvist, Björkroth et al., 2008). However,
the research studies linking a range of antenatal anxiety and depression symptoms with
an increased incidence of preterm birth (some research also adjusting for medication as
a confounding variable) collectively signify strong evidence.
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Idiopathic preterm birth could account for up to half of all preterm births (Goldberg
et al., 2008). This has significant implications for perinatal mortality because
spontaneous preterm birth is the second leading cause of perinatal mortality in New
Zealand, as identified by the Perinatal and Maternal Mortality Review Committee
(2014). In its 2013 annual report, the National Maternity Monitoring Group discussed
objectives to monitor preterm births as a result of rising rates. Improvements to
women’s mental health during pregnancy could potentially have positive
counterproductive effects on rates of preterm birth, along with its associated mortality
and morbidity.

Effects on birthweight
There is some evidence that suggests an association between antenatal anxiety and
depression and low birthweight infants (see for example Bansil et al., 2012; Bergman et
al., 2012; Diego et al., 2009; Khashan, Everard, McCowan, Dekker, Moss-Morris et al.,
2014; Pereira et al., 2011; Steegers et al., 2010).

The strongest evidence for this association is from a large prospective cohort study
(n=5606) by Khashan et al. (2014). This study assessed participants for symptoms of
stress, anxiety, and depression in six centres in four developed countries at 15 and 20
weeks’ gestation, using the Spielberger State-Trait Anxiety Inventory and the
Edinburgh Postnatal Depression Scale. An ultrasound scan was performed at 20 weeks
gestation and fetal weight was estimated. After adjusting for several potential
confounders (for example maternal age, body mass index, socioeconomic status,
smoking), a positive correlation was found between maternal stress, anxiety, and
depression at 20 weeks’ gestation and babies that were small for gestational age (SGA).
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The effects of SGA in this study were found to be strongest in males (Khashan et al.,
2014).

An Israeli longitudinal study by Kaitz, Mankuta, Rokem and Farone (2015)
examining the relationship between antenatal anxiety and infant birthweight (n=212)
also found that this association was dependent on the sex of the baby. Anxiety was
assessed during the third trimester of pregnancy using the Beck Anxiety Inventory
(BAI) and results highlighted pronounced gender differences in birthweight and weight
at one month of age in relation to mothers who were anxious: male infants in this study
weighed more than those in the control group (i.e. mothers who were not anxious), and
female infants weighed less than those in the control group. This study also claimed that
even mild anxiety evidently had an effect on infant birthweight.

Research examining women and their offspring participating in the Mater University
Study of Pregnancy birth cohort (n=2113) tested for symptoms of anxiety and
depression along with comorbid anxiety and depression in relation to lower birthweight.
Only when these symptoms coexisted was a relationship seen with lower birthweight
infants (Betts, Williams, Najman, Scott, & Alati, 2013).

The relationship between antenatal anxiety/depression and low birthweight infants
was challenged by results from a large observational cohort study (n=1719) by Ibanez,
Charles, Forhan, Thiebaugeorges, Kaminiski et al., (2012). In this research maternal
symptoms of anxiety and depression were assessed between 24 and 28 weeks’ gestation
using both the Centre for Epidemiological Studies-Depression Scale (CED-D) and the
State Trait Inventory Anxiety (STAI). No association was found between maternal
anxiety and/or depression symptoms and low (or differences in) birthweight.
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Research, therefore, does not show a clear association between antenatal
anxiety/depression and low birthweight infants. Although not conclusive, some of this
evidence does suggests possible relationships between antenatal stress, anxiety, and
depression and resultant effects on fetal growth, further suggesting the possible negative
outcomes of antenatal maternal mental health problems. The notion of a
psychological/physiological link between antenatal maternal stress, anxiety, and
depression and negative fetal outcomes is further evident in research around fetal
neurodevelopment and child health.

Effects on fetal neurodevelopment and child health
There is a growing body of evidence that implies that prolonged stress and anxiety
during pregnancy could have negative effects on fetal neurodevelopment and child
developmental and health outcomes (see for example Buss, Davis, Muftuler, Head &
Sandman, 2010; Dunkel Schetter & Tanner, 2012; Glover, Bergman, Sarkar, &
O’Connor, 2009; Kingston, Tough, & Whitfield, 2012; Pereira et al., 2012).

For example, in an American prospective longitudinal study a final cohort of 35
women and their children were studied, and maternal antenatal anxiety was measured at
19, 25, and 31 weeks’ gestation using a 10-item pregnancy anxiety scale. High
pregnancy anxiety at 19 weeks’ gestation was found to be related to a reduction in grey
matter density on magnetic resonance imaging (MRI) scans when the children were
between six and nine years old (Buss, Davis, Muftuler, Head & Sandman, 2010).

This association between antenatal stress and anxiety and a physiological response
has been identified by research studies, which have found a measured physiological link
between antenatal stress and anxiety and raised maternal and fetal cortisol levels. (See
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for example Baibazarova et al., 2010; Bergman et al., 2010; Glover, Bergman, Sarkar,
and O’Connor). These findings support the hypothesis that maternal emotions can have
a physiological influence on the fetal environment.

An English study by Glover, Bergman, Sarkar, and O’Connor (2009) of women with
low-risk pregnancies having an amniocentesis (n=262) found a positive correlation
between maternal and amniotic cortisol levels, which were strongly related to measured
maternal anxiety. A self-rating Speilberger questionnaire was given to each woman to
complete 15 minutes prior to the amniocentesis. A maternal blood sample was then
taken just before the procedure and a sample of amniotic fluid was taken during the
amniocentesis, both for examination of cortisol levels. Results suggest that a woman’s
emotional state can have a direct effect on placental function.

A prospective longitudinal study by Baibazarova et al. (2010), examining a sample of
158 women undergoing an amniocentesis in the Netherlands, investigated the influence
of antenatal maternal stress on birth outcomes and early infant temperament. In this
research, maternal self-reports of stress and anxiety were measured by using the 14-item
Perceived Stress Scale (PSS) which measures perceived stress over a four-week period
from the two weeks prior to the amniocentesis until the day of the results. Pregnancy
anxiety was measured using the Pregnancy Related Anxiety Questionnaire-Revised
(PRAQ-R), and fear of birth using the Fear of Birth Scale. Fifteen minutes prior to the
amniocentesis (consistent with the above study by Glover et al., 2009) the Spielberger
questionnaire was given to women to assess their levels of anxiety. A maternal blood
sample was taken just prior to the procedure and a sample of amniotic fluid was taken
during the amniocentesis and both were analysed for cortisol levels. Results showed a
positive association between maternal plasma and amniotic cortisol levels, but
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questionnaire measures of maternal anxiety were found to be unrelated to this
physiology. Results did indicate a correlation between blood and amniotic cortisol
levels and lower birthweight infants, which suggests a possible physiological response
to maternal anxiety.

Research by Bergman et al. (2010a) studied amniotic cortisol levels and child
developmental outcomes at 17 months, and while they initially found a positive
association between raised amniotic cortisol levels and lower cognitive scores in the
offspring, a further study by Bergman et al. (2010b) reported no relationship between
the two variables. More research is needed, but this trend in evidence suggests that
increased maternal stress and anxiety during pregnancy could have resultant
physiological effects. Symptoms of depression were not measured in these studies, but
as research has shown that symptoms of anxiety and depression often coexist, antenatal
depression could also be a significant variable.

The relationship between antenatal stress and anxiety and negative effects on fetal
neurodevelopment was also researched by Van Batenburg-Eddes, Brion, Henrichs, and
Jaddoe et al. (2012), who examined antenatal parental stress and anxiety and child
attention problems. This research was a cross-cohort consistency study based on data
from two large prospective population-based studies which explored this correlation.
These studies were the Generation R study (n=2280), conducted in the Netherlands, and
the Avon Longitudinal Study of Parents and Children (n=3442), conducted in the UK.
A positive association was found in both of these cohorts between antenatal maternal
symptoms of anxiety and depression and a higher risk of child attention problems at age
three (Generation R) and age four (ALSPAC). Whilst these findings provide support for
the notion of an intrauterine effect, this was challenged when confounding variables
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(socioeconomic) were considered. Maternal symptoms of anxiety and depression three
years following birth were also found to be associated with child attention problems,
irrespective of maternal symptoms experienced during the antenatal period. The
researchers concluded that some intrauterine effect was likely, but that it was possible
that this association could partially be explained by confounding variables
(socioeconomic), and also possibly by genetic influences.

An American prospective study challenged the association between antenatal anxiety
and depression and negative effects on fetal neurodevelopment. This study started with
a cohort of 689 women, and the final cohort was 358. Symptoms of anxiety and
depression were measured before 20 weeks’ gestation by using the State-Trait Anxiety
Inventory and the Centres for Epidemiological Studies Depression Scale. When
participants were assessed at four months postpartum the women completed the 10-item
Perceived Stress Scale and the Edinburgh Postnatal Depression Scale. Cognitive
development was assessed in infants at 12 months using the Mullen Scale. Results of
this research showed no significant negative consequences of perinatal anxiety or
depression on infant cognitive development (Keim, Daniel, Dole, Herring et al., 2011).
This study does, however, have some significant limitations. The final cohort of 358 is
relatively small to challenge the developing trends in evidence. The attrition of
participants during the study could also be of significance, as it was identified that
women with significant perinatal anxiety/depression symptomology were less likely to
participate in the postnatal follow-up assessments. This factor could have had a
significant effect on the final results.

Some research suggests that negative effects from maternal mental health problems
may impact on the child’s health and extend into adulthood. For example, a large
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Australian research study (n=3099) which used data from the Mater University Study of
Pregnancy (MUSP) used latent class growth analysis with parallel processes to
investigate the relationship between antenatal stress, anxiety, and depression and adult
offspring behavioural and emotional problems. After adjusting for a wide range of
confounding variables, results showed a positive correlation between high levels of
stress, anxiety, or depression during pregnancy and increased levels of behavioural
problems and depression in offspring at age 21 (Betts, Williams, Najman, & Alati,
2014).

A relationship between common psychosocial stress during pregnancy and paediatric
disease in the offspring was investigated in a large Danish cohort study based on
prospective data from the Danish National Birth Cohort (n=66,203). Levels of maternal
emotional and life stress were assessed during a telephone interview conducted at 30
weeks’ gestation, with questions derived from the Symptom Check List-90 and the
General Health Questionnaire. Information about childhood diseases was accessed from
the Danish National Hospital Register. In this research, confounding variables such as
socioeconomic status, parity, maternal age, and self-reported general maternal health
were adjusted for. The research also controlled for hypertension during pregnancy,
gestational diabetes, and maternal smoking. Results showed a positive association
between maternal life stress during pregnancy and 11 out of 16 categories of diseases of
childhood including infections, diseases of the respiratory system, and mental health
and behavioural problems (Tegethoff, Greene, Olsen, Schaffner, & Meinlschmidt,
2011).

Although these two studies conducted by Betts, Williams, Najman, and Alati (2014)
and Tegethoff, Greene, Olsen, Schaffner, and Meinlschmidt (2011) adjusted for
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confounding variables, there are numerous variables associated with stress, anxiety, and
depression during pregnancy that could potentially affect the outcome. However, the
large sample size and longitudinal design of these research studies add strength to their
results, which suggest that stress, anxiety, and depression during pregnancy could have
negative effects on the health and wellbeing of offspring.

This evidence collectively suggests potential resultant effects of antenatal stress,
anxiety, and depression on the cognitive development, behavior, and emotional and
physical health of the child, impacting on child health and wellbeing. O’Donnell et al.
(2009) concluded that ‘the evidence for an association between maternal stress,
depression or anxiety in pregnancy and an adverse neurodevelopmental outcome for the
child is now substantial’ (p. 290).

Ongoing risks associated with maternal anxiety and depression
Evidence points to a cascade of risks and complications in association with antenatal
maternal anxiety, stress, and depression. Beyond the suggested increase in risk of
preterm birth, mothers giving birth to infants preterm have been found in some studies
to have an increased risk of postnatal depression (Bener, 2013; Kukreja, Datta, Bhakhri,
Singh, & Khan, 2012; Misund et al., 2013; Vigod et al., 2010) .

Other research has shown that maternal-fetal attachment may be impaired as a result
of antenatal anxiety/depression (Korja, Savonlahti, Ahlqvist-Bjorkroth et al., 2008;
McFarland et al., 2011; Perry, Ettinger, Mendelson, & Le, 2011). For example,
McFarland et al. (2011) conducted a longitudinal study (n=61) comparing maternal fetal
attachment scores of women diagnosed with major depressive disorder (MDD) and nondepressed women during pregnancy. These were measured antenatally during semi-
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structured interviews and using a MFAS (Maternal Fetal Attachment Scale) between six
and 28 weeks’ gestation, and again between 36 and 38 weeks’ gestation. Results
showed significantly lower levels of maternal fetal attachment scores in the MDD
group. Limitations of the study were the inclusion criteria of women characterised as
having a depressive disorder considered to be major, and the lack of assessment of
maternal fetal attachment behaviour following birth. The longitudinal nature of the
study does however provide insight into the potential barrier to maternal infant
attachment that depression may present.

Negative effects of antenatal anxiety/depression may ripple out further to the duration
of breastfeeding. Perinatal anxiety and depression has been found in some studies to be
synonymous with earlier weaning in spite of the protective value that breastfeeding has
for depression (Hahn-Holbrook, Haselton, Dunkel Schetter, & Glynn, 2013).
The research by Hahn-Holbrook, Haselton, Dunkel Schetter and Glynn was a
prospective study following a sample of 205 American women from pregnancy to two
years following birth, investigating whether breastfeeding reduced symptoms of
depression. Symptoms of depression were assessed by using the Centre for
Epidemiological Studies Depression Scale (CES-D) four times during both pregnancy
and the postnatal period. Results showed a positive association between antenatal
depression and lower rates of exclusive breastfeeding at three months. Breastfeeding at
three months also predicted a lower risk of ongoing depression.

Maternal mental health morbidity could continue well beyond the perinatal period.
The Mater-University of Queensland Study of Pregnancy, a large prospective cohort
Australian study that has followed mothers and their children for over 20 years
(n=7223), found that women who had antenatal symptoms of depression were more

35

likely to also have symptoms of depression 14 years later (n=5185, equating to 72% of
the initial sample of women). Symptoms of depression were measured throughout the
study using the Delusions States Symptoms Inventory, designed to assess for both
anxiety and depression symptomology (Najman et al., 2005). The participants for this
research were recruited from the public health system and were more likely to be from
lower socioeconomic backgrounds. This has been identified as a potential limiting
factor as this important variable could have many influencing factors on a woman’s risk
of depression 14 years after birth (Najman et al., 2005). In spite of these limitations, the
results of this large prospective study provide valuable insight into the possible ‘ripple
effects’ from antenatal anxiety and depression.

The body of evidence highlighting the physiological and psychological effects of
antenatal stress, anxiety, and depression has some important limitations. There are many
confounding variables associated with the relationship between antenatal stress, anxiety,
and depression and the professed outcomes. Also, the different measures of anxiety and
depression are significant factors in the research results. However, even accounting for
this there are clear trends in evidence suggesting the importance of this relationship.

Intergenerational risk and disadvantage is created by a myriad of factors, but poor
maternal mental health is evidently a core variable. The growing body of evidence
indicates the importance of maternal mental health assessment and screening during
pregnancy and the provision of appropriate services to meet women’s needs.

Antenatal Maternal Mental Health Assessment and Screening
The terms ‘maternal mental health assessment’ and ‘maternal mental health
screening’ are used interchangeably in perinatal mental health literature, but according
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to Beyond Blue (2011) there is an important difference. Beyond Blue described
assessment as being the clinical evaluation of a woman’s maternal mental health risk
factors and symptoms (for example, the woman’s history and family history of mental
health problems, symptoms that may be associated with a mental health problem, and
current wellbeing) and this process can be enhanced by using screening tools. Maternal
mental health screening, on the other hand, is described as using a diagnostic test to
detect women who have probable mental health problems, for example the Edinburgh
Postnatal Depression Scale.

Optimally, midwives should assess a woman’s current emotional wellbeing during
pregnancy (NICE, 2014; Reilly et al., 2013) along with asking about her mental health
history, as recommended by the Confidential Enquiry into Maternal Deaths (Lewis,
2012; Reilly et al., 2013). The Ministry of Health (Healthy Beginnings, 2011) also
recommends that women receive psychosocial assessment during pregnancy.

According to the UK NICE Guidelines (2014) which New Zealand follows, all
women should receive maternal mental health screening at their first contact with
maternity professionals and during the early postnatal period. These guidelines
recommend that clinicians ask four key questions to assess the woman’s mental health
and wellbeing:

1

During the past month, have you often been bothered by feeling down, depressed or
hopeless?

2

During the past month, have you been bothered by having little interest or pleasure in
doing things?

3

Over the last two weeks, how often have you been bothered by feeling nervous, anxious,
or on edge?

4

Over the last two weeks, how often have you been bothered by not being able to stop or
control worrying?
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(NICE guidelines, 2014, section 1.5.3)
An English study explored the application of the four screening questions
recommended by the National Institute for Health and Care Excellence (NICE)
Guidelines in the antenatal period by using focus groups (n=50). All of the focus groups
reported inconsistent use of the questions antenatally and said that the booking
appointment was too short to accommodate these questions (Lees, Brown, Mills, &
McCalmont, 2009). This study is small and was conducted in one area only so in
isolation has limited strength, but suggests that the screening questions recommended
by the NICE Guidelines may not be routinely or cohesively applied.

The New Zealand Perinatal and Maternal Mortality Review Committee seventh
annual report (2013) highlights the importance of mental health screening during
pregnancy. This report identified that when maternal deaths were considered to have
been potentially avoidable, a common contributory factor was a lack of policies,
protocols, and guidelines, and this included a lack of guidelines for maternal mental
health screening.

