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Abstract
Background  For many women, having a baby is one of the most exciting and rewarding experiences; however, not 
everyone experiences the same positivity and pleasure when pregnant or having a new baby. For some, the ongoing 
hormonal and physical changes, mood swings, and personal and familial situations can create a lonely experience 
that can lead to distress and mental health issues. Wāhine Māori (Māori women) experience greater rates of postnatal 
distress (PND) and are less likely to seek help than women of European descent. Screening for PND could help identify 
those at risk of developing mental health issues or distress before it escalates. However, it is unclear how often Māori 
mothers are screened, or what their experiences of screening are.

Method  Using a Māori-centred approach, we explored the experience of wāhine Māori of mental health screening 
during the perinatal period.

Results  Eleven wāhine Māori were interviewed about their experiences, with transcripts analysed using thematic 
analysis. Four themes and 12 subthemes were found in the data. Participants reported feeling a lack of relationship 
with their midwives, experiencing inconsistent care, lacking trust, that their views were unimportant, fearing 
judgment, concerns about losing their children to authorities if they disclosed mood issues and a lack of culturally 
appropriate care.

Conclusions  There was an overall sense of inadequate screening support for mental health concerns among Māori 
mothers in Aotearoa New Zealand. These results indicate the need for more culturally appropriate screening tools and 
a genuinely holistic approach to perinatal services encompassing a more whānau-centred approach to maternal care.

Summary
This qualitative study of the experiences of Māori women of screening for perinatal depression showed issues with 
screening practices, a lack of screening, and issues related to interactions with the healthcare system. Even when 
screening did occur, the mistrust and fear of the system made it difficult for Māori women to disclose distress.
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Introduction
Wāhine Māori (Māori women) are more likely than 
women of European descent to experience poorer peri-
natal outcomes [1] and depressive symptoms postnatally 
[2]. Of wāhine Māori that experience low mood, less than 
50% will engage in help-seeking [3]. Māori are also dis-
proportionately likely to die by suicide in the postnatal 
period [4], with 57% of suicide deaths in the six weeks 
post-birth being wāhine Māori [5], despite Māori only 
forming 19.6% of the population of Aotearoa New Zea-
land (NZ) [6]. 

The majority of maternal health care in NZ is pro-
vided by midwives, who act as Lead Maternal Caregiv-
ers (LMCs), independently or through hospitals. LMCs 
can also include obstetricians and General Practitioners 
(GPs). Although women have a choice of LMC within 
the free public system, obstetricians are typically only 
assigned in the public healthcare system where the preg-
nancy is deemed high-risk. Only 8% of mothers seek care 
with a private obstetrician (insurance/private paid) [7]. 

Many wāhine Māori, especially young wāhine, strug-
gle to access adequate midwifery care despite seeking to 
organise an LMC relationship early in their pregnancy 
[8]. Workforce shortages likely exacerbate this, but 
adequate information and resources to support build-
ing this relationship is also lacking [8]. Other barriers to 
help-seeking for Māori are well documented and include 
negative attitudes of health professionals [9], the impact 
of colonisation, such as institutional and systemic racism 
[10], and Māori disproportionately carrying the burden 
of social inequities [10–12], and stigma [13]. 

Despite the higher prevalence of risk, difficulties 
accessing care and lower rates of help-seeking, little is 
known about the experiences of wāhine Māori being 
screened for PND. Understanding the experience of 
screening is important to help improve screening prac-
tices in a way that meets the needs and complex realities 
experienced by Māori. Given these factors, we aimed to 
explore the perceptions of mental health screening in 
wāhine Māori.

Method
Research design overview
This is a qualitative descriptive study. A Māori-centred 
approach [14] with semi-structured interviews was 
used to explore the experiences of perinatal mental 
health screening of wāhine Māori. Interviews were con-
ducted by a member of the research team who is Māori 
and completed kanohi-ki-te-kanohi (face-to-face) at a 
location of the participant’s choice (including online). 
All interviews were offered to be opened and closed 
with a karakia (blessing), and time was allowed for 
whakawhānaungatanga (building connections). This 
process allowed participants to learn about the inter-
viewer and their reasons for doing the research. Whānau 
(family and support) could be present in the interview. 
The semi-structured nature of the interview allowed 
the interview to be participant-led and to continue 
whakawhānaungatanga.