There is both a national and an international call for midwives to assess women’s
mental health during pregnancy. It could be argued that maternity care in the developed
world appears to be sitting behind the evidence regarding maternal mental health risk.
The focus of antenatal care is the physical wellbeing of the mother and the developing
baby, and a woman’s mental health is not consistently a part of the routine antenatal
assessment (Alder, Fink, Urech, Hosli, & Bitzer, 2011; Fahey & Shanessa, 2013). The
body of evidence, however, demonstrates the frequency of maternal mental health
problems and also their associated morbidity (and sometimes mortality) questioning the
optimal maternal mental health assessment and screening process.
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There is some contention around the effectiveness of routine screening for identifying
perinatal anxiety and depression (Armstrong & Small, 2010) and there is a significant
gap in evidence pertaining to the efficacy of maternal mental health screening. Some
research does indicate the worth of using screening tools to identify mental health risk
(Austin, Reilly, & Sullivan, 2012; Lusskin, Pundiak, & Habib, 2007; Rilly et al., 2013).
However, it has been argued that this evidence is challenged by a lack of auditing of the
resultant morbidity outcomes. Austin et al. highlight that the Australian public health
reforms on maternal mental health assessment and screening have not been
substantiated by any national data providing evidence of resultant improved health
outcomes. The consideration of beneficence over maleficence is an important
deliberation when thinking about the application of routine maternal mental health
screening to clinical practice (Krantz et al., 2008).

In Australia, the National Perinatal Depression Initiative (NPDI 2008-2013)
recommends routine early screening and psychosocial assessment to aid detection of
perinatal depression (Marnes & Hall, 2013). Beyond Blue (2011) also recommends in
its clinical practice guidelines that all women receive routine assessment of their
emotional health and wellbeing throughout the perinatal period. This dual assessment
should comprise assessment questions related to the woman’s psychosocial wellbeing,
along with screening using the Edinburgh Postnatal Depression Scale (EPDS).

The introduction of this universal perinatal maternal mental health and psychosocial
assessment programme in Australia was critiqued by Laios, Rio and Judd (2013). They
argued that there was a dearth of evidence supporting the benefits of universal
screening, and raised the issue of beneficence over maleficence. Their rationale for this
argument was the potential harm that false positive and false negative screening results

39

could cause for women; some women as a result could be ‘labelled’ as being at-risk or
depressed when they did not consider that they were.

A Cochrane review explored randomised and quasi-randomised controlled trials
relating to the antenatal assessment of maternal mental health and its effectiveness in
reducing perinatal morbidity. It highlighted that there was not enough strong evidence
to be able to conclusively ascertain the effectiveness of antenatal maternal mental health
assessment in relation to the reduction of perinatal morbidity, due to the many
confounding variables impacting on the research results. This review did however
identify trends towards an increased level of clinician awareness of maternal mental
health risk factors when women received maternal mental health screening, and
concluded that the assessment of both women’s concurrent mental health risk and their
symptom profiles would identify more women at risk (Austin, Priest, & Sullivan, 2008).

Anecdotally, the Edinburgh Postnatal Depression Scale (EPDS) is the most
commonly used screening tool by midwives in New Zealand during the perinatal period,
and this is routinely used postnatally.

Edinburgh Postnatal Depression Scale
The Edinburgh Postnatal Depression Scale was initially constructed by Cox et al. as a
one-dimensional measure of postnatal depression. It is well-validated and widely used,
but arguably used by default for maternal mental health screening during pregnancy (Ji
et al., 2011). Considering its application to the antenatal period, there is a dearth of large
trials testing its antenatal efficacy.
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Some studies have raised concern about the ability of the Edinburgh Postnatal
Depression Scale to identify symptoms of anxiety, or differentiate these symptoms from
those of depression. For example, Rowe et al. (2008) used the scale to assess a cohort of
138 Australian women on their admission to a mother and baby unit (a residential, nonpsychiatric, early parenting service). They discovered that more than half of the women
who scored more than 12 on the Edinburgh Postnatal Depression Scale were
mislabelled as having probable major depression, and instead had symptoms of anxiety
or minor depression, and probably secondary to severe fatigue.

In contrast, a large prospective Australian study (n=3853) incorporating women
during pregnancy and the postnatal period replicated the questions related to anxiety on
the Edinburgh Postnatal Depression Scale and compared results to a ‘Demographic and
Psychosocial Risk Factors Questionnaire’ that included anxiety-related questions. The
findings showed that the two scales revealed similar results, suggesting that the
Edinburgh Postnatal Depression Scale is effective in assessing anxiety levels (Swalm,
Brooks, Doherty, Nathan, & Jacques, 2010). Unlike the study by Rowe et al. (2008), the
women for this study were not identified as attending a mother and baby unit. This
factor could have impacted on the results of the two studies.

According to Berdink et al. (2011), the Edinburgh Postnatal Depression Scale has
three statements that are directly related to anxiety. These are:

Item 3 – I have blamed myself unnecessarily when things went wrong.
Item 4 – I have been anxious or worried for no good reason.
Item 5 – I have felt scared or panicky for no good reason.
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The validity of the Edinburgh Postnatal Depression Scale during pregnancy was
investigated by Berdink et al. (2011) by comparing its screening results with the
Symptom Checklist 90 as well as a 10-item anxiety subscale, using a sample of 845
Dutch pregnant women at 12, 24, and 36 weeks’ gestation. Results found significantly
high correlations between results generated by these screening tools (P<.001). This
study suggested an earlier cut-off score of 11 using the Edinburgh Postnatal Depression
Scale during the first trimester of pregnancy and 10 during the second and third
trimesters, rather than the cut-off of 13 that is usually used to indicate anxiety or
depression in the postnatal period.

These two large studies by Swalm et al. (2010) and Berdink et al. (2011) suggest the
effectiveness of the Edinburgh Postnatal Depression Scale as a tool for screening for
antenatal anxiety and depression symptoms. The results, however, are influenced by the
tools used in the studies as a comparison to the Edinburgh Postnatal Depression Scale.
Another significant variable to consider is that many symptoms of depression such as
fatigue, appetite changes, and insomnia commonly occur during pregnancy and may not
necessarily be indicative of depression or anxiety, but a screening tool is not able to
make this differentiation (Altshuler et al., 2008).

A literature review by Johnson et al. (2012) assessed 25 papers that were related to 10
maternal mental health screening tools. Results showed that none of the tools fulfilled
all of the requirements for validity, reliability, sensitivity, and specificity and none were
consistently effective. This raises the question of the reliance on screening tools for the
assessment of maternal mental health.
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A further issue regarding the use of screening tools is that some women may not
disclose symptoms of depression even when the Edinburgh Postnatal Depression Scale
is used (Miller & LaRusso, 2011; Rahman et al., 2013). Hall (2006) conducted a
phenomenological study in England, which looked at the experiences of a purposively
selected sample of 10 women who had postnatal depression. A common theme was that
these women found it difficult to disclose their true feelings, and as a result failed to
respond honestly to the Edinburgh Postnatal Depression Scale.

The research study by Hall (2006) illuminates an important limitation of the use of
screening tools to screen for perinatal anxiety/depression. Hall concluded that the
professional practitioner’s overall clinical judgment is pertinent and should override the
screening result if not congruent with it. The Edinburgh Postnatal Depression Scale,
while not infallible, may be beneficial in raising awareness of maternal mental health
problems, and facilitates the discussion of emotions, which can aid clinical assessment
(Giardinelli et al., 2011; Robertson, 2010).

However, the use of screening tools is not the only important consideration in
maternal mental health assessment and screening. Literature reveals that the stigma
surrounding mental health, the lack of clear referral pathways, and midwives’ feeling
ill-prepared for their assessment role, could be key barriers to effective maternal mental
health assessment and screening.

Barriers to effective maternal mental health assessment and screening
Stigma
The body of literature reveals some critical barriers to maternal mental health care,
stigma in relation to mental health being one of them. Stigma is a complex social
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construct governed by societal forces (Pinto-Foltz & Logsdon, 2008). It is ‘linked with
illnesses or conditions that are believed to be under the individual’s control or
manifested as a consequence of unacceptable social behavior’ (Pinto-Folz & Logsdon,
2008, p. 21-22). Associated with mental illness, it negatively influences disclosure of
symptoms and adherence to treatment (Flynn, Henshaw, O’Mahen, & Forman, 2010;
Jorm & Griffiths, 2006; McCarthy & McMahon, 2008; Pinto-Foltz & Logsdon, 2008;
Stickney, Yanosky, Black, & Stickney, 2012).

Stigmatising attitudes towards mental health problems were found in a small
qualitative study of 24 mental health workers in Portugal (Marques, Figueiras, &
Queiros, 2012). Further studies also suggest that health professionals are not exempt
from stigmatising attitudes towards perinatal depression (Stewart, 2007; Ungar &
Knaak, 2013). For example, midwives’ assessment of maternal mental health was
explored in an Australian study (McCauley et al., 2011), (n=160). Results showed that
more than 60% of the midwives had seen negative responses to women who had
maternal mental health problems, and that midwives often avoided women who were
experiencing mental illness. A recent cross-sectional survey investigating midwives’
knowledge and attitudes around perinatal mental health in Australia (Hauck, Kelly,
Dragovick, Butt et al. 2015), (n=238), indicated pervasive negative stereotyping
towards women experiencing mental health problems. These research studies raise an
important consideration, indicating that midwives’ perceptions of mental health and
maternal mental health are central to the maternal mental health assessment and
screening process.

An Australian qualitative research study (Bilszta, Ericksen, Buist, & Milogram,
2010) investigated women’s experiences of having postnatal depression and their
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perceived barriers to care. Using focus groups (n=40) they identified that a supportive
and understanding approach and good knowledge about available options for maternal
mental health care were key attributes for health professionals. When professionals did
not validate the woman’s distress this was a significant barrier to the woman disclosing
her symptoms and seeking help. Results also highlighted the feelings of shame
associated with depression. Women in their sample expressed concerns about presenting
a negative image as a mother, or fears about losing their children.

An English qualitative study (Flynn, Henshaw, O’Mahen, & Forman, 2010) also
illuminated the feelings of guilt that are sometimes associated with maternal mental
health problems. This study used semi-structured interviews to explore women’s
perspectives on how the maternal mental health referral processes could be improved
(n=23). Results highlighted the importance of the language used by professionals and its
influence on how women received referral for treatment. For this sample of women the
word ‘depression’ elicited feelings of guilt, signifying personal failure as a mother.
Some participants identified that framing the treatment and care more positively and
normalising it would make it more acceptable to them.

Although these were all small qualitative studies, none of which were done in New
Zealand, they collectively highlight an evidently crucial notion about the importance of
women’s perceptions of their mental health and the recommended treatment and care.
This further illuminates the importance of the stigma that surrounds mental health and it
being a barrier to the identification of symptoms and the acceptance of treatment and
care. The presence of stigma and its effects also challenges the statistics related to
perinatal maternal mental health problems (which exhibit reported levels of mental
health problems), as these reported problems may be under-represented.
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Midwives’ knowledge and skills
Studies have been done internationally which suggest that some midwives do not feel
that they have the required knowledge and skills to deal with their role in the assessment
of maternal mental health and care of women with perinatal mental health problems.
For example, a national survey of Australian midwives’ knowledge of antenatal and
postpartum depression (n= 815) identified key areas where there were gaps in the
midwives’ knowledge. These related to the onset, assessment, and treatment of
symptoms of depression throughout the perinatal period. Overall the midwives
indicated a desire for greater knowledge and increased strategies for the assessment of
maternal mental health (Jones, Creedy, & Gamble, 2011).

Studies by McCauley, Elsom, Muir-Cochrane, and Lyneham (2011) and Hauck et al.
(2015) found that participant midwives did not feel adequately prepared or equipped
with the necessary knowledge and skills to deal with maternal mental health problems.
McCauley et al. conducted multi-centre qualitative research with a sample of 161
Australian midwives whose attitudes, skills, knowledge, and experience of caring for
women with maternal mental health problems were collected using questionnaires.
Results suggested that the midwives did include the assessment of a woman’s mental
health as part of their antenatal assessment practices, but 93% of the participants
indicated that they required additional skills and knowledge regarding the identification
of maternal mental health problems. Results also highlighted a lack of knowledge about
referral and treatment pathways once maternal mental health problems were identified.

The research study by Hauck et al. (2015) was also done in Australia, and
investigated the perceived mental health learning needs of a cross-section of employed
midwives in a Perth public hospital (n=238). Data was collected using a survey, and
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results indicated that although participants perceived that midwives have a role in the
assessment of maternal mental health, the majority felt ill-equipped for this role and
showed a strong desire for further knowledge and skills around maternal mental health.

Other research studies internationally have suggested very similar results. For
example, a South African qualitative focus group study (n=16) investigating midwives’
perceptions of antenatal psychosocial risk assessment discovered that the midwives
valued their role in women’s antenatal psychosocial assessment, but did not feel that
they were adequately equipped to do this (Mathibe-Neke, Rothberg, & Langley, 2014).
They identified barriers such as a lack of guidelines for practice or tools for
psychosocial assessment, and inadequate resources to refer women on to for
psychosocial care.

An English study by Lees, Brown, Mills and McCalmont (2009) used mixed methods
to investigate professionals’ knowledge of mental health care, and found that 91% of
the participant midwives (n=34) felt that their knowledge of perinatal mental health was
inadequate, and further training would be of benefit to them.

The results of many of these studies cannot be generalised due to their qualitative
nature, and it could be argued that because all the studies were done overseas, their
application to the New Zealand midwifery model is limited. However, they yield very
similar results, suggesting that midwives could possibly benefit from more preparation
and education around the assessment of maternal mental health.
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Referral pathways
The Ministry of Health ‘Healthy Beginnings’ initiative (2011) outlined a lack of
consistency and collaboration in the provision of MMH services in New Zealand. The
Perinatal and Maternal Mortality Review Committee in its seventh annual report (2013)
acknowledged the need for clear maternal mental health referral pathways and
collaboration with maternity, child, family, and social services.

It has been identified that many women with maternal mental health problems may
have difficulties accessing the appropriate services to support their needs
(Makregiorgos, Joubert, & Epstein, 2013). Simply instigating a maternal mental health
screening program is not enough to obtain a therapeutic effect (Laios, Rio & Judd,
2013). Laios et al. questioned the effectiveness of universal maternal mental health
screening in Australia, and proposed that routine maternal mental health screening alone
would not improve wellbeing for women without the integration of mental health into
maternity care throughout the perinatal period. They suggested that an effective system
would consist of clear and accessible referral pathways connecting multidisciplinary
agencies for a holistic approach.

Makregiorgos, Joubert and Epstein (2013) investigated maternal mental health
referral practices in Australia. They retrospectively analysed data on all women
identified as having a mental health problem who received maternity care at a large
hospital over a period of a year (n=319). Psychosocial issues among this group of
women were found to be prevalent, and diverse in nature. Results showed that referral
to appropriate services was not consistent due to the referral not being offered, the
referral being declined by the woman, or the referral not resulting in services being
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accessed. Makregiorgos et al. emphasised that a functional maternal mental health
referral system is critical for the effective care of women with psychosocial issues.

The importance of interagency collaboration was emphasised by Van der Ham,
Berry, Hoehn, and Fraser (2013) who discovered improvements in maternal mental
health and responsiveness to infants when maternal, mental health, and child health
services became more integrated. The literature in this area was limited, but it does
suggest the importance of clear maternal mental health referral pathways along with an
integrated, collaborative maternal mental health system.

Summary
Review of the literature reveals the importance that mental health has for maternal
health and wellbeing in the antenatal and postnatal periods and beyond, its effects also
impacting on child health and development. The evidence indicates that maternal
mental health problems considered to be mild or moderate in nature are a relatively
common occurrence during pregnancy, and are associated with an increased risk of
morbidity (and potentially mortality), highlighting the importance of the identification
of risk during pregnancy.

There is evidence suggesting several barriers to the effective assessment of maternal
mental health and referral to appropriate services, including the stigma that surrounds
mental health, midwives feeling ill-prepared for their role in the assessment of maternal
mental health, and the absence of clear referral pathways. This review of the literature
highlights that midwives’ perceptions of maternal mental health and its assessment
antenatally are central to clinical practice in this area, and also shows some of the
possible barriers to maternal mental health assessment and referral.
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There are currently no New Zealand studies examining how midwives apply maternal
mental health assessment and screening to their clinical practice, or how they perceive
maternal mental health and their role within it. As the New Zealand model of midwifery
differs to that of many other countries, it is important that research captures the
practices and perceptions of New Zealand midwives in this area.
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Chapter Three: Methodology and Methods
Introduction
This chapter outlines the research process and its application to the study, exploring
the methodological underpinnings and rationale for their selection. Ethical
concerns/issues are discussed, and the steps taken to address these are described.
Recruitment of the participants is examined, summarising the decision making involved
in this process and its significance for the study. Data collection methods are described.
The salient processes undertaken to promote rigour throughout the research process are
described, and the process undertaken to analyse and interpret the data is explained,
demonstrating how patterns and themes were revealed and how they lead to making
sense of the data. Challenges experienced within the research process are highlighted
and examined, showing rationale for decision making.

Methodology
Interpretive descriptive methodology (ID) was selected to facilitate the uncovering of
this study’s phenomenon. At its foundations interpretive descriptive methodology has a
constructionist epistemology, which refers to the nature of knowledge and the way it is
understood (Crotty, 1998). Constructionism, or ‘the making of meaning’, is the belief
that knowledge and reality are constructed by the interaction between humans and their
social worlds (Crotty, 1998).

Many qualitative research methodologies are steeped in theoretical perspectives or
ways of viewing the world (Crotty, 1998). These theoretical perspectives are embodied
in the work of philosophers and theorists which historically has had its roots in
sociology, psychology, and philosophy. Thorne (2008) describes interpretive
description as being ‘atheoretical’, being driven instead by professional clinical practice
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and the interpretation of patterns of experience or understanding. Atheoretical research
methodologies are accepted as integral to qualitative research (Sandelowski, 2000).
Grant and Giddings (2002) argued that methodological congruence holds greater
importance for research than the identification of its philosophical underpinnings.