Recruitment process
Recruitment occurred between September 2022 and 
March 2023. Participants were recruited by email invi-
tation, through researchers’ networks and subsequent 
snowballing recruitment. Participants were offered an 
NZD$50 koha (gift) in the form of a gift voucher of their 
choice in recognition of their time, and that knowledge is 
a taonga (treasure) given to the research team. Recruit-
ment stopped when theoretical saturation was reached, 
and no new information was shared in the interviews.

Inclusion criteria
To be included in the study, participants needed to 
whakapapa Māori (have Māori ancestry) and have been 
hapū (pregnant) within the last two years. As interviews 
were conducted in English, participants needed to under-
stand and communicate English sufficiently to complete 
the informed consent process (either written or oral) and 
participate. Interviewing in English did not preclude par-
ticipants and the interviewer from using common te reo 
Māori kupu (words in the Māori language) such as hapū 

Highlights
	• Wāhine Māori (Māori women; the Indigenous people of New Zealand) experience higher rates of postnatal 

depression (PND) and are less likely to seek help compared to non-Indigenous women living in New Zealand.
	• Māori women in this study reported inconsistent care and screening practices, felt their views were 

unimportant and unheard, reported a lack of culturally appropriate care, and had a fear of judgment and 
concern about losing their children to authorities if they disclosed mood issues.

	• A lack of relationship and trust meant that screening was inadequate, and issues were not disclosed, thus 
increasing risk.

	• This study indicates the need for more culturally appropriate training for midwives to allow improved care and 
screening practices.
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(pregnant), pēpē (baby), kai (food), and whānau (family). 
There were no exclusion criteria.

Recording and data transformation
Oral consent recordings were recorded and stored 
separately from interview recordings. Interviews were 
recorded and transcribed verbatim. The interviewer also 
made handwritten field notes from the interviews. All 
information that could be identified was removed dur-
ing transcribing. Participants were assigned code names 
(e.g., P1) to maintain confidentiality. Each interview was 
transcribed by a research team member and checked 
by another to ensure the accuracy of the transcription. 
Where te reo Māori kupu (Māori words) were used in the 
interviews, these were maintained in the transcripts with 
the translation indicated by square brackets.

Data-analysis
A reflexive thematic analysis (TA) approach was used. 
This approach focuses on the researcher’s subjectivity 
and demands a recursive and reflexive involvement with 
the dataset to obtain a robust analysis of themes across 
the data [15]. TA was the chosen method of data analysis 
due to its widely accepted use in health research and that 
it seeks to understand people’s subjective experiences 
[16]. 

All research team members coded transcripts indepen-
dently, and the codes generated were combined into a 
list. The research team members then met to discuss the 
codes generated, group these into similar sub-themes, 
and review field notes. Where duplicates of codes were 
included in the same subtheme, these were removed. 
Where the same codes were included in different sub-
themes, the research team discussed where the codes 
fit best regarding the screening experience for wāhine 
Māori. Subthemes were grouped, resulting in the devel-
opment of themes. Where there was disagreement, the 
‘Indigenous Giveway Rule’ was enacted, with priority 

being given to the views of members of the research team 
who were Māori.

Findings
Participants
Eleven wāhine Māori mothers (henceforth referred to as 
wāhine) were interviewed about their screening experi-
ences during pregnancy and 12 months postnatally (see 
Table  1 for demographics). Interviews ranged from 28 
to 64  min. All participants referred to their lead mater-
nity carer (LMC) as a ‘midwife’, thus the term ‘midwives’ 
is used throughout unless specified. Several wāhine 
described childhood sexual abuse or sexual assaults as 
adults leading to the development of mental health dif-
ficulties such as post-traumatic stress disorder, mood and 
anxiety disorders, or having previous miscarriages and 
stillbirths that they were still grieving. Overall, field notes 
indicated that wāhine felt angry about not being impor-
tant members in their own healthcare and not being seen 
and respected by healthcare professionals.