Interpretive descriptive methodology, while being considered atheoretical, is
influenced by both interpretive and post-positivist paradigms. These paradigms
influence and drive the methodology, underpinning the research process. According to
Guba and Lincoln (1994), post-positivism strives for accuracy. At the same time, postpositivism is open to the belief that there are multiple truths and realities. The postpositivist paradigm recognises that the researcher cannot be value-free (Grant &
Giddings, 2002). Interpretive descriptive methodology considers expert clinical
knowledge to be a solid grounding for research inquiry (Hunt, 2009).

Interpretive description is considered to have a low inference of interpretation
(Thorne, 2008). However, in the words of Sandelowski, ‘All inquiry entails description,
and all description entails interpretation’ (Sandelowski, 2000, p. 335). Researchers
using this methodology are concerned with both descriptive validity in accurately
describing the events, and interpretive validity, which comes with accurate accounting
of participants’ meanings that are evident within the event (Sandelowski, 2000), thus
reflecting the philosophical underpinnings.

Interpretive description draws from the tenets of naturalistic inquiry, seeing the
phenomenon in its natural state (Lincoln & Guba, 1985). Interpretive description was
designed for use in the applied health sciences, and is grounded in these professional
epistemological foundations (S. Thorne, Kirkham, & MacDonald-Emes, 1997). It
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facilitates the generation of knowledge by the identification of themes and patterns
within the research data. Findings generated from the identified themes and patterns can
then be used to assist in clinical reasoning, and to guide and inform clinical practice
(Hunt, 2009; Sandelowski, 2000; S. E. Thorne, 2008).

Interpretive description is particularly useful when researchers strive to know the
‘who’, ‘what’, ‘where’, and ‘how’ of a phenomenon (Sandelowski, 2000). It facilitates
new understanding and clinical knowledge by changing the angle of vision from which
the phenomenon is perceived, and generating new insights for clinical application
(Thorne, 2008). This relates very well to the research question for this study, and
generates a holistic, pragmatic viewpoint from which to see and critically analyse the
perceptions and antenatal maternal mental health assessment practices of the midwives.

The value of a paradigm lies in the recognition by practitioners of its capability to
address a question or solve a problem with greater success than another (Kuhn, 1970).
When analysing the best methodology to facilitate the uncovering of this phenomenon,
other qualitative methodologies were considered.

Qualitative descriptive methodology was an option I initially considered using for
this study. This would have generated a rich description of the phenomenon, but the
focus using this methodology would have been the surface of the words and events
(Sandelowski, 2000). The research question concentrates on the participants’
perceptions of mental health and its assessment during pregnancy, and interpretive
description extends beyond the self-evident, seeking to discover patterns and themes
and revealing underlying meaning (Thorne, 2008). It is this meaning that further
explains what lies beneath the midwives’ perceptions of mental health, and what might
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be informing their clinical practices in the antenatal assessment of maternal mental
health.

Grounded theory was also considered as a methodology for the research. This is
based on symbolic interactionism, which is the derivation of meaning from social
interaction. The aim of grounded theory research is the development of theory from
social processes (Starks and Trinidad, 2007). For this research it would have been
effective in generating theory and understanding regarding the midwives’ antenatal
maternal mental health assessment practices. However, the aim of this research was not
to develop a theory, but to capture the midwives’ perceptions of mental health and its
antenatal assessment, which are fundamental to the midwives’ clinical reasoning and
practices.

Interpretive description was a clinically-focused driving force for this research study
and facilitated the research question being answered. It stayed close to the voices of the
participants while also generating interpretive insight beyond their words. There were
challenges with the methodology, the first being that it is relatively new and there was
very little literature regarding its practical application. I also found some challenges
around the degree of interpretation required. I found, however, that if I remained
clinically focused and concentrated on the core question of ‘what is happening?’
(Thorne, 2008), this guided the degree of interpretation well.

Methods
The research methods used in this study to gather and analyse the data reflect both the
research question and the overarching methodology.
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Participants
There were 25 participants in total, who formed five focus groups. Participants were
all providing lead maternity care to women in the Auckland region. This entailed them
providing continuity of care for a caseload of women throughout pregnancy, labour and
birth, and the postnatal period. This criterion for recruitment ensured that midwives who
were making clinical decisions about the antenatal assessment and screening of
maternal mental health, and who would have experience of caring for women with
maternal mental health problems, were recruited into the study. (There were no criteria
around length of midwifery experience.) Participants also needed to be Englishspeaking to prevent communication difficulties during data collection.

During the recruitment process I approached group practices of midwives whom I felt
would be willing to share their perceptions and practices honestly and openly: those
whom I felt were authentic, pragmatic, and for whom self-belief would reign over fear
of judgment. The reputation of the group practices and my knowledge of the midwives
drove this selection. It was important that participants were recruited who would be
willing to be reflective and to explore their feelings and practices around maternal
mental health. Thorne (2008) described this as strategically identifying ‘key
informants’, the rationale being that some participants will be more able to provide
insight into the phenomenon being explored than others.

Sampling
Midwives were recruited from different geographical areas in the Auckland region,
incorporating a range of demographics. This included midwives who cared for more
Maori and Pacific women, those who performed a greater number of home births, and
included both urban and rural practices. The aim of this was not to achieve
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representation or for generalisation of the research results, but instead to maximise
insight into the perceptions and practices of these midwives regarding maternal mental
health.

Sampling was predominantly purposive in nature, ensuring that participants who had
experience of the phenomenon being investigated were selected. Sampling after the
fourth focus group became theoretical in order to facilitate further investigation and
clarification of concepts and themes identified. This was to enable enquiry into possible
epidemiological or philosophical influences in antenatal assessment practices and
perceptions of maternal mental health. In order to enrich the enquiry with this
perspective, a group of midwives who practised in a different demographical setting and
assisted many women to birth at home were recruited.

Midwives who worked together in the same practice groups were contacted to
participate, with a view to forming focus groups from the same practices. The nature of
LMC midwifery practice meant that participants may not have been available for the
focus groups due to the unpredictable patterns of their work. I therefore approached all
midwives within the practices, knowing that some would not be available. Three
recruited midwives in total could not attend the focus groups due to acute work
commitments.

Care was taken to ensure that individual midwives did not feel any coercion to take
part in the research. Midwives were invited to participate in the study by email and
attached was an invitation, information letter, and consent form (Appendix A, B, and
C). In cases where I had no response after two weeks, I followed up the email with a
phone call to ask if they required any further information about the study. Of the seven
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midwifery practices contacted, two did not take part in the research. One of these
practices was really interested in participating in the study but found it difficult to
arrange for the group of midwives to meet with us together. The other practice declined
as its midwives were very busy caring for large caseloads. Recruitment was troublefree, and there appeared to be plenty of interest in the research.

Being a practising midwife, I knew many of the midwives in this geographical area.
It was therefore particularly important that they did not feel compelled to participate in
the research. This was discussed with my primary supervisor, and a decision was made
that if I had any concerns that midwives might have felt pressured to participate, she
herself would approach them for recruitment.

Data collection
Data was collected using focus groups, each comprising between two and six
participants. The aim of this method is to collect rich descriptive data in order to reveal
the phenomenon as it exists in its natural environment (Sandelowski, 2000). Using
focus groups capitalised on group interaction. During their debate and interaction the
midwives revealed the differences and similarities in how they perceived maternal
mental health and its antenatal assessment, and what underpinned their perceptions.
According to Thorne (2008) this group interaction enriches understanding of the beliefs
and attitudes that influence behavior.

Wilkinson (2014) highlighted that the interaction within focus groups not only
reveals shared experiences, but also gives the researcher insight into what assumptions
and concepts are underpinning these notions, describing this as ‘the process of
collective sense-making in action’ (Wilkinson, 2014, p.193). Morgan (1998)
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emphasised that focus groups excel at uncovering the rationale underlying participants’
thought processes. Developing further insight into the participants’ rationale was
important to gain a deeper understanding about what lay beneath their perceptions,
informing their clinical decision-making around the antenatal assessment of maternal
mental health.

According to Kreuger (1994, p. 3), the aim of focus groups is ‘not to infer but to
understand, not to generalise but to determine the range, not to make statements about
the population but to provide insights into how people perceived a situation.’ Focus
groups represented an appropriate data collection tool to maximise comprehension
about how participants perceived mental health, how they assessed maternal mental
health antenatally, and what was informing these notions for this group of midwives.

Group dynamics are integral to the focus group process, and can potentially act to
inhibit or empower individual participants (Kitzinger, 1995). The midwives in this
research needed to feel safe to truthfully disclose their perceptions and perspectives
about mental health and the antenatal assessment of maternal mental health. Focus
groups were set up with midwives who worked together in the same practice groups.
The rationale behind this was that these midwives were likely to feel comfortable with
each other, making the sharing of their perceptions and practices more comfortable for
them. Anecdotally, midwives who work in practices together regularly share clinical
experiences with one another for advice and support.

Exploring the literature around the use of focus groups for data collection revealed
conflicting opinions, but Kitzinger (1995) recommended that homogeneity should be
considered when forming groups due to the benefits that shared experiences and
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understanding bring. I noticed that the midwives appeared very relaxed from the start in
all five focus groups, and shared their thoughts and practices very readily in
conversation with each other. A mutual respect was evident, and this appeared to
facilitate conversation and disclosure.

The familiarity and collegiality between the midwives in the focus groups enhanced
collective sense-making. When clinical scenarios were shared, it was clear that other
members of the group were already aware of and had sometimes also shared in the
clinical experiences themselves. These collective experiences facilitated development of
the discussion, assisted with recall of events, and also challenged individuals’
perspectives. They ultimately highlighted the underpinning construction of participants’
practices and perceptions around maternal mental health, and enriched the resultant
data.

Complexities with group dynamics in focus groups were still an important
consideration. There was potential for team dynamics to have a negative rather than
positive impact on how the focus group interacted, and this was watched for and
reflected upon throughout the data collection. It is essential for researchers to analyse
not only what the participants talk about, but how they are talking, interacting, and
responding to the other participants and their perspectives (Wibeck et al., 2007).

During one of the focus groups it was observed that a midwife with less experience
seemed quiet during the discussions. As a senior midwife from the practice was part of
the group I considered whether this was making her feel intimidated, or if this
represented for her a conflict of interest. Her responses, involvement, and body
language were observed. As she remained quiet I made an additional effort to draw her

59

into the conversation, asking her how she was feeling about issues as they were raised,
and observing the responses to her contributions. Her responses were clearly valued
within the group, but her interaction remained minimal. The power dynamics within the
group, possible intimidation, and coercion were questioned, and the recruitment process
reflected upon. Speaking to this midwife at the end of the discussion provided
reassurance that she had felt comfortable throughout the process, but had simply felt
that she didn’t have as many clinical experiences to share. She had brought a valuable
perspective around midwifery training and preparation for dealing with maternal mental
health issues, which further developed the discussion.

Focus groups were conducted at a location to suit the midwives, and in all cases their
shared practice rooms were chosen. Chairs were arranged in a circle so that all
participants were equally included, heard, and valued. This also ensured that eye contact
was possible when listening to others and engaging in conversation. Food was placed in
the centre of the circle for sharing during the discussions. This created a relaxed
atmosphere, but the process of sharing also seemed to create connectedness within the
group and encouraged conversation.

Two researchers were present at three out of the five focus groups; my primary
supervisor worked alongside me taking notes throughout the data collection. These
aided clarity during the transcription and analysis, capturing non-verbal data and
intensifying meaning. This also gave my supervisor an enhanced insight into the
midwives’ perceptions, which enriched supervisory conversations during the data
analysis.

60

At the start of the focus groups introductions were made and background information
regarding the research study was discussed prior to commencement of the discussions,
and an opportunity was given for participants to ask questions. A further copy of the
information sheet and a consent form were given to all participants, who signed the
form prior to commencement of the data collection.

Discussion took place around safety, and all midwives were informed that they were
under no obligation to answer questions they didn’t feel happy answering, nor to remain
in the group if they felt uncomfortable. Counselling at AUT was offered should anyone
have felt that the interview process had caused trauma. The importance of
confidentiality was emphasised, and this is discussed within the ethical considerations.

Throughout the focus group discussions questions were open-ended in order to gain a
deeper understanding of the midwives’ experiences and perceptions, and the approach
was relaxed and conversational. This allowed for greater exploration of the participants’
narratives within the group, facilitating rich description. The freedom of the participants
to express issues and notions spontaneously provided further insight into the
phenomenon, thus shaping the enquiry, and this ultimately enhanced insight.

My position as a practising midwife and researcher required reflexivity throughout
the focus group discussions. Parker and Tritter (2006) highlighted the importance of the
researcher being on the periphery of the focus group, the aim being to capture the
interaction of participants rather than that of the researcher. It was therefore imperative
for me not to become too involved in the discussions while effectively facilitating a
rich, engaging, and relevant conversation.
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There were purposeful gaps of up to three weeks between focus groups. This allowed
for iteration, providing an opportunity for me to refine the questions and extend the
enquiry according to new insights that were revealed. Concurrent data collection and
analysis therefore drove the exploration (Thorne, 2008) and assisted in gaining a deeper
understanding of the midwives’ reality and experiences. Focus group data was recorded
and transcribed by myself.

Transcription of data
A verbatim account of each focus group discussion was transcribed. Along with
verbal data, non-verbal data was also captured in the recordings, such as salient pauses
and tone of voice, which complemented the data and further facilitated insight into the
meaning within the participants’ accounts. Although transcribing the focus group data
myself was a time-consuming process, it helped me to immerse myself in the data and
begin to think about how maternal mental health and the midwives’ practices were
being spoken about. The simple act of listening, then stopping and transcribing line by
line, assisted in the analytical process. Thorne (2008) advocates engagement in the
transcription process to enhance understanding of, and reflection on, the inherent
meaning within the data. I entered into a process of listening, thinking and transcribing,
followed by more listening in conjunction with the notes which were taken during the
focus groups.

Data analysis
When you emphasise description, you want your reader to see what you saw.
When you emphasise analysis, you want your reader to know what you know.
When you emphasise interpretation, you want your reader to understand what
you think you yourself have understood. In different ratios, for different
purposes, we try to accomplish all three.
(Wolcott, 1994, p. 412)
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Congruent with most qualitative research, an inductive approach to data analysis is
taken when applying interpretive descriptive methodology. This is where the research
findings are generated from the data rather than analytical structures being
predetermined (Thorne et al., 1997). Data analysis in this research study was concurrent
with data collection, so the analytical process commenced with the focus group
interviews and influenced ongoing collection of data.

My approach to data analysis was considered, and perceived in ‘layers’. I
purposefully planned to take a slow pathway to the formation of themes and patterns
within the data, to give time for the inherent meaning within the accounts of the
participants to be recognised and understood. I regularly took time out and reflected on
the phenomenon, the data, and the analytical process in order to challenge my processes
at every stage. Regular supervisory meetings further challenged my interpretation and
construction of meaning from the data.

Morse and Field (1995) described a four-stage cognitive process for qualitative data
analysis on which I based the analytical process, these stages being precursors to
conceptualisation of the phenomenon. The first stage was described as
‘comprehension’, which is about making sense of the data and asking ‘what is going
on?’ It was important to reflect on and record why certain notions attracted my
attention. Thorne (2008) proposes that researchers carry presuppositions, and it is
important not to become sensitised to patterns that fit these concepts. Being aware and
reflective of these presuppositions and allowing myself to become immersed in the data
was a first step to data analysis beyond data collection, and was central throughout the
research process. I am an experienced midwife, and have worked as an LMC midwife.
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This therefore gave me insight into the phenomenon, but ongoing reflection was needed
to ensure that my own presuppositions were not influencing the research process.

Comprehension commenced with repeatedly listening to the narratives in order to
explore the meaning within, search for insights, and become familiar with the data.
During this process I made notes to capture non-verbal communication such as salient
pauses, tone of voice, and expressions of emotion; these were important in the
communication of meaning.

Transcribing the focus group interviews myself further developed comprehension and
formed the next stage of the analysis. This allowed me to develop an increased
familiarity with the data, along with a greater holistic understanding beyond the
obvious. It facilitated reflection on the data throughout the process, allowing me to
‘hear’ the participants’ perceptions and practices more clearly.

The next step in the analysis as referred to by Morse and Field (1995) is
‘synthesising’. During this process data was systematically sorted and synthesised, and
as this process progressed I began to look for patterns. I analysed the transcripts from
the focus groups in detail and made notes beside them. Thorne (2008) cautions
researchers not to be too precise in the early stages of searching for patterns within the
data, and that this stage is simply for distinguishing the significant patterns within the
data from those less significant. Memo notes focused on what was happening within the
data and they remained broad. Potential meaning was teased out, and explanations were
noted.
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The early memo notes were not identifying themes, but instead capturing possible
explanations related to the midwives’ perceptions of mental health and its antenatal
assessment. The notes were analytical and at times questioning. This was a reflective
process, constantly challenging the interpretive angle until patterns within the data
occurred and a set of ideas became more refined. Morse and Field (1995) referred to
this stage as ‘theorising’. These notes became more definite and polished as the analysis
developed and the emerging underlying meaning became more evident. A major
challenge here was identifying the areas that were core to the understanding of the
phenomenon and salient for the development of clinical reasoning.

Theorising continued until significant explanations begin to cluster into groups,
revealing the most consistent explanations, or patterns. These have been described as
meaning units (Graneheim, Lundman, Omvårdnad, Medicinsk, & Umeå, 2004). This
represented an early coding process, but this was considered to be preliminary and fluid,
and required ongoing critical analysis. Contradictory notions were carefully examined
at each stage, and were compared and contrasted against the data that was forming
patterns to analyse their significance, and look for relationships. My memo notes
became increasingly analytical, asking increasingly complex questions of the data and
the meaning within it.

Analysis (‘theorising’) progressed to the creation of categories that shared the same
commonality, and formation of themes. Formation of themes from meaning units linked
together the underlying meaning from within the data. Themes answer the question
‘how?’ (Graneheim et al., 2004). At this stage the memo notes that had begun to form
categories together were collated. The meaning units that were forming categories were
placed in the left column of a series of Word documents. This began to build a picture,
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further revealing patterns, relationships, and inherent meaning. On the right side of the
page the analysis was developed by documenting associated meaning, teasing out
further what was happening within the midwives’ accounts. This process created the
collaboration of patterns and meaning units and increased clarity to enable themes to be
identified.