The research generated 12 subthemes and four themes, 
as outlined in table 2. Despite being themes, it was noted 
that the themes impact each other. Specifically, relation-
ships were seen as paramount by wāhine but were often 
perceived to be undervalued by midwives. However, 
relationships had the potential to buffer the histori-
cal impacts of negative experiences. Similarly, without 
the relationship (and likely due to the historical effects), 
wāhine did not feel comfortable disclosing feelings of 
distress, even when they were screened. Without having 
a relationship, it was perceived as challenging for mid-
wives to know when the wāhine may need screening and 
to arrange appropriate follow-up care. As such, care was 
seen as unresponsive to the needs of wāhine, often cul-
turally insensitive, and not holistic

Historical impact
The category of historical impact captured the experi-
ences of past institutional trauma that led to mistrust of 
institutions and people representing those institutions. 
These previous experiences meant that wāhine Māori felt 
that their views were not heard and not prioritised based 
on their interactions with healthcare professionals. This 
impact permeated through the lack of relationships and 
screening, making wāhine feel that their well-being was 
not important, and negatively impacted the experience of 
the care they received.

Past negative experiences with institutions make trust 
difficult
Several participants had negative experiences with the 
systems established to protect and support vulnerable 
populations. These experiences led to participants being 
fearful that disclosing mental ill-health would result in 

Table 1  The participant information summary includes age, 
number of children, and location
Interview Age band Contextual information Location
1 30–35 First child Opotiki
2 30–35 Second child Christchurch
3 25–30 Fourth child Christchurch
4 15–20 First child Christchurch
5 15–20 Second child Christchurch
6 20–25 Second child Christchurch
7 35–40 Fifth child Gisborne
8 20–25 First child Christchurch
9 15–20 First child Christchurch
10 30–35 First child Christchurch
11 25–30 First child Christchurch
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their baby being removed from their care. Specifically, 
they believed the systems were not there to help; they 
were there to “catch people out”.

“If you’ve been in trouble with Oranga Tamariki 
[child protective services] before, and you start 
f*cking talking about that you’re depressed or, you 
know? That’s like, a scary thing. You wouldn’t want 
to talk about your demons just in case they take your 
baby away… it’s a risk to talk about” – P3.
“I think more, the thing is too, woman being scared 
of having a baby taken off of them for these prob-
lems….then they’re [the system] gonna take that the 
wrong way. And then next thing you know, you’ve got 
Oranga Tamariki [child protective services] involved 
because they think you’re not fit enough or because 
you’re just, you know? It takes little things being said 
in a different tone or, like, being said in a different 
way [to lose your baby].” – P5.

For participants who had previously engaged with a mid-
wife, those experiences influenced their level of trust, 
comfort, and experience with their current midwives. 
Participants with older children reported decreased sup-
port from midwives in subsequent pregnancies. Specifi-
cally, the assumption was that prior experience meant 
wāhine did not need information, support or screening 
like first-time mothers. For many of these wāhine, this 
was not the case, particularly when previous pregnancies 
had been associated with complications, negative experi-
ences, or a lack of information and support, or the cur-
rent pregnancy was complicated. This highlighted the 
importance of not making assumptions about the needs 
of wāhine.

“I think she’d dropped the ball just because of like 
what number child he was” – P3.
“Yeah. Like that was not, not even just for that, for a 
lot of just the general sort of checkup, [the midwife 
would say] ‘oh like, you’re alright! This is your fifth 
baby’ sort of situation” - P4.

Having a baby that needed medical attention after 
birth, such as being in neonatal intensive care (NICU), 
reminded one wahine (woman) of having children 
removed from her care (by child protection services), 
leading to fear about building attachments with the baby 
in case the baby was removed later.

“I was too scared to build a bond; I’m scared that 
someone’s going to come and break it” – P6.

Another wahine had her first baby at the age of thirteen, 
and during that pregnancy, she was suicidal, self-harming 

and was placed in an inpatient mental health unit due to 
concerns about her safety. Oranga Tamariki (child pro-
tection service) had been involved and her experience of 
that pregnancy and postnatal period was “traumatic”. She 
was nineteen and pregnant with her second child when 
interviewed. She reported that she had the same mid-
wife, and despite knowing her history, the midwife did 
not screen her for any mental health issues, nor did she 
enquire about her moods at any stage of the pregnancy. 
She indicated that she believed the lack of screening was 
due to system being focused on the babies and not caring 
about mothers.

“I don’t know. I’d probably just say that they prob-
ably just don’t care, to be honest. Like, not worried 
or bothered. If I was just put to it honestly. I put it 
down to, not caring enough, not being... I guess just 
being there for the babies, not helping the mums” - 
P5.

The views of Māori are not important or felt unheard
Several wāhine described experiences that were dehu-
manising and did not help to build trust with medi-
cal teams. This included male clinicians being invited 
into the birthing room with no explanation or seek-
ing of consent. Due to the perceived power imbalances, 
wāhine were often unable to refuse procedures or had to 
become very obviously distressed before their views were 
considered.

“They asked if she [female student nurse] could come 
in while I was giving birth. But they didn’t, like… 
this man walked in with her and the nurse. I was “I 
don’t want no males here apart from my brother and 
[partner]!” but…. But I didn’t know that he was the 
one that was gonna cut me and stitch me [the obste-
trician].” - P1.

Several wāhine described situations where they were 
concerned about their pregnancy and progression of 
birth, and when they raised the concerns with their mid-
wife, their views were dismissed. Wāhine associated post-
pregnancy complications such as untreated infections 
with not being heard by their midwives and not having 
intervention soon enough. Some wāhine felt that the 
responses they received to their questions were not sup-
portive, and so stopped asking questions, thus failing to 
have their questions and need met.

“She [midwife] was making me feel real stupid, so I 
stopped asking questions” – P2.

The sister of one of the wāhine tried unsuccessfully to 
advocate for her younger sister, who was having severe 
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mental health issues following family harm by her part-
ner, as the sister was concerned about the wellbeing of 
the wahine and baby. Instead, the concerns were misin-
terpreted and rather than facilitating the protection of 
the mother and child, the baby was removed from the 
mother’s care.

“Baby’s like, a few hours old type of thing, and they 
twisted her words completely. Made it like she was 
a crazy mental person just because she, like, had 
depression. And she was leaving a domestic abuse 
relationship. How can you take a kid off someone 
leaving violent relationship?” – P5.

Several wāhine described being unsupported in their pre-
ferred birthing practices. It was noted that many of these 
birthing practices were not unusual or were consistent 
with a developing evidence-base such as home births, 
water births, and delayed umbilical cord clamping. When 
these were raised, wāhine felt that their desires were dis-
missed, and they could not engage in these practices. 
This highlighted a lack of collaborative birth planning 
between midwives and wāhine, resulting in wāhine not 
feeling safe in this relationship or not feeling a sense of 
autonomy over birthing their babies.

“There’s no options. There was no kind of talking 
about, like, if I want to? If I brought up home birth 
it was like [from the midwife], “Oh, no! I don’t want 
to do that.”…I feel like it was just, it was more conve-
nient for her for me to have baby there [hospital]… 
Just no promotion of natural. Or, like, what I wanted 
to do – I feel like it was just… it was more convenient 
for her” - P3.