Themes within the data had now been identified, and an overarching statement in
relation to the research question was being constructed. The analysis, however, was still
in progress, and there was considerable reflection on these identified themes to ensure
that they echoed the midwives’ perceptions of maternal mental health and its
assessment during pregnancy. Morse and Field (1995) referred to this final analytical
stage as ‘recontextualising’.

According to Thorne (2008) this stage pulls the phenomenon back from the
theoretical and firmly connects it to clinical application and reasoning. This required
reflection on a more holistic level, understanding the implications of the knowledge that
had been created. The themes were analysed in order to optimally present and explain
the midwives’ perceptions so that readers of the research could have a more informed
understanding and insight into its clinical significance. Effective data analysis in
qualitative research captures the essence of the phenomenon (Sandelowski,1993) and
these themes outlined this. Initially three main themes were identified , but further
reflection when the ‘Findings’ chapter was constructed revealed that in fact there was
just one main theme to which three sub-themes were closely related.
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Ethical Considerations
Research is fundamental to the epistemological foundations of health care professions
including midwifery, but raises a myriad of ethical questions. Ethics are integral to the
research process as a whole, from the choice of methodology right through to the
publication of results (Aita & Richer, 2005). Ethics interrelate with rigour throughout
the research process, so therefore coexist rather than being separate entities (Aita &
Richer, 2005).

Since the Declaration of Helsinki in 1964, all health care research has had to meet
ethics committee approval, demonstrating an awareness of the ethical dilemmas within
the research (W. Rogers & Lange, 2013). As this study was conducted through AUT
University, an application for ethics approval was submitted to and approved by
AUTEC, the AUT Ethics Committee.

This research study took place in New Zealand, so the principles of the Treaty of
Waitangi, being participation, protection, and partnership, remained central throughout.
These principles encapsulate ethical consideration, and were holistically applied to the
study. The principles interlink with the ethical considerations of beneficence/nonmaleficence, autonomy, and justice, which underpin the research process.

Participation
Participants were selected purposively and their informed consent and signed consent
was an essential prerequisite. Information about the study was given to the midwives on
an information sheet to facilitate informed choice, and opportunity was given to ask
questions at every stage of the process. Participants needed to understand that their
involvement was completely voluntary, and that they could choose to withdraw from
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the study at any point without judgment (McNeill & Nolan, 2011; Wiles & Ebooks,
2012).

Many of the midwives were known to me professionally so it was essential that they
did not feel coerced in any way to either participate or remain in the study. If these
concerns arose, a plan was made for my primary supervisor to approach participants
regarding recruitment. Vigilance around participants’ unspoken reluctance or
unhappiness was pivotal throughout (Wiles & Ebooks, 2012).

Protection
Ensuring the safety and wellbeing of participants is central to all research (Wiles &
Ebooks, 2012). The ethical principles of beneficence/non-maleficence must remain at
the heart of the research process (Polit & Hungler, 1999), as well as the right of
participants to be protected from harm and discomfort. Risk must be minimised,
particularly when topics are sensitive (Wiles & Ebooks, 2012).

This research was not expected to cause any harm to the midwives, but researched a
sensitive phenomenon. Midwives themselves may have been suffering from mental
health problems, could have had distressing family experiences, or traumatic
professional experiences while caring for women with maternal mental health problems.
Researchers are ethically bound to deal sensitively with any resultant emotional distress,
this taking priority over retrieving data, even if it means much-wanted evidence is lost.
If any of the midwives had experienced discomfort in the process of sharing their
thoughts, the discussions would have been stopped and the participant asked whether or
not she was happy to continue. Counselling, if it had been required, would have been
offered through the Health and Counselling Services at AUT University.
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Participants were midwives: professionals who were being asked about their
perception of maternal mental health and their individual practices around screening and
assessing women for maternal mental health risk. Notions of risk and safety were
pertinent here. Participants may have felt that this enquiry could have been attempting
to highlight suboptimal practice, possibly leading to defensiveness (McNeill & Nolan,
2011). The midwives may have been reluctant to reveal practices or opinions that they
perceived to be suboptimal in front of their colleagues within the focus group. It was
essential to reassure participants that the purpose of the study was not about finding
fault with their practices, but rather to build a deeper understanding of the phenomenon
(McNeill & Nolan, 2011). Participants feeling safe was salient in order to facilitate the
disclosure of their perceptions and practices and to ensure their wellbeing in the
process.

Researchers who hold a professional qualification could find that this creates greater
ethical complexity, as unsafe practice may be unveiled (W. Rogers & Lange, 2013). As
a midwife and researcher I considered this at the beginning of the study. The Midwifery
Council requires midwives to report lack of competence, which would directly conflict
with confidentiality. Rogers (2008) suggested that a solution to this complexity should
it arise during focus groups would be to discuss the practice with the participant when it
was revealed, and encourage them to plan to deal with the issue.

The importance of confidentiality was emphasised at the start of all focus groups, and
a guarantee was given to the midwives by myself and my supervisor that we would keep
their identity and practice anonymous to others. The midwives participating in this
research were practicing professionals, so it was essential to assure them of
confidentiality and anonymity (both personal identity and practice). The midwives were
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identified with a pseudonym to protect their identity (Wiles & Ebooks, 2012) and all
data collected was stored in a locked filing cabinet. The data would be either returned to
the participants or destroyed after six years.

Confidentiality within focus groups is a potential inherent problem, relying in part
upon the individual participants. It was therefore impossible for this to be guaranteed by
the researchers alone (Wilkinson, 2014). The midwives were asked to agree to
confidentiality within the group so that the identity of the midwives, and what was
discussed during the focus group, remained within the group. As focus groups consisted
of LMCs who worked together, maintaining confidentiality within the group would
have been an existing practice. Anecdotal evidence suggests that midwives discuss
cases regularly with their colleagues, providing support and sharing knowledge, and this
was evident during the focus group discussions.

Partnership
The concepts of power and relationship between researcher and participants were
considered. My second supervisor, Judith McAra Couper, held a senior role within the
Midwifery Council. The inherent dilemmas of this were discussed with my primary
supervisor, and it was decided that the presence of Judith at the focus groups could have
potentially inhibited participants from revealing their perceptions and maternal mental
health assessment practices.

Before the focus groups commenced I talked to the midwives about the importance of
mutual respect, and emphasised that all contributions were of value. I asked that one
person speak at a time, showing respect for all participants’ contributions. Group
dynamics are an important consideration for focus groups and these were observed
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throughout the data collection. In the role of researcher it would be impossible for me to
be aware of all existing group dynamics, but I had a heightened awareness during focus
groups for any interaction that could threaten or inhibit participants.

The principles of participation, protection, and partnership were applied and
honoured throughout, sitting firmly at the core of the research. It was important that
recruitment for the study and data collection methods considered the needs of Māori,
and were appropriate and inclusive. Purposive sampling ensured the participation of
midwives who cared for a greater number of Māori women. This research is pertinent to
the health of Māori women and families as results might influence midwifery practice,
so their inclusion in the process was imperative. A midwifery group which had
midwives of Māori ethnicity was invited to participate, but decided not to accept. The
midwives were interested in the research, but could not commit to participating due to
heavy work obligations.

Enhancing Rigour
Qualitative research must be creative and possess analytical rigour (Patton, 1990).
These two core elements must therefore be united in all processes to facilitate rigour so
that reasonable claims can be made from the research. In the health care field, with its
strong scientific underpinnings, qualitative research has often been criticised for a lack
of scientific rigour (Mays & Pope, 1995). Smith (2000) argued that the truthfulness of
research results should not be judged by the paradigmatic underpinnings, but rather in
relation to the steps taken by the researcher to ensure credibility throughout the research
process.
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Trustworthiness needed to be considered right from the embryonic stages of this
research study (Thomas & Magilvy, 2011). It started with the review of the literature
and subsequent formation of the research question. Lincoln and Guba constructed a
framework for trustworthiness in qualitative research. The concepts within this
framework were referred to as credibility, transferability, dependability, and
confirmability (Tuckett, 2005). They collectively represent the research process, as
every step taken should embody and exemplify rigour.

Sandelowski (1993) and Whiltmore, Chase, and Mandle (2001) identified the integral
tensions that exist between rigour and creativity in qualitative research. Processes to
guard against the researcher creating findings that do not authentically reflect the
phenomenon are essential. At the same time, however, these could potentially threaten
the art of interpretation, and thus the quality of the research. This complexity required
constant reflection throughout the research process.

Credibility and dependability
Credibility refers to how believable and valuable the research findings are (Lincoln &
Guba, 1985). Dependability is the degree of reliability within the data, and these two
notions are interlinked. Credibility in this interpretive descriptive research commenced
with the focus of the study, its roots originating from the review of the literature on
maternal mental health where this phenomenon was identified as a gap in the body of
knowledge. It also related to accurately discovering and describing the perceptions and
practices of the midwives around maternal mental health and its assessment during
pregnancy.
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‘The truth value of a qualitative investigation generally resides in the discovery of
human phenomena or experiences as they are lived and perceived by subjects’
(Sandelowski, 1986, p. 30). Credibility in this study was enhanced by purposive
sampling of participants who had experiences of the phenomenon which held validity
for the study (Powers, 1990). Focus groups were facilitated, ensuring that participants
felt able to articulate their beliefs, feelings, and practices. This provided an essential
foundation for the required thick description, and intensified insight into the underlying
meaning.

Keeping a record of the research’s decision trail is believed to enhance research
credibility and dependability (Koch, 1994; Thomas & Magilvy, 2011). Within the
decision trail the research process for this study was clearly articulated and transparent
throughout, incorporating my rationale for decisions. Internal consistency could then be
monitored and ensured, from the reason for undertaking the study, through to the
analytical process and findings. Such visibility and clarity enables research to be more
readily audited, therefore enhancing trustworthiness (Sandelowski, 1993). This
continuous decision trail also constituted constant reflection and analysis on my part
throughout the research process.

Triangulation of data was considered, and I reflected on the use of individual
interviews along with focus groups for data collection. Lincoln (1995) highlighted that
the rationale behind triangulation was to enhance the credibility and dependability of
the research with the production of convergent findings. According to Thurmund
(2001), however, triangulation should only be used if it is thought to enhance the
understanding of the phenomenon.
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Individual interviews as a method of data collection would have collected
information about the midwives’ perceptions and their individual clinical practices but
would not have captured the collective construction of meaning. The ‘collective sensemaking’ by the participants, facilitated by the focus group discussions, really assisted
the revelation of the midwives’ perceptions. There was convergent evidence relating to
many elements of the phenomenon across the five focus groups during data collection.
The use of individual interviews was not therefore considered to enhance the
understanding of the midwives’ perceptions and practices around maternal mental
health and its antenatal assessment.

Member checking (or member validation) is a process by which the researcher
consults the participants with the research findings to check the accuracy of the data
analysis. It is considered by some researchers to enrich the credibility and dependability
of the research findings. Guba and Lincoln (1989) perceived member checking as being
integral to establishing credibility, whereas Sandelowski (1993) argued that it
represented a potential threat to credibility. The optimal application of this concept to
the research was carefully considered.

Thorne (2008) cautioned researchers that although returning to the participants for
confirmation of meaning following data analysis could potentially enhance qualitative
research, it could also inhibit good interpretation of the data. Following analysis of the
data collected using focus groups, this process of member checking would have been
complex, as the analysis did not purely reflect the perceptions and practices of
individual midwives. Sandelowski (1993) described member validation as an ongoing
process throughout the research, which ultimately enhances the trustworthiness of the
findings. According to Sandelowski, each time a researcher seeks clarification of
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meaning from participants during the interview process, or reflects on their evolving
interpretations of the data, this represents member validation.

I applied member validation to the research study in several ways. During focus
group discussions, I often reflected concepts that were raised during discussions back to
the midwives (taking great care not to influence the discussion) in order to clarify
meaning. Ongoing discussion throughout the research process with my supervisors also
represented member validation, as my analysis of the underlying meaning was carefully
examined and critiqued. The findings were also shared with other midwife colleagues to
ascertain if they related to the meaning that was uncovered and synthesised. This is
referred to by Guba and Lincoln (1981) as ‘phenomenon recognition’.

Transferability
Transferability is the notion of being able to transfer research findings to a similar
context or situation. To facilitate transferability of results from this research, the
findings needed to be rich, descriptive, and the underlying meaning insightfully
encapsulated in a way that readers would recognise and relate to. This would enable
readers of the research to assess how useful the results were for their own practice
(Lincoln & Guba, 1985). If readers could recognise truth or meanings within the
description and interpretation, they would be more able to analyse and apply the
findings to their own clinical practice (Guba & Lincoln, 1989). It is therefore the
readers of the research who decide the transferability of the results.

The research findings were presented to midwives on three occasions, during
symposiums. The feedback I received was very positive, and practitioners articulated
that the findings resonated very well with them. Midwives recognised the practice

75

issues that were illuminated, and expressed that the words of the participants and my
analysis echoed their own perceptions, complexities, and clinical practices around the
antenatal assessment of maternal mental health. This indicated to me that the analytical
process had encapsulated meaning in an authentic way, and that the findings were
transferable.

Confirmability
Confirmability refers to the neutrality and accuracy of the data. Thomas and Magilry
(2011) claim that essential to the element of trustworthiness is the objectivity of the
researcher and their degree of reflexivity. In qualitative research the researcher cannot
be considered to be completely objective, so instead the neutrality of the data is key
(Grant & Giddings, 2002). According to Lincoln and Guba (1985) confirmability occurs
once credibility, transferability, and dependability are accomplished.

Reflexivity
Reflexivity is an important component of the trustworthiness of a qualitative research
study. It refers to the degree of influence exerted by the researcher on the findings,
whether consciously or unconsciously. It requires continuous awareness by the
researcher on their own values, preconceptions, and personal beliefs (Jootun, McGhee,
& Marland, 2009).

Berger (2015) described reflexivity as the ‘turning of the researchers’ lens back onto
oneself to recognise and take responsibility for one’s own situatedness within the
research and the effect that it may have on the setting and people being studied,
questions being asked, data being collected and its interpretation’ (p. 220). Berger
emphasised that the researchers’ epistemological underpinnings affect all that they are,
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believe, and see, thus are integral to the research, shaping the findings and the
conclusion of the study.

Interpretive descriptive methodology acknowledges the theoretical and clinical
expertise that the clinician researcher brings to a research study, considering it to be a
platform on which to build the research (Hunt, 2009). Ongoing reflexivity was essential
throughout the research process, however, to ensure that my pre-existing knowledge,
experience, and perceptions did not construct the research findings.

My position as a clinician and a researcher had inherent benefits which coexisted
with these risks. As a clinician I knew the midwives professionally, and had both
clinical and theoretical knowledge of the phenomenon. A raised awareness of the
associated potential complexities was essential to enhance credibility throughout this
research.

The existing knowledge that as a midwife I brought to the research could have
potentially influenced the findings. This knowledge, however, gave me invaluable
insight into the midwives’ perceptions and practices around maternal mental health,
increasing my understanding of the perceptions that underpinned the practices that they
disclosed. It gave me the ability to ‘read between the lines’ during focus group
conversations, and this was often salient for the understanding of the underlying
meaning.

The potential reflexive complexity during data collection was based on my familiarity
with most of the midwives, and my clinical knowledge. I was aware of the potential to
become too involved with the conversation to objectively see the perceptions and
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perspectives of the midwives. Bonner and Tolhurst (2002) identified an essential
balance between the clinician researcher ‘fitting in’ and making participants feel at ease,
and having sufficient objectivity in order to make sense of what is happening.

According to Parker and Tritter (2006) the researcher should be on the periphery of
the focus group conversation, the aim being to capture the inter-relational dynamics of
the participants (not the researcher and participants). Care had to be taken during focus
groups not to participate in the conversation, which occasionally the midwives appeared
to be looking for. At times I needed to respond to the midwives with further questions
in order to keep the focus on their communication. Spradley (1980) referred to this
heightened awareness and objectivity as ‘introspection’, suggesting that researchers use
themselves as a research instrument rather than focusing too much on the ‘self.’

Self-reflection and awareness were essential throughout the research process. During
the data collection I found myself recognising concepts within the conversations and
beginning to interpret the meaning within them. I therefore was very considered when it
came to the analysis, and took time to ‘sit’ with the data before I started to look for
themes within it. This prolonged engagement with the data represents a strategy for
enhancing reflexivity (Berger, 2015).

I was fortunate enough to have two experienced supervisors challenging me during
the research process, further ensuring that self-reflection was integral and central
throughout. A reflexive diary was kept, where I recorded my rationale for decisions,
personal challenges, thought processes, and instincts. I found myself having to
consciously put aside my existing knowledge and perceptions, and remain open to listen
and really hear the words and inherent meaning within the midwives’ conversations. I
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had to remain open to new concepts, notions that were not expected, and those not
initially visible. In the words of Dowling (2006), I had to be ‘aware in the moment’ of
what was influencing my responses while at the same time understanding my
relationship to the participants and the subject. Reflexivity therefore played an essential
and central role in uncovering the phenomenon.

Summary
This chapter has provided a description of the research process used for this study. It
has presented an explanation for the choice of methodology, and the processes
undertaken to ensure that the research findings were trustworthy. Research methods that
were used to collect and analyse the research data have been discussed, and ethical
considerations outlined.

The research process, driven by interpretive descriptive methodology and
manoeuvred by processes to enhance rigour, subsequently produced a set of findings
that revealed more about the midwives’ perceptions of mental health and its antenatal
assessment, providing answers to the research question. These findings reflected the
foundations that underpin the methodology; they encompassed a rich description of the
phenomenon which echoed the words of the participants combined with a new
interpretive perspective, capturing the underlying meaning within the data. These
findings will be presented in Chapter Four.
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Chapter Four:
The Disparity Between Needs and Service Provision
Overarching statement: ‘Holding the problem: plugging the gap between women and
the service’.