Relationships are paramount
The theme of ‘Relationships are paramount’ highlights 
the central te ao Māori values of whanaungatanga (rela-
tionships), manaakitanga (the process of showing respect, 
generosity and care for others), and the importance of the 
ongoing nature of these relationships for wāhine to feel 
safe. Relationships had the potential to buffer against 
negative experiences in the health system but were often 
not established in the wāhine-healthcare professional 
relationship. Thus, it was hard for wāhine to feel comfort-
able in these transactions as there was no relationship.

Continuity in relationships
All participants reported sporadic engagement with their 
midwives. Many struggled to find a midwife and tended 
to rely on whānau recommendations. However, the 
shortage of midwives made it challenging to find a mid-
wife, particularly over the holiday period. Some wāhine 
engaged midwives who job shared, resulting in wāhine 

feeling that they saw “a different [midwife] each week”. 
The change in midwives impacted the ability to form a 
relationship and reduced the continuity of care and the 
wahine’s willingness to share information due to a lack of 
relationship.

“And so, they do one a week on a week off. And I’ll 
take either landing on a locum which I’ve never 
heard of before, either. So, I had this lady [NAME3] 
as well. So, it was between [NAME1] or [NAME2] 
and [NAME3]. So, you were seeing a different one 
each time. And how are you supposed to build or 
make a relationship? If you’ve seen someone different 
every single time?” – P2.

Collaborative and skilled midwives make a difference
Three participants described supportive relationships 
with midwives who were considerate of their needs. 
These midwives were collaborative in their approach, 
flexible so that they met the needs of the wāhine and 
would meet the wāhine where and when it suited them. 
There was a sense of a safe and trusting relationship 
where the wāhine felt cared for and that the midwife had 
strived to connect with them as a person.

“Because my midwife, I could talk to her about any-
thing… She could tell if things are going on. Yeah, 
no, she just knew me… You know, our appointment 
wasn’t just the baby. You know, she would take the 
time out to say ‘Hey, look, are you okay?’” – P7.

However, it was noted that sometimes, good relation-
ships were not enough – particularly when the wahine 
was struggling with depression or there was a high level 
of fear about the outcome of disclosure. Specifically, in 
one situation where the midwife was described positively, 
the wahine still disengaged and did not want the midwife 
to do a home visit as she was embarrassed about the state 
of the house. Thus, withdrawal from the relationship 
could indicate a number of factors.

“But you do. You’ve got a good relationship, but 
you’re still wary of what you share, aren’t you? Yeah, 
I think I’ll always, always be like that” – P5.
“That’s why she couldn’t help me, cause I didn’t want 
her too. I didn’t want her to help me” – P6.

Manaakitanga/feeling cared for
Whakawhānaungatanga (the process of making rela-
tionships and connections) is key to building trust in te 
ao Māori (the Māori worldview), and the relationship 
or lack of relationship with midwives were mentioned 
in every interview. Many participants reported a lack 
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of relationship with their midwives and healthcare pro-
fessionals, meaning interactions felt transactional and 
impersonal. Several participants described feeling that 
their midwife did not care about their wellbeing, and 
that they were “just a number” that the midwife would be 
“paid for”, that there was no conversation, just weighing 
and measuring and “that was it!”. Thus, the appointment 
failed to meet the expectations or needs of wāhine, mak-
ing it hard to form a relationship and decreasing motiva-
tion to attend.

“Because we kind of we’re just put in that box. Yeah. 
Ya know? That box of ‘They don’t matter as much.’” 
– P7.
“My midwife never turned up for some appoint-
ments. I just felt like they didn’t care” – P3.

Feeling cared for and supported was even more impor-
tant when wāhine were struggling with mental health and 
needed additional support. In these situations, manaaki-
tanga (the process of showing respect, generosity and 
care for others) would have helped build the relationship, 
provided an opportunity for support, and ensured the 
continuity of care. Instead, a lack of support meant the 
care relationship was often disrupted.

“I would have loved it if my midwife would just turn 
up here at home, yeah, because she was aware that I 
was having mental health issues and I got real bad 
anxiety and I struggled to leave the house to go to 
these appointments” – P6.