Introduction
This chapter will explain the research results regarding the midwives’ perceptions of
mental health and the assessment of maternal mental health during pregnancy. From the
analysis of the data there was one main theme: the disparity between needs and service
provision. The findings indicate that the midwives experienced a lack of availability of
appropriate services to meet the needs of women who manifested behaviours that the
midwives considered ‘unhealthy’ or symptomatic of mental health problems, such as
anxiety and mild/moderate depression, but who did not meet the criteria for referral to
the Maternal Mental Health (MMH) service (a clinical team that assesses and cares for
women with more serious maternal mental health problems). This left the midwives
carrying the weight of these maternal mental health problems.

‘Carrying the weight’, a consequence of the disparity between needs and service
provision, is central to the research results and integral to all the sub-themes. These
disparities were evidently core to the midwives’ perceptions and to their antenatal
maternal mental health assessment practices, and the pivotal point from which three
sub-themes developed: ‘Not meeting needs’, ‘The anxious woman needing extra
support’, and ‘Safeguarding women’s wellbeing and welfare’. These themes all very
closely interrelate.
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Not Meeting Needs
This first sub-theme reflects how the disparity between needs and service provision,
and consequently the midwives carrying the weight of maternal mental health problems
that did not meet the referral criteria for the MMH service, evidently impacted on the
continuum of care, from the antenatal assessment and screening of maternal mental
health to accessing appropriate services. This created some difficulties for the
participant midwives.

Participants’ stories about caring for women with mild/moderate maternal mental
health problems (such as anxiety or mild/moderate depression) in the absence of
appropriate services were infused with feelings of being overloaded and overwhelmed.
The midwives articulated that they were carrying an extra weight once maternal mental
health problems were revealed to them:

I had a new booking recently, I picked up all sorts of things with this woman [maternal
mental health problems]. She was in tears and she had only been here for about 20
minutes. I wanted to know: So you are living rurally? Who are your support networks?
And she has no one locally but her mother lived up north and she’s really close to her
mother and I said: Do you talk to your mother about what you’re going through? Her
mother wasn’t aware. So then I’m thinking, oh crikey, am I the only one that knows? I
said: Do that, go and talk to your mother. She didn’t want her mother worrying. It’s a
big issue, and where do I go with that? Do I refer her on? It really is difficult. Those
times I feel like I’m in a corner.
Debbie

The midwives often felt an increased responsibility when they identified maternal
mental health problems, particularly when they were the only person who knew about
them. Debbie described her assessment that uncovered some maternal mental health
problems and a lack of social support. Once these symptoms were revealed by the
woman and identified as possibly being indicative of a maternal mental health problem,
this equated to an increased sense of responsibility for Debbie. She described feeling
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overwhelmed as the only recipient of this information. She was left carrying the weight
of the problem; holding the information that had caused her concern, wanting to ensure
the welfare and wellbeing of the woman, and not sure of the best course of action.

Focus group discussions highlighted the importance of the midwives being able to
access appropriate mental health services for women once a maternal mental health
problem was identified.

Difficulties accessing appropriate services
The referral guidelines for midwives (Ministry of Health, 2012) recommend a clear
course of action once maternal mental health problems are identified by the midwife.
These guidelines require midwives to refer the woman to her GP in the event of mild or
moderate maternal mental health problems (for example anxiety and mild or moderate
depression) and refer to the MMH service for more serious (but stable) problems such
as bipolar disorder or serious depression, and/or when the woman is taking medication.
In the event of acute unstable psychosis the referral guidelines recommend that the
midwife transfer the care of the woman, and clinical responsibility, to a specialist
obstetrician (Ministry of Health, 2012).

These clear guidelines, however, did not always result in the participant midwives
being able to access appropriate care to meet women’s needs. The midwives reported
that they cared for few women who met the referral criteria for the MMH service. For
women with conditions that did not meet the criteria for referral to the MMH service,
such as anxiety or mild/moderate depression, services such as support groups,
counselling, or strategies for resilience may have been able to effectively meet their
needs. The participants found that some of these services were accessible through a GP,
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but that not all women wanted to be referred to their GP, and not all women were able
to access services to meet their needs via this route. The midwives articulated that it was
women with these symptoms of anxiety and depression (that could possibly be
consistent with a mild or moderate maternal mental health problem) whom they most
frequently cared for in practice.

Conversations within all focus groups revealed that the midwives found the current
referral processes to the MMH service frustrating at times. Lisa described her
experience with the referral process:

I’ve had a couple where they’re just no, she doesn’t need it, or she doesn’t qualify, you
need to ring this person, you need to ring this person, you get a bit of a runaround. Who
am I supposed to be calling about this lady?
Lisa

The midwives felt dissatisfied regarding the referral process and pathways to access
maternal mental health care for women. These pathways were sometimes unclear and
the process could be difficult and time-consuming for the midwives, and not always
effective. When the referral was not accepted by the MMH service, as Lisa described,
the midwives were left not knowing the optimal way forward to get appropriate help for
the woman.

The frustration created by being unable to get their concerns validated when the
referral criteria for the MMH service was not met was consistent throughout all five
focus groups. Participants spoke of then being placed in the difficult situation of
knowing about the symptoms (that could be indicative of a mental health issue) and
consequently feeling an increased sense of responsibility. Emily shared an example of
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when she felt that a woman had significant anxiety problems, yet her symptoms did not
fit the criteria for referral to the MMH service:

I had one (woman) that had a previous pregnancy loss and she was incredibly anxious
with her subsequent pregnancy. I referred her to MMH service and they didn’t pick up
the ball at all. I think they gave her one phone . . . and I was seeing her weekly from the
beginning of the pregnancy, and my scheduled appointments never ended up the time I
booked for her. It was counselling for the whole pregnancy…
Emily

As shown by Emily, there was a heightened midwifery responsibility and increased
workload when appropriate care for the woman could not be accessed. In the example
above, Emily felt that the woman needed care from the MMH service, but as this could
not be accessed, Emily ‘plugged the gap’ between the woman and the service. She
carried the additional weight resulting from the anxiety symptoms as she safeguarded
the woman’s wellbeing and welfare.

The midwives spoke of feeling unsupported when they were unable to access
maternal mental health care appropriate to the woman’s needs when her symptoms did
not fit the referral criteria for the MMH service. Lisa talked about an experience when
she was not able to access services to meet the needs of a woman who was anxious:

You often feel very unsupported, don’t you? And even if you do identify there’s a
problem there’s often nowhere you can go with it. Or they [the MMH service] ring up
and say no [indicating that the woman doesn’t fit the referral criteria]. The woman I’m
talking about has been to post-traumatic, changed her doctor, been to Plunket three
times, maternal mental health, you know? She went everywhere that we could refer her,
and nobody, nobody could give her a hand.
Lisa

In this example Lisa exemplified the difficult situation described by many of the
midwives when they were unable to access appropriate care for women whose
symptoms did not meet the referral criteria for the MMH service. Lisa described her
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attempts to access appropriate care for the woman, but none of the services were able to
help her. This left the woman without the care she needed, and left Lisa feeling
unsupported and without a safety net in the form of alternative, appropriate services. In
this example, Lisa had followed the referral guidelines appropriately, and yet this
process had not been effective in gaining access to the care that the woman needed.

The midwives, however, described how women who had accessed the MMH service
had largely received timely and appropriate care and support. This care had a positive
effect on both the women’s symptoms and her requirements of support and reassurance
from the midwife. Participants recognised the value of this service, and of identifying
women’s mental health problems when appropriate services were available and
accessible.

The midwives described their relief when women with more serious maternal mental
health problems were able to access the MMH service and had appropriate maternal
mental health treatment and support in place:

Where you’ve got somebody who has got full-blown depression who knows about it,
who has had support before or may be on antidepressants, they’ve got all systems in
place.
Nina
If someone says: It’s all right, it’s stabilised, I’m on treatment, I go, phew! Thank
goodness, because really I wouldn’t know what to do next!
Rosie

These examples reflect the recognition by participants of the benefits of appropriate
maternal mental health treatment and support for women, and also for midwives. Nina
talks about a woman who has accessed a mental health service and has had her problem
recognised and treated, describing ‘all systems’ as being ‘in place’. This indicated that
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the service was supporting the woman well. The example from Rosie shows her relief
when the woman describes herself as stabilised and on treatment, with Rosie
articulating that the alternative would be difficult as she wouldn’t be sure what to do to
help the woman.

The midwives described their relief when they felt that the woman and they
themselves were supported. When discussing a multidisciplinary service that offered
advice to LMCs caring for women with psychosocial problems, Jenny discussed what it
meant to her to no longer feel totally responsible for the woman’s psychosocial
wellbeing:

It meant that on a Friday afternoon when I was really worried about her I could ring
the social worker and say, what do I do? Half of the time that I was spending with this
woman was social work, it’s not midwifery. I can’t carry this burden, I can’t pass it on
to my colleague for the weekend and leave it with her. She (the social worker) said:
That’s fine, I’ll ring so-and-so, I want you to give her this number if she’s worried
about anything, I want her to call this person over the weekend, which was the social
work crisis support person. That lifted the burden, you know . . . it’s not my role. I’m a
midwife, I’m not a social worker, I’m not a mental health worker, I’m not a CADS
worker and I can’t do all of that by myself.
Jenny

A need to share the burden of care, and the desire for less breaching of their
professional boundaries, was evident among all participants. The midwives stressed the
importance of being able to access advice and help from maternal mental health
professionals when they were concerned about a woman’s mental health, and for those
professionals to appropriately take the weight of the woman’s mental health problems.
The midwives described that being left carrying the weight made them feel vulnerable,
because this was not the role they were prepared for.
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Being unable to access appropriate maternal mental health care for women once
mental health problems had been identified was a precursor for breaching of the
midwives’ professional boundaries. Nina described being left carrying the weight of a
woman’s depression when appropriate services were not accessible:

One lady that I cared for had quite bad postnatal depression and she had negative
feelings towards herself, but not towards her baby. It was Friday afternoon, nobody
would listen to me, and her whole whānau had gone away for the weekend so she was in
the house by herself, and I thought: Oh my god, I really don’t feel comfortable. I had to
ring so many different people, then go to her GP, she doesn’t have a car, has just had a
caesarean so can’t walk up the hill to the bus stop, and nobody listens to you. It’s really
difficult. You feel like if anything happens to her it’s you, your fault, because nobody
will listen to you. That was really difficult.
Nina

The midwives were sometimes left in difficult positions, feeling responsible and
accountable for safeguarding the wellbeing and welfare of women and their babies, and
yet unsupported by the services. Nina described her feelings of isolation when she was
unable to access the required care for the woman, unable to achieve validation of her
concerns, and was left carrying the weight of the problem. Her assessment and
subsequent fears were voiced but not truly heard, leaving her feeling vulnerable. Nina
feared being held to professional account should a poor outcome ensue.

Although it was consistently evident within the many stories shared by the midwives
that caring for women with mental health problems that did not meet the referral criteria
for the MMH service represented an additional weight for them, the midwives
expressed understanding and empathy towards the women:

I normally feel more bonded to them (women) if they’ve got issues (mental health),
although sometimes you do kind of . . . Some of them, you sit outside and think
phhhewww . . . before you walk in. Give me the strength to get through this, to be able
to help her, but to get through this.
Emily
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A caring and professional attitude reflecting respect for women was evident among
all participants, combined with a recognition that carrying the weight of maternal
mental health problems that did not meet the MMH service referral criteria represented
a stressor for them. A desire to safeguard women’s wellbeing and welfare was evident
in spite of the known associated challenges.

The effects of the disparity between needs and service provision, and consequently
the need for the midwives to carry the weight of maternal mental health problems that
did not meet the MMH service referral criteria, evidently rippled out into the participant
midwives antenatal maternal mental health assessment and screening practices.

Identifying the maternal mental health problem
LMC midwives are in a pivotal position during a woman’s pregnancy to evaluate
maternal mental health as a component of holistic health and wellbeing. Focus group
discussions revealed participants’ practices and perceptions around this process, and
revealed some inherent difficulties.

In order to develop further understanding about how the midwives perceived the
antenatal assessment of maternal mental health, it was discussed if they saw the
assessment of maternal mental health as a component of the LMC role:

Yes, I think it is. I think it is, to recognise that they have mental health problems, not
necessarily to treat or do something about it apart from to send them to their GP, but I
think that it is to notice that they have a problem.
Frances

The majority of participants acknowledged that LMC midwives had a role in the
antenatal assessment of maternal mental health, but most participants, like Frances, did
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not feel that LMC midwives had a significant role in maternal mental health care
beyond assessment and referral.

The participant midwives could only see the worth in an antenatal maternal mental
health screening programme if it was instrumental in improving women’s health and
wellbeing. Emily discussed the importance of screening being purposeful:

If we have to do mandatory or routine screening we need to have somebody to refer
them to when we get the result. There’s no point screening and saying, you’re on your
own. Oh, I’ve got depression? Oh, thanks for telling me! Then they’re lost in this great
pool of: Am I wrong, am I not coping, am I a failure? And they actually need that
support if we find an abnormal . . . not abnormal, a concerning result, and we can’t be
that support. We try, we try really hard but we’re not the answer.
Emily

The lack of appropriate services for maternal mental health care evidently influenced
the midwives’ perceptions of introducing routine antenatal screening, leaving many
participants questioning the rationale behind this. Emily above described how
identifying a maternal mental health problem in the absence of appropriate services was
not constructive, and not in the best interests of the woman or the midwife. She
expressed that the midwife was not able to provide the additional care and support that
the woman needed, which reflected the perspective of the majority of the midwives.

Despite the inherent frustrations, all of the participant midwives incorporated some
form of assessment of a woman’s maternal mental health into their antenatal midwifery
care. The construction and application of this assessment process appeared to be
specific to the midwife, and not all assessment was formal in nature. Participants’
approaches were partly routine and partly individualised to the woman. There were
many differences in the ongoing assessment of maternal mental health, signifying that
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women received variation in care, but there were some common strategies and catalysts
among the majority of the midwives.

The principal catalyst for antenatal assessment and screening was identified as being
the questions about the woman and her family’s mental health required for the hospital
booking form. These routine questions coexisted with enquiries about medical, surgical,
and family history, and were generally asked in one of the initial antenatal appointments
when a woman booked for care with a midwife:

I think that the booking forms that we use for the hospital are useful because it
specifically says mental health history on there that is a good opportunity to talk about
that and in my experience most people who believe they have mental health problems
are happy to talk about it at that point.
Lucy

The midwives considered the requirements of the hospital booking form regarding
women’s mental health history to be a precursor for enquiry. This indicated that these
routine questions assisted with maternal mental health assessment, providing a good
opportunity for discussion. They provided a space for conversation about mental health
and validation of its importance for wellbeing. This reflected the sentiments of the
majority of the participants, who saw this requisite as an opportunity for risk
assessment.

Beyond this baseline antenatal assessment, greater diversity in practice was evident.
For example, Nina and Grace described how they assessed women’s mental health
antenatally:
First question: How are you feeling? What’s going on? How are things going? So you
put those open questions out there every time you see them, so if they do get to trust you
they will open up if there’s a problem, so it’s like an ongoing thing really, isn’t it?
Nina
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A bit of both, I think [maternal mental health assessment and screening at booking and
later in pregnancy]. Yes, I do a bit of both. There are definitely screening questions that
you do at the beginning, often at booking, and then maybe as you are getting a bit of an
inkling something’s not right, or just a couple of times in the pregnancy if you’re not
quite sure.
Grace

The midwives described that they did some form of ongoing enquiry, continually
assessing women’s mental health throughout the pregnancy. In the example above
Grace mentioned that when she got ‘an inkling’ that something was not right, this was a
catalyst for further assessment or screening. This highlighted that she was drawing on
different cues, and subtly assessing the woman’s mental health. Nina described how she
asked broad questions about women’s wellbeing each time she saw them in order to
assess their emotional state and elicit clues about their mental health. These two
examples show different assessment techniques, but they both suggest that the
midwives are continually assessing women’s mental health antenatally.

Antenatal maternal mental health assessment and screening was sometimes
individually applied based on the midwives’ perception of the woman’s risk, or if signs
and symptoms of mental health problems were evident. When asked about whether they
routinely assessed and screened all women for maternal mental health problems, Jane
said:

I don’t know that I ask [a woman about her current mental health] unless I feel that I’m
getting signs, after then I don’t randomly say in the middle of a visit, so, are you
depressed? I don’t know whether that’s good enough, maybe not. People do sometimes
say in their pregnancy, I am feeling very anxious and I’m crying a lot.
Jane
Diversity of the midwives’ perspectives and antenatal maternal mental health
assessment and screening practices was evident. For example, Jane indicated that
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although she was not routinely formally assessing and screening women for mental
health problems, she was continually risk assessing. Jane explained that she didn’t ask a
woman about her mental health unless she was ‘getting signs’, indicating that she was
observing for signs. Although there were differences in the midwives’ assessment and
screening practices, some form of ongoing assessment or enquiry was evident among all
of the midwives.

The majority of the midwives described their enquiry as being an ongoing informal
process based on their close observations of the woman at every antenatal visit. Isabelle
described how she incorporated this assessment of a woman’s mental health into her
practice:

It might seem like you’re just sitting down having a chat, but actually you’re taking in
all the little facial nuances, you’ve taken in the home situation without looking like
that’s what you’ve done, you’ve taken in what does the relationship seem like, you take
in so much more than what you actually let on, eh?
Isobelle
Isabelle’s words really highlight that although her assessment of a woman’s mental
health may not be explicit, it is a thread that is woven through the overall assessment.
She is looking for signs and cues that may indicate a mental health problem, subtly risk
assessing. The midwives in all of the focus groups described various strategies that they
used for the informal assessment of maternal mental health antenatally.

When the midwives were asked about their use of screening tools, the Edinburgh
Postnatal Depression Scale (EPDS) was the only one that the midwives referred to.
Anecdotal evidence suggests that the EPDS is commonly used by midwives in the
postnatal period to screen for depression and anxiety following birth. The tool can also
be used during pregnancy, although there are currently no professional guidelines in
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New Zealand recommending that midwives screen women for maternal mental health
problems. Participants’ perspectives and use of the EPDS varied, but some trends were
apparent.