Interactions with midwives were frequently described 
as brief and clinical, where the wāhine felt unseen. The 
focus was often on the wellbeing metrics of the baby, 
such as size and position (during pregnancy), or weight 
gain (postnatally), with the wāhine being observers of 
this process rather than active participants. Even after the 
birth, wāhine concerns about feeding or feeling unable to 
form a bond with the baby were not discussed. The focus 
on metrics shifted the relationship from personally ori-
ented to medically oriented.

“She [midwife] really didn’t interact with me at all. 
Like, I barely seen them”- P2.
“All she done after I had baby was come over home, 
once, I think? Maybe once or twice? Twice, I think. 
And she just weighed, baby. Measured him. Mea-
sured his head. It’s just baby…. didn’t ask anything 
about me.” – P1.

The relationship was particularly important when wāhine 
had a history of receiving non-protective responses to 
disclosures of needing help. A poor relationship, and the 

perception that the midwife was rushing to complete 
tasks, left no space for disclosure of difficulties with cop-
ing or distress - partly because wāhine did not feel safe 
in this disclosure, and partly because there was no time 
to raise concerns. There was an acknowledgement that 
many people struggle to ask for help, but this was even 
harder when there was no relationship or time, or there 
had never been a signal that it was okay to be distressed.

“A lot of us are too shy to speak up or don’t feel com-
fortable in the environment we’ve been in or who is 
asking us” – P5.

At least one participant stopped going to their appoint-
ments because they felt their midwife did not care about 
their wellbeing and did not listen to their concerns. This 
resulted in no relationship, feeling unsafe, and subse-
quently, a lack of disclosure about their deteriorating 
mental health. It also meant that wāhine did not receive 
the necessary information about PND, which further 
increased their risk. Others described their midwife as 
critical, and responding angrily when the wahine did not 
follow instructions.

“I was brushing my teeth getting ready for my scan, 
which was at 8:50 in the morning, and my waters 
just went, there were no contractions. …… So, I was 
really confused. Like, this is a bit different?! And 
I rang my midwife, but she was away, so I had the 
backup midwife answer. And she was telling us we 
need to stay at home… we were really concerned 
because it was just so much. It was like my waters 
just kept breaking. So, we were following our gut. 
And our gut was telling us we needed to be in hos-
pital, but she was going against that… And we went 
in. They got us a room and everything. And they rang 
her [the midwife]. And then she just come in, like, 
yelling: ‘You should have rang me first! Why don’t 
you ring me?’ And I was like, ‘I don’t want her like 
she’s already made me start crying!’” - P2.
“She didn’t even check in on me, just told me the 
pain was normal and it would pass” – P5.

Screening process
The screening process theme captured subthemes related 
to the need for screening and the screening practices 
experienced by wāhine Māori. In particular, all wāhine 
who participated reported a high level of complexity that 
would likely increase their risk and need for screening. 
However, because screening wasn’t prioritised or hap-
pened covertly, many wāhine did not believe there was an 
opportunity to raise their concerns.
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Covert screening practices create confusion
There was a perception that some midwives may have 
created an opportunity to discuss distress but that wāhine 
did not believe the question asked to be about their men-
tal health. Participants reported being asked how they 
felt but tended to answer about their physical health 
rather than their psychological health, as they believed 
that this was what the midwife was asking about. Oth-
ers did not respond because they thought they might “get 
into trouble” if they disclosed to healthcare professionals 
that they were not coping, particularly if unsure whether 
mental health screening or not was occurring. Thus, ask-
ing generic questions may be perceived by the LMC as 
creating an opportunity to talk about mental health with-
out asking directly. However, the lack of explicit screen-
ing meant that wāhine were unsure how to answer and 
were less likely to disclose distress due to fear or stigma.