For the majority of the participants the EPDS was not routinely used antenatally, but
was utilised selectively to screen for maternal mental health problems once they were
anticipated, and to validate their concerns:

Well yes, I have used that Edinburgh Postnatal Depression Scale if I’ve been worried
about a woman or if a woman has rung me and said that’s she’s not coping or feeling
anxious, or down or whatever, then I use that. I kind of use it so there’s an extra thing
when I send that referral off so they’ve got something to look at, because whatever you
write in the referral can be quiet vague sometimes.
Rosie
The Edinburgh Postnatal Depression Scale took notice of my concerns which meant
that someone took notice straightaway, otherwise I think they might not have acted so
fast.
Grace

Many of the midwives selectively used this tool; it evidently represented a vehicle for
validation of their existing concerns about a woman’s mental health. Rosie described
above how she used the Edinburgh Postnatal Depression Scale when she suspected
there could be a maternal mental health problem (indicating that this was used
secondary to maternal mental health assessment). This helped Rosie to communicate the
woman’s symptoms more explicitly to the MMH service. Grace found that the tool was
instrumental in validating her concerns about the woman’s mental health, and
accelerated the referral process to the MMH service.

This section has explored why the disparity between needs and service provision is
leaving midwives carrying the weight of maternal anxiety and mild to moderate
depression , and how this influenced the participant midwives assessment, screening
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and referral practices. The next sub-theme, ‘The anxious women needing extra support’,
further highlights the significance of the disparity between needs and service provision
for the participant midwives.

The Anxious Woman Needing Extra Support
Within this sub-theme the influence that caring for the anxious woman needing extra
support had on the midwives’ perceptions of maternal mental health, and the difficulties
this had for their clinical practice, will be explored.

Anxiety among women antenatally, although not specifically asked about in the
questions asked during focus groups, was prevalent throughout all discussions. This was
indicative of the frequency with which the midwives cared for anxious women, and the
significance that caring for anxious women in the absence of appropriate services to
meet their needs had for the midwives’ clinical practice. The midwives described the
additional psychological support and reassurance required by women who were
anxious, and what this meant for them as the midwife.

Participants shared many stories about women they had cared for who had mental
health problems, and the anxious woman needing extra support featured in the majority
of them. Fleur, Frances and Lucy discussed how they regularly cared for women who
exhibited anxiety symptoms during pregnancy:

Fleur: Mental health isn’t always depression. A lot of time I find in pregnancy it is
extreme anxiety, and they [women who are anxious] are therefore expecting quite a lot
of extra care, or extra reassurance throughout pregnancy which isn’t normal I think,
especially not from a midwifery perspective. You know, pregnancy and childbirth being
a normal life event.
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Frances: I think though now, how women are today, they have never seen a baby born
until they have that first baby, they feel so anxious and I think that sort of has become
normal . . .
Lucy: Yes I think that super-anxiousness in a primiparae [a women having her first
baby] seems to be more the rule than the exception.
Frances: I think we probably do normalise it because you see it in most people.

Participants felt that antenatal anxiety, particularly among primiparae, was relatively
common. In the examples above, Fleur, Frances, and Lucy showed that they had a
shared understanding about how women experiencing anxiety during pregnancy were
seen so frequently by midwives that the anxiety was normalised, affecting the
midwives’ perspectives. This additional need for reassurance and support was not
considered by participants to be consistent with the philosophy that pregnancy and birth
are normal life events.

Stories about the anxious woman needing extra support were strikingly similar
throughout all focus groups, describing the same compendium of behavior associated
with women who were anxious during pregnancy, for example, sending many texts to
the midwife, and requesting additional tests and investigations, in the pursuit of
reassurance about their pregnancy.

The midwives all described how this behaviour equated to a greater workload and
stress for them; they were carrying the weight of the anxiety as a result of the disparity
between needs and service provision. Jenny gave an example of the behaviour often
associated with women who were anxious during pregnancy:

I’ve got a couple of women at the moment that have been texting me a lot, and one of
them, I think I counted 18 texts in a three-week period . . . they’re just ‘I did this and it
made me worried’ and ‘did I hurt the baby’ and ‘do you think if I did this and did that,
and ate this and it wasn’t hot enough then’, you know?
Jenny
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Jenny’s example is representative of many of the midwives’ discussions about the
additional needs for reassurance that women who were anxious during pregnancy would
present with. It also suggests how frequently this occurred, as Jenny at this time was
caring for two women with increased emotional needs who were sending her lots of
texts in the pursuit of reassurance. Jenny’s words really highlight the extent of the
women’s increased emotional needs as a result of their anxiety symptoms, and indicate
the additional workload and stress this created for Jenny.

The normalisation of anxiety observed among pregnant women made antenatal
assessment, screening, and referral to services more challenging for the participant
midwives, as the ‘normal’ range of antenatal anxiety was not well defined or
understood:

I think depression is easier to talk about and pick up but it’s the anxiety that is the hard
part to differentiate, the levels of normal anxiety and the levels of obviously unhealthy
anxiety, where she’s making phone calls numerous times a day to PlunketLine, plus us
visiting, plus seeing the GP.
Caroline

The midwives described difficulties in differentiating between what could be
considered a ‘normal’ level of anxiety in pregnancy from one that could be
pathological. Caroline above connected this pathological anxiety to the same types of
behavior that were described by participants collectively. This was no longer ‘normal’
pregnancy anxiety that a midwife could deal with by reassuring the woman about her
concerns and providing further explanations where she needed them. It was unclear just
where the ‘line’ was beyond which this anxiety could be indicative of a mental health
problem.
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A shared understanding about the impact this had for the midwives’ clinical practice
was evident. Caroline talked about how a woman’s lack of awareness that her anxiety
symptoms could constitute a mental health problem could compromise the assessment
process:

You see I think most people are aware of depression . . . so that’s easier to talk about
and say: Ok, I think you need to go and see your GP. I’ve given them cards for the
counsellor, or advised them to go and see the GP, but that’s just a discussion. Whether
they feel that they’re depressed, with the hormone changes, whether you feel that’s a
problem for you, but again it’s the anxiety. (pause) At what level, and how do you
assess that? That’s a harder one to pick, and that’s the one that they don’t have prior
knowledge of. For them that’s not something they’re aware of as being an issue.
Caroline

The midwives felt that depression was more widely understood and acknowledged
than anxiety, making it easier to discuss and identify. Caroline above found that women
were not as aware of anxiety as being potentially pathological or problematic. Also, the
lack of understanding of what constitutes ‘normal’ pregnancy anxiety made assessment
of anxiety more difficult for this group of midwives.

While anxiety during pregnancy was commonly seen by the midwives, there was no
clear antenatal pathway for its assessment, and appropriate services were often not
available to meet women’s needs. The participants’ frustrations at not being able to
access appropriate maternal mental health services for women who were anxious was
exemplified in ‘not meeting needs’. Not all women who were anxious during pregnancy
would have a maternal mental health problem. For some women, however, their anxiety
would have a greater impact on their emotional and physical health and wellbeing, and
they would benefit from additional support or treatment.
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The midwives acknowledged that the woman’s anxiety was sometimes considered as
a variable for midwifery decision-making, and discussed how this influenced their
clinical practice. Charlotte talked about some of the dilemmas inherent in doing this in
the pursuit of reassuring the woman:

And I find that getting the balance right, of doing testing just to reassure them, then
often the testing (of fetal wellbeing) itself brings up more anxiety. It’s on the tenth
percentile but everything’s fine, but they’re, you know. One of them, the baby was
meant to be 2.8 kg and it came out at 3.2, that’s 15%, and so did I cause more anxiety
by doing that scanning which I didn’t really need or want to do? But I did it thinking
that I would set her mind at rest, and it didn’t. You know, those kind of things, juggling
that discretionary part of it too . . . You think you’re reassuring them, and then it
backfires on you, and suddenly they’re more anxious.
Charlotte
Difficulties were inherent when the midwives considered the woman’s anxiety and
increased need for reassurance as a variable for midwifery decision-making. Charlotte
above described how she sometimes offered additional assessment and screening purely
to satisfy the woman’s need for reassurance about her pregnancy, although Charlotte
herself did not feel this additional testing was clinically necessary. She described the
importance of getting the balance right, as the midwife doing additional assessment and
screening tests may not actually result in the woman feeling more reassured. It also
represented increased work, stress, and uncertainty for this group of midwives.

Carrying the weight of women’s anxiety symptoms sometimes left the midwives
themselves seeking support. Several of the midwives talked about occasions when they
had referred women with anxiety symptoms to an obstetrician for assessment, as some
women needed this for reassurance around their pregnancy concerns. Sometimes the
midwife herself needed it for support, and also for reassurance of the mother and baby’s
wellbeing:
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There’s times where I’ve used antenatal clinic in the end as a last resort. You know,
everything is fine, but they’ve bugged you so much that you have to offload it to
someone else; so they feel heard, and you feel that you are sharing the load [of the
woman’s anxiety symptoms] and that somebody else has got their eyes on them.
Frances

At times the midwife referred a woman for an obstetric review to share the weight of
the woman’s anxiety symptoms, or because the woman’s requests had influenced their
decision to refer. In the example above, Frances mentions that referring the woman to
the antenatal clinic was a ‘last resort’, indicating that other strategies to help the woman
with her anxiety may have proceeded this, and that this option was not optimal. A
vulnerability within her words is evident, caused by the weight of the anxiety that was
not lifted by appropriate mental health care.

This leads to the third sub-theme, ‘Safeguarding women’s wellbeing and welfare’,
which further explores the main issues creating difficulties for this group of midwives
as they ‘plugged the gap’ between women and the service, while ensuring the women’s
health and safety.

Safeguarding Women’s Wellbeing and Welfare
This sub-theme shows key concerns that the midwives revealed in relation to their
experiences of safeguarding women’s wellbeing and welfare. It further reveals how the
midwives were left carrying the weight of women’s maternal mental health problems that did
not meet the criteria for referral to the MMH service. As identified in Chapter Two, maternal
mental health problems that are mild or moderate in nature, such as anxiety or mild/moderate
depression, can have a negative impact on maternal wellbeing. When the participants were
unable to access appropriate services while knowing the impact that anxiety and depression
could have on maternal and fetal wellbeing, this left them holding the problem, leading to
increased stress, responsibility, and workload.
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Focus group discussions highlighted the trusting relationship that midwives had with
women, and how this relationship both had advantages and created complications
regarding safeguarding the women’s wellbeing and welfare when they had increased
needs for support and reassurance.

Trusting relationship with women
The word midwife means ‘with woman’, and this underpins the woman-centered
approach to care and midwifery professional frameworks in New Zealand. The New
Zealand model of midwifery is based on midwives and women having a partnership
relationship (Pairman, Tracy, Thorogood, & Pincombe, 2010). Participants
acknowledged that this trusting relationship facilitated disclosure of maternal mental
health symptoms. Women evidently felt safer to disclose to someone with whom they
had a trusting relationship.

A central theme of the midwives’ practice was the importance of making women feel
safe in order for them to reveal their true mental health. The trusting relationship that
midwives had with women was acknowledged as being salient, along with the
acknowledgment of the stigma associated with mental health:

Showing them that it’s OK for them to talk about it, it’s OK to have a mental health
issue, it’s not the end of the world, and just making them feel safe about talking about it,
because I’ve had some women when I’ve said about mental health services they’ve said,
I’m not mental! It’s got so much stigma attached.
Lisa
I think she thought that I would have treated her differently [when the mental health
problem was revealed] everybody would treat her differently, something would happen
and we would try to take the baby away. Her mum obviously had mental health
problems which were undiagnosed until later and she just didn’t feel safe.
Kelly
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Lisa and Kelly highlighted the vulnerability that women may have felt about
revealing their mental health problems. They may have feared being judged as a result,
and subsequently perceived differently. Lisa felt it was important for women to feel that
it was acceptable to have a mental health problem, and this was reflected in the focus
group discussions. Some research suggests that there is an element of shame associated
with antenatal and postnatal depression, and that women may ultimately have fears
about having their children taken away as a result of being perceived as not being
capable (Bilszta et al., 2010; Steen & Jones, 2013).

The stigma associated with mental health sometimes influenced the midwives’
feelings about discussing maternal mental health with women during pregnancy. This
was evidently due to the perception that the woman herself was uncomfortable, or as a
result of concerns about not being able to access appropriate services, and what this
would mean for them as the midwife. Fleur talked about how discussing mental health
with women could sometimes be a sensitive issue:

It can be quite sensitive if they [women] don’t believe that they have mental health
issues, and then you are from the outside thinking: clearly you have some problems.
That’s where the problem lies quite a lot. We can’t refer without them, some
acknowledgment, but no woman wants you to tell them that perhaps they’ve, you know.
If they’re coming in every moment to have their baby’s heartbeat checked, you have to
think perhaps there’s a problem there, but that’s a very difficult conversation to have.
Fleur
The midwives anticipated that a woman’s admission of experiencing a mental health
issue was affected by the societal stigma. The midwives’ assumption that women had
internalised this stigma sometimes caused sensitivity for the midwives in how to raise
the subject of maternal mental health, as shown by Fleur in her concerns that being seen
as having a mental health issue would not be well received by the woman herself. At
times this ultimately influenced the midwives’ perception of maternal mental health
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assessment and their clinical decision-making. For example, Fleur above highlighted
that women sometimes denied their mental health problems. This made referral to
services difficult as the woman’s consent is needed.

Focus group discussions also highlighted that the trusting relationship that midwives
had with women could be a precursor to breaching the boundaries of the LMC role as
the midwives safeguarded women’s wellbeing and welfare.

Breaching of boundaries
Participants described how sometimes their professional boundaries were breached,
and while the major catalyst for this was evidently the disparity between needs and
service provision, this was influenced by the trusting relationship between the midwife
and the woman:

I wasn’t meant to be going to see her but how could I not have gone to see her? She
didn’t have anyone else that she talked to. She had a mental health worker involved, a
doctor, and this team that was meant to be monitoring and helping her, but I just didn’t
feel like the support was there for her. I really do feel that the system let her down.
When she was out in the community it didn’t seem that there was regular contact after
that. Kind of like, we’ve fixed you, here’s your tablets, on your way. She should have
had a wrap-around service, which leaves you carrying a really big burden when you
feel someone’s been lost because there weren’t proper safety nets.
Rosie

Participants described feeling a huge sense of responsibility and accountability for
women in their care. When a maternal mental health problem was identified and the
appropriate services were either not available, not accessible, or not meeting the
woman’s needs, the midwives, as exemplified by Rosie above, described feeling
responsible beyond their midwifery responsibilities, and without a ‘safety net’. This at
times breached their professional boundaries, as they endeavoured to safeguard the
woman’s wellbeing and welfare.
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It was evident that the trusting relationship that midwives have with women at times
facilitated an increased reliance for support on the participant midwives. Lisa talked
about an experience when her professional boundaries had been breached, and how the
trusting relationship that she had with the woman had represented a precursor to this:

And then I had another woman . . . who developed a puerperal psychosis and she had
developed a really trusting relationship with me and she wouldn’t let the maternal
mental health workers into the picture, and they said something to me which I’ve
always remembered, which was basically: You’ve got yourself into this situation where
you have got this dependency going with her, now you have to get yourself out of it . . . I
had to gradually retreat, and they came in, so we kind of passed each other until she
had transferred that trust over to them.
Lisa

The participant midwives expressed that there was potential for their trusting
relationship with women to precipitate an increased dependency on them when
additional emotional support was required by the woman. This increased their workload
and responsibility in order to meet the woman’s needs. For Lisa in the example above,
this ultimately led to her professional boundaries being breached by the responsibility
she felt for the wellbeing and welfare of the woman.

A further problem inherent within the trusting relationship, and a common thread
among all focus groups, was the possible misinterpretation by women of the boundaries
of the relationship, particularly when they needed extra reassurance and support from
the midwife:

I think they’re so used to us being lovely to them . . . so they feel very comfortable and
expect that they can offload on us a lot. And the other thing that I also find is that they
forget that we are caring for 60 other women . . . They may not have another significant
female in their life giving them love and support, they are then really draining if they
are really needy for that, and they have high expectations of us providing that all the
time.
Lucy
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Many of the midwives felt that women may have misinterpreted their compassionate
approach and facilitation of a trusting relationship, perceiving this relationship to be
closer than their professional boundaries extended. Lucy above questioned whether the
messages sent to women by midwives influenced the way in which women perceived
this partnership, raising their expectations and potentially leading to breaching of the
boundaries, particularly when women had increased emotional needs.

Many of the midwives expressed concerns regarding the boundaries of their role in
safeguarding women’s psychosocial health and wellbeing. Frances and Fleur described
how they defined their midwifery boundaries in order to eliminate some of the
situations that could cause these boundaries to be breached:

Frances: I’m happy to say that I’m a midwife and that’s my degree, I’m not a
counsellor. It’s taken me years to get there. I used to stress myself with women’s mental
health problems . . . I think it’s really hard because people want you to be their social
worker and their aunty, friend, as well as a midwife, and I think that’s such a burden to
carry. It is quite hard.
Fleur: It is, but I tell them I have my degree in Midwifery and, you know, counselling
and social work, it’s very specialised and those people have wonderful skills and
they’re the people that can really help you through this, you know. Let me do your
blood pressure and palpate your abdomen . . . I have had to learn and differentiate, and
tell them in the nicest possible way that I’m sympathetic but I’m not the right person to
listen to it [their psychosocial problems] all the time.

It was highlighted by the majority of the participants that women sometimes had
elevated and diverse expectations of the midwife. Frances and Fleur, in the examples
above, explained how they articulated the definition of their role around maternal
mental health care in order to protect themselves from what they identified as an
additional workload, which was not part of their midwifery role. They indicated that
their role lay primarily within the physical realm, describing themselves guiding the
women’s expectations back to midwifery assessments.
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The breaching of professional boundaries as identified by participants had a
significant impact on the midwives’ workload, levels of stress, and ultimately
sometimes affected their own mental health and wellbeing:

Their mental health actually affects our mental health, and how we deal with that, like
you talked about how you deal with it just not getting involved in it, makes me think I
really need to do that more, seriously, because it affects my own mental health having
women [women who are anxious/depressed] text me all the time and I’m constantly
having to reassure them about things, you know? It puts a lot of strain on the care,
when really part of me thinks that this should sit with the GP.
Jane
Sometimes the midwives’ own health and wellbeing was affected as a result of their
boundaries being breached by the strain of providing additional reassurance and support
to women who were anxious or depressed. This left many of the midwives feeling
overwhelmed. In the example above, Jane reflected the sentiment expressed by many of
the midwives when she described how better boundary definition could protect from
this added stress.

Focus group discussions also highlighted that a further complication inherent in the
midwives safeguarding women’s wellbeing and welfare was that many of them felt illprepared for their role in the antenatal assessment and screening of women’s maternal
mental health.

Feeling ill-prepared
It was evident that many of the midwives felt ill-prepared for their role in maternal
mental health assessment and screening. Kelly and Isobelle talked about how this made
them feel before they developed experience in this area:
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Kelly: I think a lot of my stuff has come from experience, being a midwife for as long as
I have been, not necessarily coming out of my training. When I came out of my training
I probably was a bit scared to (pause) I probably wouldn’t have asked the questions I
ask now. I would have shied away from some of it as I would have thought I’m actually
not sure what to do with that information.
Isobelle: How’s your baby today?!
Kelly: Yes, I know how to help there! I think it comes with time and experience, you
know, talking with women for certain lengths of time.
The midwives’ skills for assessing maternal mental health were predominantly
developed through professional experience, which suggests a range of skills among
midwives. In the example above, Kelly and Isobelle highlighted the vulnerability that
they felt when assessing women’s mental health before gaining clinical experience in
this field. They indicated their comfort in dealing with women’s physical rather than
psychological health and wellbeing.

Many participants identified that they felt ill-prepared as a result of a lack of
professional guidance for how and when to assess women’s mental health, and the lack
of effective referral pathways:

Yes, I find it difficult, sometimes. We have a postnatal woman at the moment, we didn’t
get a lot of help with her [were not able to access appropriate services] . . . So I feel
tricky because I don’t know enough about it and I don’t know when and how to ask. If
something crops up it’s very difficult to say (pause) well what do you say to somebody
who you think is not coping, apart from: You’re not coping? Do you need to see these
people? And she’s refusing everybody. Maternal mental health spoke to her on the
phone, and she was fine, so yes it’s a bit like that.
Caroline

In the example above, Caroline felt that she did not feel prepared, either educationally
or with professional recommendations or guidance, to talk to women about their mental
health, or for the complex situations she was facing in practice. She also felt
unsupported when she was not able to access the MMH service when they were needed.
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This made it more stressful for Caroline to safeguard the woman’s wellbeing and
welfare.

Many of the midwives expressed that they needed additional preparation and support
for the kinds of situations that they would routinely see in clinical practice:

Yes, I think we need some more training (maternal mental health) that would prepare
midwives for what it’s like (in clinical practice). And around managing those really
difficult women who are really anxious, that’s very hard to deal with.
Nina

Many of the midwives discussed a need for a clinically focused approach to maternal
mental health education to prepare midwives for the realities they face in practice. Nina
above expressed that dealing with women who were really anxious was challenging,
and that being armed with strategies to help would be beneficial. Nina, in describing the
‘difficult’ women in this example as being ‘really anxious’, suggests that their
symptoms and behaviour could be indicative of a maternal mental health problem for
which they needed appropriate care. Accessing appropriate care would be likely to
improve the women’s symptoms, as it is not the women themselves who are difficult,
but the anxiety symptoms they are experiencing.
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Chapter Five: Discussion and Summary
Introduction
This chapter will discuss the significance of the results in conjunction with related
research. It will also consider the strengths, weaknesses, and limitations of this research
study, and will conclude with some tentative recommendations for practice and policy,
and for future research.

Not Meeting Needs
The findings of this research suggest that when women who had symptoms that could
indicate a maternal mental health problem that did not meet the criteria for referral to
the MMH service (such as anxiety or mild/moderate depression), appropriate services
were often not available to meet their needs, leaving the midwives carrying the weight
of the anxiety/depression. As a result, the disparity between needs and service provision
evidently influenced the midwives’ antenatal maternal mental health assessment and
screening practices.

Identifying the maternal mental health problem
The evidence from this research suggests that the disparity between needs and service
provision left the midwives sometimes questioning the rationale for the introduction of
routine maternal mental health assessment and screening. The midwives felt that
identifying the maternal mental health problem in the absence of appropriate services
was not in the best interests of the woman, and also had implications for the midwives’
workload and stress as they safeguarded the woman’s wellbeing and welfare. This
suggests that available, accessible, and appropriate services to meet the mental health
needs of all women would represent a rationale for midwives undertaking routine
assessment and screening.
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In spite of the disparity between needs and service provision, the majority of the
participant midwives incorporated some form of ongoing enquiry and assessment of
women’s mental health into their antenatal midwifery care. This was not always visible,
but was evidently a thread that was woven into routine antenatal care. This suggests that
the participants perceived mental health as integral to a woman’s health and wellbeing,
and tried to assimilate its assessment into routine midwifery care in spite of the
difficulties this represented for them.

This research supports the view that a catalyst for routine maternal mental health
assessment and screening can be effective. Results highlighted that the participant
midwives routinely asked all women the questions about maternal mental health that
were required for the hospital booking form, which suggests that implementing
recommendations for required routine antenatal screening would help to ensure its
universal application.

The evidence from this research suggests that routine antenatal maternal mental
health screening using a screening tool was not the norm among this group of
midwives, and neither was it a professional recommendation. Analysis of the literature
(Chapter Two) does provide a good argument for universal, routine maternal mental
health screening and psychosocial assessment during pregnancy in light of the
detrimental effects of maternal mental health problems. This is also a recommendation
from the Perinatal and Maternal Mortality Review Committee (2016). In its review of
the 22 maternal deaths that occurred as a result of suicide from 2006 to 2013, the
PMMRC (2016) found that many of these women had two or more risk factors for
major depression, and identified that there was a lack of recognition of these risk
factors. Two-thirds of these women had a history of mental health problems. Social risk
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factors were also identified as being significant for a woman’s risk, as a third of the
women had previously been exposed to family violence, and almost all of the woman
had relationship stress. Of these maternal deaths, 32 percent were considered to have
been potentially avoidable (PMMRC, 2016). This provides a strong rationale for the
introduction of a universal, routine, antenatal maternal mental health screening
programme in New Zealand.

Some literature suggests, however, that universal antenatal maternal mental health
screening by itself may not represent a complete solution. Laios, Rio and Judd (2013)
argue that there is not enough evidence to support the effectiveness of a universal
routine maternal mental health screening programme alone, and contend that a ‘one size
fits all’ approach is not optimal. They emphasize the importance of mental health being
integral to maternity care, and its assessment being ongoing and comprehensive rather
than relying purely on transient screening. Evidence from this research supports the
notion of ongoing enquiry about women’s mental health, and this ongoing assessment
could partner well with a universal, routine antenatal maternal mental health screening
programme.

The importance of maternal mental health being integrated into maternity care, as
stated by Laios et al. (2013) above, suggests a holistic approach. Holistic midwifery
care is embedded within the New Zealand midwifery model (New Zealand College of
Midwives, 2008). This provides the foundations to further integrate maternal mental
health assessment, screening, and services into routine maternity care in New Zealand.

Assessing a woman’s physical and psychological symptoms simultaneously would
help to further integrate maternal mental health into routine midwifery care. There are
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many correlations between physical and psychological symptoms. For example, anxiety
may present as palpitations, dyspnea, and tachycardia, or be synonymous with
symptoms of anaemia, and some research studies suggest that women with antenatal
anxiety and depression are more likely to report somatic symptoms (Alder, Fink, Urech,
Hosli, & Bitzer, 2011; Karacam & Ancel, 2009).

Maternal mental health should not be regarded as a separate entity, but should be
normalised and embedded into routine maternity care.

Addressing maternal mental health as a separate entity erroneously propagates
the defunct theory of ‘mind-body dualism’. Most current theories demonstrate
inter-connectedness of physical and mental health suggesting integrated
interventions can achieve synergistic results.
(Prince; Patel; Saxena; Maj et al., 2007, p. 1)

To facilitate this and meet the needs of all women, maternal mental health services
would need to work in partnership with midwives, lifting the weight of women’s
symptoms of anxiety and depression from midwives so that they no longer needed to
‘plug the gap’ between women and the service in order to safeguard women’s wellbeing
and welfare. However, the results of this research suggest that the midwives frequently
had difficulties accessing mental health services for women with symptoms of anxiety
and depression.

Difficulties accessing appropriate services
This research supports the evidence discussed in the literature review (Chapter Two)
regarding the importance of clear referral pathways to a range of maternal mental health
services in order to meet women’s needs. Literature suggests that a therapeutic effect
cannot be achieved by maternal mental health assessment and screening alone, but must
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be supported by integrated referral pathways to MMH services (Freed et al., 2012;
Sword et al., 2008; Yardley et al., 2012).

The midwives during this study overwhelmingly highlighted the difficulties and
frustrations that they experienced around trying to access, or being unable to access,
services for women with problems that did not meet the referral criteria for the MMH
service. Once the midwives identified that a woman had a maternal mental health
problem (or had symptoms and behaviour that may not have been considered to be a
mental health problem but that caused concern, such as symptoms of anxiety), this
evidently represented an additional concern for them. When they then could not access
appropriate services for the woman, carrying the weight of this concern equated to an
additional responsibility and workload for the midwife, which evidently influenced the
midwives’ antenatal maternal mental health assessment, screening, and referral
practices.

The Perinatal and Maternal Mortality Review Committee in its tenth annual report
(2016) acknowledges the importance of the integration of maternal mental health
services into maternity services. District Health Boards throughout New Zealand are
required to be working towards the development of a referral pathway to better integrate
maternal mental health services into maternity care (NMMG, 2014). An example is the
referral pathway that has been implemented by Taranaki District Health Board
(Appendix D). This pathway is comprehensive, integrating the physical, social, and
psychological elements of wellbeing. Application of the pathway has had a positive
start. This tool has been well accepted and integrated by midwives, but has not yet been
evaluated (P. Morris, personal communication, February 2015).
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Clear referral pathways have been found to be effective in improving collaboration in
MMH services. An innovation implemented in Australia established a partnership
connecting midwives, maternal child health nurses, and mental health nurses to address
identified gaps in referral to services for women experiencing maternal mental health
problems. The programme introduced routine maternal mental health screening using
the Edinburgh Postnatal Depression Scale throughout the antenatal and postnatal
periods, in conjunction with clear referral pathways. This resulted in professionals
feeling more confident with maternal mental health assessment and referral, and also
improved access to appropriate services for women (Yardley, Rule & Gill, 2012).

In the next sub-theme, ‘The anxious woman needing extra support’, the significance
that carrying the weight of the anxiety symptoms in the absence of appropriate services
had for the midwives’ perspectives and practices around maternal mental health will be
discussed.

The Anxious Woman Needing Extra Support
When asked about their experiences of caring for women with maternal mental health
problems, the midwives overwhelmingly described ‘the anxious women’: the additional
support and reassurance that they needed, and the significant impact this additional
work and stress had for their clinical practice. There is a gap in the literature on
antenatal anxiety and depression. The available literature focuses on its causalities and
resultant comorbidities, with little evidence related to the impact on midwifery practice
and perceptions.

Results of this research indicate that the midwives were experiencing significant
numbers of women being affected antenatally by stress and anxiety. International
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studies suggest that antenatal anxiety could affect 25-45% of women (Rallis et al.,
2014). Pregnancy is a major life event which can induce stress and anxiety in women
(Dunkel Schetter, 2011), so an element of anxiety could be considered normal.
However, lack of recognition of stress, anxiety, and depression during pregnancy that is
beyond what would be considered ‘normal’ could have serious implications; the
negative effects on both the mother and baby are now widely recognised (Dunkel
Schetter & Tanner, 2012; Glover, 2015).

The evidence from this research suggests that the participant midwives found that
caring for women with anxiety problems during pregnancy had a multi-layered effect on
their perceptions of maternal mental health and their antenatal assessment practices.
This was influenced by difficulties with the assessment of anxiety, the lack of
appropriate services to meet the woman’s needs, and the resultant effect on the
midwives’ workload and stress.

This research supports the view that antenatal anxiety and stress are more difficult to
assess, which is consistent with the literature as discussed in Chapter Two. The results
show that for these midwives the line between what could be considered as ‘normal
anxiety’ during pregnancy and that which signified a mental health problem was often
blurred. Identifying the anxiety symptoms often did not lead to appropriate care to meet
the woman’s needs, and as a result requirements for the midwives’ time were increased
due to the woman’s need for additional support and reassurance. These difficulties
signified an additional weight to carry as the midwives ‘plugged the gap’ between the
woman and the service in order to safeguard the woman’s wellbeing and welfare.
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In a Scottish study investigating factors influencing antenatal anxiety and depression,
it was identified that the majority of women would utilise their midwife as a source of
support for emotional issues (Reid, Power, & Cheshire, 2009). This highlights the
special relationship between a woman and her midwife, and the optimal position
midwives are in to make a difference to women’s health and wellbeing. It also
emphasises the potential tensions and vulnerabilities for midwives, and conceivable
breaching of boundaries of the LMC midwife role.

Anxiety and perception of risk
The evidence from this research suggests that anxiety during pregnancy represented a
variable for the midwives’ clinical decision-making, at times influencing the midwives’
practice to accommodate the woman’s additional needs for reassurance. This was
evidently around the woman’s perception of risk, for example, the woman requesting
additional tests and investigations such as an ultrasound scan for reassurance due to
fears about her pregnancy.

A positive correlation has been suggested between pregnancy-related anxiety and a
woman’s perception of pregnancy as risky, particularly for women aged over 35 years
(Bayrampour, Heaman, Duncan, & Tough, 2012). The demographics of the area where
the research was conducted are important to consider. Waitemata District has more
women giving birth aged over 35 years than anywhere else in New Zealand (Waitemata
DHB Maternity Quality and Safety Programme annual report, 2014).

Scamell (2014) proposed that childbirth in modern society is conceptualised around
perception of risk. Women’s construction and perception of risk could possibly be a
variable for antenatal anxiety. Postmodern society could be argued to be risk-averse
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(Mackenzie Bryers, 2010). Possamai-Inesedy (2006) claims that society’s construction
of risk influences the perception of childbirth as risky, even though statistics
demonstrate low rates of mortality and morbidity in developed countries.
The consequences of managing risk in childbirth are arguably our increased rates of
intervention (Lothian, 2012).

Fear of childbirth can have negative effects on birth outcomes, and can be a catalyst
for maternal request caesarean section (Haines, Rubertsson, Pallant, & Hildingsson,
2012). A recent study found that women with high levels of fear around birth perceived
childbirth as inherently risky, and were more likely to express a preference for a
caesarean section (Stroll & Hall, 2013). The belief that birth is risky influences and
limits maternal choice (McAra-Couper et al., 2010; Walsh, 2009).

This literature suggests that antenatal anxiety could represent a catalyst for increased
medical intervention during pregnancy and birth as a result of the woman’s perception
of risk. The availability of appropriate services to meet the needs of women with
anxiety and depression would relieve midwives from carrying the weight, and also
could potentially have counterproductive effects on intervention rates during pregnancy
and birth.

In the third sub-theme, ‘Safeguarding women’s wellbeing and welfare’, the
complications for the participant midwives as a result of the trusting relationship that
midwives have with women, and the significance of the participants feeling ill-prepared
for their role in the assessment and screening of maternal mental health will be
discussed.
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Safeguarding Women’s Wellbeing and Welfare
The results of this research identified that there were two core problems which
created difficulties for the midwives regarding safeguarding women’s wellbeing and
welfare in the light of the disparity between needs and service provision: the trusting
relationship that they had with women, and the midwives feeling ill-prepared.

The New Zealand midwifery model is based on partnership with women. The
evidence from this research suggests that this partnership relationship can have both
benefits and complications regarding caring for women with maternal mental health
problems.

Trusting relationship with women
The New Zealand College of Midwives (2008) in its code of ethics states that
midwives must ‘respond to the social, psychological, physical, emotional, spiritual, and
cultural needs of women seeking midwifery care, whatever their circumstances’ (p. 5).
This model of care holistically encompasses the needs of the woman, and demonstrates
the broad parameters of this role for the midwife. ‘Responding to the woman’s
psychosocial needs’ evidently becomes more complex as a result of the disparity
between needs and service provision, creating the increased responsibility for the
midwife.

The results from this research strongly suggest that the midwives cared very deeply
for the women in their care. This was core to them feeling an increased responsibility as
they ‘plugged the gap’ between the women and the service to ensure women’s
wellbeing and welfare, often resulting in additional workload and stress for the
midwives.
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A study of professional fatigue found that a common variable for professional
burnout was the empathy felt by the practitioner for the client, and that a build-up of
empathy could result in ‘empathy fatigue’ (Stebnicki, 2008). Further research found that
midwives experienced ‘compassion fatigue’ when they regularly encountered women
with social and emotional problems (Mollart, Newing, & Foureur, 2009).

A New Zealand study of midwife burnout by Young (2011) highlighted the
difficulties inherent in ensuring that professional boundaries in LMC practice are not
breached whilst endeavoring to meet the womens’ needs and expectations of care, and
identified this as a salient issue for sustainability within LMC midwifery practice. This
evidence collectively illustrates how the additional burden of carrying the weight of
maternal mental health problems in the absence of appropriate services may be
detrimental for midwives, and is aggravated by the trusting relationship between the
woman and the midwife.

This supportive, trusting relationship between the woman and the midwife, however,
has many significant benefits. One of these is exemplified in research studies by Freed,
Chan, Boger, and Tompson (2012) and Armstrong and Small (2010) who suggested that
the mediating factor in identifying symptoms of maternal depression and anxiety was
the woman’s relationship to, and the supportive attitude of, the health care professional
present, rather than the screening tool being used. An empathetic attitude and approach
by midwives towards maternal mental health was also identified by Rollans (2013) as
being fundamental to women’s experiences and disclosure of symptoms. At the very
heart of midwifery care is the premise that women need to feel safe (Smythe 2010) and
women’s comfort is salient for disclosure of distress symptoms.
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The Mental Health Council of Australia (2011) discovered that 51% of health care
consumers were worried that professionals’ perception of them would become
unfavourable once a mental health problem was disclosed, representing a substantial
barrier to care. Evidence from this research study supports the view that the stigma
associated with mental health problems represents a barrier to women disclosing their
symptoms (as also shown by the literature in Chapter Two). Midwives’ perceptions of
maternal mental health are therefore integral to a successful maternal mental health
assessment and screening programme, as a result of the influence that this has on
women disclosing symptoms, and also on the clinical application of the assessment and
screening itself.

As discussed in Chapter Two, some studies have indicated that health professionals
themselves are not exempt from negative attitudes towards mental health problems. For
example, a recent Australian study (n=238) revealed negative stereotyping of maternal
mental health disorders among its sample of midwives (Hauck et al., 2015).

The results of this study did not signify negativity from this group of midwives
towards either the women, or the maternal mental health problems themselves. Respect
and compassion towards the women in their care were obvious, but there was a
‘knowing’ among the midwives: they shared an understanding about how safeguarding
women’s wellbeing and welfare in the absence of appropriate mental health services
impacted on their clinical practice.

Along with the complications for the participant midwives that were associated with
the partnership relationship that midwives have with women, the research results also
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suggest that many of the midwives felt ill-prepared for their role in the antenatal
assessment and screening of maternal mental health.

Feeling ill-prepared
Evidence from this research suggests that the midwives felt that they were illprepared to identify and refer women with maternal mental health problems (along with
dealing with the associated difficulties when appropriate care could not be accessed)
which represented a problem for them as they safeguarded women’s wellbeing and
welfare. This perceived lack of preparation was something that appeared to influence
the midwives’ perceptions of maternal mental health and its antenatal assessment.

There is a dearth of New Zealand studies about midwives’ perceptions around their
preparation for maternal mental health screening, but studies in Australia and the United
Kingdom have highlighted that many midwives did not feel adequately equipped with
the required knowledge and skills for maternal mental health assessment and care, and
subsequently felt ill-prepared (Hauck et al., 2015; McCauley et al., 2011; Rothera &
Oates, 2011). These studies were relatively small, but collectively produced very similar
findings. New Zealand’s model of midwifery differs from that in Australia and the UK
(where these studies were performed), so while this evidence holds some significance
and appears to reflect the findings of this study, its application has some limitations.

A study of a sample of Australian midwives (n=25) highlighted that they found
dealing with perinatal psychosocial issues challenging, and questioned how well
midwives are prepared for their maternal mental health assessment role (McLachlan,
Forster, Collins, & Hegarty, (2011). A further Australian study examining midwives
attitudes around maternal mental health found that their perceived lack of competency,
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rather than a lack of motivation, impeded the emotional care that the midwives were
able to give to women (Hauck et al., 2015).

Based on this research, some additional postgraduate education for midwives could
help to achieve cohesion in maternal mental health assessment, screening and referral
practices. Maternal mental health is a component of undergraduate midwifery
education, and also postgraduate education. Equipping midwives strategically with
practical skills to help them to cope with the types of symptoms and behaviours that
they will commonly see in clinical practice would be of benefit, regarding not only
maternal mental health problems, but also the types of behaviours that are concerning
but that may not be considered serious enough to be treated as mental health problems,
such as anxiety symptoms.

The importance of professional training in maternal mental health issues and the use
of screening tools is evident within the literature, and considered to be essential for
cohesive practice (Gawley, Einarson, & Bowen, 2011; Julie, Lesley, Catriona, Deepak,
& Clare, 2013; Segre, Brock, O’Hara, Gorman, & Engeldinger, 2011; Yardley, Rule, &
Gill, 2012). A small Australian ethnographic study (n=18) discovered that when
midwives were provided with additional training and support for maternal mental health
assessment, they became more competent and empathetic in this role (Rollans et al.,
2013).

However, as discussed in Chapter Four, the lack of appropriate services to meet the
needs of women with mild or moderate maternal mental health problems is evidently
causing the boundaries of the LMC role to be breached. This could be the precursor to
midwives feeling unprepared, rather than a lack of educational preparation and support.
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The referral guidelines for midwives (Ministry of Health, 2012) recommend a clear
course of action once maternal mental health problems are identified by the midwife (as
outlined in Chapter Four). These referral guidelines clearly define the midwifery scope
of practice: to identify the maternal mental health problems and refer to the appropriate
service. This illuminates the additional tensions for the midwife when the appropriate
services are not available, cannot be accessed due to the woman’s mental health
problem not meeting the referral criteria, or are not meeting the woman’s needs.

For example, according to the referral guidelines (Ministry of Health, 2012)
midwives should refer women with mild or moderate maternal mental health problems,
such as anxiety and mild/moderate depression, to their GP. The midwives in this study
highlighted that many women when referred to their GP did not receive the care, or the
access to the services, that they needed. This caused the midwives’ professional
boundaries to be breached, and left them carrying the weight of the maternal mental
health problems. This reality could conceivably leave midwives feeling ill-prepared, but
the catalyst for this is the disparity between needs and service provision rather than a
lack of educational preparation.

Recommendations for Practice and Policy
Secondary to the findings from this research, there are some tentative
recommendations for practice and policy:



Maternal mental health assessment, screening, and health promotion should be
normalised and embedded into routine midwifery care, creating a holistic
approach.
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There should be routine maternal mental health screening using a screening tool
in the antenatal period (in conjunction with a maternal mental health pathway
for referral). This should optimally be done twice, and be routinely applied to
practice, for example alongside the booking blood tests and blood tests done at
28 weeks’ gestation, so that it becomes embedded in routine practice.



There should be a pathway for referral to the MMH service that is universally
applied across the multidisciplinary team. This pathway should:
 be universally applied across New Zealand;
 be visible to professionals, women, and their families;
 be woman-centered;
 be complemented with a range of services to meet the multifaceted
maternal mental health needs of women;
 ensure that the MMH service accepts direct referrals from midwives.



Midwives need to be better prepared for their role in maternal mental health
care:
 Maternal mental health needs to be a thread running through
undergraduate midwifery education, preparing student midwives not
only with the knowledge of maternal mental health problems, but also
for the complexities they will face in clinical practice.
 Maternal mental health should be incorporated into elective postregistration midwifery education.
 Maternal mental health should be incorporated into education for
nursing, medicine, and child health services.
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Limitations and Strengths of the Study
The resultant evidence from this study could not be generalised to the New Zealand
midwifery population at large. This is a qualitative research study with a small, non–
randomised, non-representative sample, and generalisation was not the aim. I attempted
to invite midwives from a range of geographical areas and practice groups across the
Auckland region, but this was limited to a degree by the availability of the midwives
themselves. While the demography could potentially have been more culturally diverse,
urban, rural, and semi-rural practices were involved, and a range of demographics were
represented. Midwifery practices offering hospital and home births were included in the
study in an attempt to explore possible diversities in the midwives’ perceptions or
assessment practices.

As existing midwifery practices formed the focus groups, there was potential for the
group dynamics to be a limiting factor. I had a raised awareness of this throughout the
focus group discussions, and attempted to ensure that all midwives felt comfortable and
valued. There appeared to be no obvious group or power dynamics that inhibited
participants’ contributions to the discussions. This composition of the focus groups
proved to be a strength, and their connectedness and shared experiences assisted with
conversations and collective sense-making.

While findings are not representative of all New Zealand midwives, this research
provides a rich description of the participant midwives’ perceptions of maternal mental
health and its antenatal assessment. This could facilitate practitioner self-reflection
regarding their antenatal assessment practices and perceptions of mental health, and
raise awareness of the phenomenon among professionals working in maternity and
maternal mental health. The research could also be a precursor to further research in this
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area, which could ultimately lead to the development of practice guidelines in New
Zealand for antenatal maternal mental health assessment and screening.

Recommendations for Future Research
There is a dearth of studies around maternal mental health practices and processes in
relation to the model of midwifery care in New Zealand. Ideas for future research could
include:


Research to investigate women’s perceptions of maternal mental health and
their experiences of the MMH service, and their experiences of accessing
appropriate services to meet their needs.



A national survey regarding midwives’ assessment and screening of mental
health during the antenatal period.

Conclusion
This study aspired to answer the research question, ‘How do midwives perceive
mental health and the assessment of maternal mental health in pregnancy?’ The
overarching statement captures the essence of this: ‘Holding the problem—plugging the
gap between women and the service’. Results revealed that the midwives’ perceptions
of mental health and its antenatal assessment were influenced by their practice reality of
carrying the weight of maternal mental health problems that did not meet the referral
criteria for the MMH service.

The act of carrying the weight of maternal mental health problems that did not meet
the MMH service referral criteria caused breaching of the midwives’ professional
boundaries in order to meet the women’s needs and ensure their wellbeing and welfare.
This represented a precursor to the participant midwives feeling ill-prepared and
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overwhelmed. This research highlighted that appropriate services to meet the needs of
women with mild or moderate maternal mental health problems are evidently core to the
midwives’ antenatal maternal mental health assessment and screening practices.
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Appendix A

Invitation to participate in research entitled
Midwives’ Perspectives of Mental Health and Maternal Mental Health

We want to invite practising midwives to take part in one of up to five focus groups to
talk about midwives’ views of mental health, their comfortableness in dealing with
mental health issues, and screening practices.

If you are a practising midwife and are willing to share your insights in a focus group
interview lasting around 90-120 minutes, we would like you to consider taking part.

If you are interested in participating in this research please contact Deborah Payne on
dpayne@aut.ac.nz or (09) 921 9999 ext. 7112, or phone Christine Mellor on 021 557
502.

Thank you.

Deborah Payne
Director, Centre for Midwifery & Women’s Health Research, AUT University
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Appendix B

Participant Information Sheet

Date Information Sheet Produced:
20/04/2014

Project Title
Midwives’ Perspectives of Mental Health and Maternal Mental Health

An Invitation
We (Deborah Payne, Andrea Gilkison, Christine Mellor, Judith McAra Couper,
Margaret Roberts, and Mavis Kirkham) are a group of midwifery and women’s
health researchers based in AUT’s Centre for Midwifery and Women’s Health
Research. We would like to invite midwives practising in the Auckland area to take
part in one of several focus groups talking about mental health and maternal mental
health. In particular we will focus on midwives’ views of mental health, their
comfortableness in dealing with mental health issues, and screening practices. The
information from the focus groups will be used firstly to guide us in future research,
and secondly, with your permission, to inform Christine Mellor’s Masters in Health
Science thesis. Your decision to take part in this study is voluntary. You may
withdraw from the study at any time up until we complete our focus group
interviews. Whether you choose to take part or not will neither advantage nor
disadvantage you.
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What is the purpose of this research?
The purpose of this study is to deepen our understanding of Aotearoa New Zealand
midwives’ practice and perceptions in relation to mental health and maternal mental
health. This topic has not been widely researched in New Zealand and it is our
intention to allow midwives to share their thoughts and views. Our overall aim is to
contribute to improving perinatal mental health and wellbeing.
We will present our findings at New Zealand and international midwifery
conferences, and submit them to journals. The interview transcripts will also be used
by Christine Mellor as data for her Masters in Health Science thesis.

How was I identified and why am I being invited to participate in this research?
You are being invited to participate as you are a registered midwife practising in the
Auckland area and have responded to an advertisement about the study requesting
further information.

What will happen in this research?
If you decide to take part in the study, this will involve you participating in one of
the focus groups being held in the Auckland area. The focus groups will be held at
the North Shore and Manukau campuses. The dates and times will be negotiated
with you. We would also like to offer any midwives who identify as Māori,
Pasifika, Asian or another ethnicity the opportunity to be part of their own
rōpū (focus group). Please let us know if you would prefer that option.
The focus group should take up to two hours of your time (this does not include
travel). Before the focus group begins you will be asked to sign a consent form, and
then we will work out the group’s ground rules so that everyone feels safe taking
part. The group will be asked to discuss their views of mental health, their
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comfortableness in dealing with mental health issues, and screening practices. The
focus group will be digitally audio-recorded and then transcribed either by one of
the team members or a transcriber who has signed a confidentiality agreement. You
will be sent a summary of the focus group and a copy of the final report.

What are the discomforts and risks?
We do not anticipate any risks to you from this study. However, occasionally such
interviews in which you share your thoughts, ideas, and knowing can make a person
feel unsafe.

How will these discomforts and risks be alleviated?
One of the ground rules that we will ask each of the focus group members to
observe is that they will not disclose the identity of any of the other members, nor
what was discussed, to other people.
One of the following three researchers will be the facilitator, and one will take notes
during the focus group: Deborah, Andrea and Christine. Each of the researchers are
skilled in group facilitation. Judith and Mavis will only be involved in analysis of
the de-identified transcripts.
You do not have to take part in all of the discussion and can refuse to discuss some
of the questions. You may also stop the focus group interview at any time. If you
feel on reflection after the focus group interview that you have said too much or
exposed things that you wish you had not, we should be able to delete any
statements that you have made that you do not want to be included in the transcript.
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In the unlikely event that you were harmed in any way while taking part in this
study, we can support you in seeking counselling through the AUT staff counselling
services.

What are the benefits?
The main benefit is that your participation in this research will identify issues for
midwives in maintaining the wellbeing of the women and their families in their care,
particularly the women’s mental health and wellbeing. This will inform the
midwifery profession because midwives play an important role in caring for women
throughout women’s maternity experience. Your participation will enable
midwives’ voices on the issue of maternal health and wellbeing to be heard.
In being able to use the focus transcripts for her Masters thesis Christine Mellor will
be able to complete her Masters in Health Science (Midwifery).

How will my privacy be protected?
As above, all members of your focus group will agree to maintain the privacy of the
focus group. All care will be taken to remove any names or details that may identify
you and other members of the focus group and to ensure that anonymity is
maintained where possible. However, your identity will be known to the other
members of your focus group. The midwifery community in New Zealand is small
and while we will take all care to ensure confidentiality and privacy, it is important
participants are aware of potential identification.
Your contact details will be stored is a secured location and only Deborah, Andrea,
and Christine will have access to these.
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What are the costs of participating in this research?
The only cost is your time: approximately two hours for the focus group interview
and travelling time. We appreciate that your time is given voluntarily. If necessary
we may be able to reimburse your AUT parking fees.

What opportunity do I have to consider this invitation?
If two weeks after sending you this participant information sheet we have not heard
from you, Deborah, Andrea or Christine will make contact with you to find out if
you would like to take part or not.

How do I agree to participate in this research?
You can contact Deborah or wait for her, Andrea or Christine to contact you in two
weeks’ time. Also, at the beginning of the focus group we will ask you to sign a
consent form.

Will I receive feedback on the results of this research?
Yes, if you tick the box on the consent form which asks if you’d like a copy of the
results, we will email you a copy of the report. If you agree to Christine’s use of the
focus group transcript for her thesis, you can also obtain a copy of her findings’
summary by ticking that box on the consent form

What do I do if I have concerns about this research?
Any concerns regarding the nature of this project should be notified in the first
instance to the Project Supervisor, Deborah Payne, email: dpayne@aut.ac.nz, ph:
(09) 921 9999 ext. 7112.
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Concerns regarding the conduct of the research should be notified to the Executive
Secretary of AUTEC, Kate O’Connor, email: ethics@aut.ac.nz, ph: (09) 921 9999
ext. 6038.

Whom do I contact for further information about this research?
Researcher Contact Details:
Deborah Payne: dpayne@aut.ac.nz; ph. 09 921 9999 ext. 7112
Andrea Gilkison: agilkiso@aut.ac.nz, ph. 09 921 9999 ext. 7720
Christine Mellor: cmellor@aut.ac.nz, ph. 09 921 9999
Judith McAra Couper: Jmcaro@aut.ac.nz, ph. 09 921 9999 ext. 7193
Margaret Roberts: mroberts@aut.ac.nz, ph. 09 921 9999, ext. 7711

Approved by the Auckland University of Technology Ethics Committee on [type
the date on which the final approval was granted], AUTEC reference number [type the
AUTEC reference number].
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Appendix C

Please send one (1) copy

Consent Form
For use when focus groups are involved

Project title:

Midwives’ Perspectives of Mental Health and Maternal
Mental Health: An Interpretive Descriptive Study

Project Supervisor:

Deborah Payne

Researchers:

Andrea Gilkison, Christine Mellor, Judith McAra Couper,
Mavis Kirkham



I have read and understood the information provided about this research project
in the information sheet dated dd mmmm yyyy.



I have had an opportunity to ask questions and to have them answered.



I understand that the identity of my fellow participants and our discussions in the
focus group are confidential to the group, and I agree to keep this information
confidential.



I understand that notes will be taken during the focus group and that it will also
be audio-taped and transcribed.



I understand that I may withdraw myself or any information that I have provided
for this project at any time prior to completion of data collection without being
disadvantaged in any way.



If I withdraw, I understand that while it may not be possible to destroy all
records of the focus group discussion of which I was part, the relevant
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information about me, including tapes and transcripts, or parts thereof, will not
be used.


I agree to take part in this research.



I wish to receive a copy of the report from the research (please tick one):
Yes No



I agree to Christine Mellor using the focus group and my statements made
during the focus group for her Masters thesis.



I wish to receive a copy of Christine’s report from her thesis (please tick one):
Yes No

Participant’s signature:
……….....................................................…………………………………………….
Participant’s name:
…………….........................................……………………………………………….
Participant’s contact details (if appropriate):
………………………………………………………………………………………..
………………………………………………………………………………………..
………………………………………………………………………………………..
………………………………………………………………………………………..
Date:
Approved by the Auckland University of Technology Ethics Committee on [type
the date on which the final approval was granted], AUTEC reference number [type the
AUTEC reference number].

Note: The participant should retain a copy of this form.
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Appendix D
Taranaki District Health Board Perinatal Mental Health Local Referral Pathway
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