“She mentioned post-natal depression but never fol-
lowed up. I didn’t even know if that was a screening 
or just a conversation”​ – P4.
“She did ask me: ‘How are you feeling today?’ Espe-
cially as it was getting closer to give birth. Yeah. She 
was she was asking more often and visiting my son… 
But if you tell them you are depressed, they actually 
don’t ask you much.” – P6.
“I’m just gonna say that, like, how do you ask a 
mum? Because I wouldn’t just walk up to someone 
knowing they’re damn well depressed then asking 
them, like, ‘Are you depressed?’” – P6.

Screening is not prioritised
Despite the researchers not purposefully attempting to 
recruit participants with specific experiences of screen-
ing (such as negative experiences of those who were not 
screened), all participants reported that screening for 
perinatal depression or distress did not occur. The lack 
of screening was noted in the context that all wāhine had 
additional risk factors for developing PND, such as a his-
tory of depression, past hospitalisation due to poor men-
tal health, being exposed to family harm, the recent death 
of a parent, and for one participant, suicide attempts dur-
ing a previous pregnancy. Midwives were perceived by 
wāhine as unaware of the increased risk due to not hav-
ing asked about the wahine’s history, not screening for 
family harm, or not seeking to understand the current 
situation of the wahine.

“Yeah, it was really rough. There was a lot of tears. 
Like, I haven’t …. Everyone’s been messaging me 
now… it was really rough. “Have you got the three-
day blues?” and I might know that I got PND before 
I had the baby because I was crying and my partner 

had to hold me all the time. And I’m just so tired of 
it all” – P2.

Several wāhine indicated that they believed the lack of 
screening could be due to the perception that wāhine 
Māori are “staunch” and did not experience distress 
and, therefore, were unlikely to experience PND. Other 
wāhine believed that the lack of screening was because 
healthcare professionals “did not care” about the well-
being of wāhine Māori. The perception of lack of caring 
was reinforced by the inaction of medical teams when 
distress was raised, or the subsequent minimisation of 
distress. The lack of discussion about distress meant 
that midwives did not understand how much the wāhine 
were struggling, and wāhine felt that they were not cared 
about, so they did not raise it again. Thus, this was a 
missed opportunity to support wāhine and challenge 
these beliefs.

“I’ve been stressing out a lot and she’s like, ‘Oh, just 
comes with pregnancy’, but I knew it in myself [it was 
a concern]” – P8.
“[would have liked to] probably spoken more about 
depression and baby blues” – P2.

Two of the wāhine lost parents during their pregnan-
cies, and neither were asked how they were coping nor 
screened in any way for distress. One wahine, whose 
father had been terminally ill throughout the pregnancy 
and died two weeks before the baby was born, reported 
that she did not go to her appointments because every-
thing was too difficult and that she was struggling to 
cope. However, due to the lack of identification of her dis-
tress, and despite her recent loss, this was not acknowl-
edged, and support wasn’t offered.

Issues with care
Although not directly related to screening, issues with 
care also related to screening practices through the expe-
riences of wāhine during the perinatal, delivery, and post-
natal periods.

Healthcare professionals respond to physical distress but not 
psychological
Several wāhine reported struggling with their mood 
or anxiety after giving birth, and several had medical 
complications. Wāhine reported that they were more 
likely to be referred to a doctor for medical complica-
tions than to have follow-up or a referral made for their 
mental ill-health. In fact, no wāhine reported referral to 
specialist services for psychological distress despite sev-
eral struggling with mood and having significant risk fac-
tors and signs of PND. Most of the time, distress was not 
acknowledged except when the wahine’s mood negatively 



Page 9 of 14Hayward et al. BMC Pregnancy and Childbirth          (2025) 25:186 

impacted the midwife. Wāhine also felt health care prac-
titioners did not want to ask about distress or may not be 
trained to respond to the distress of wāhine.

“Probably so it’s [distress] not a bother to them … I 
don’t know if they’re even trained to care about that.” 
– P3.
“I had a doctor’s appointment booked right after 
the birth, but they only asked me about the physical 
recovery, not my mental state.” – P7.
“I was sent to the hospital for my infection, but noth-
ing was said about my mental health” – P1.

Whānau have to advocate when health professionals do not
When wāhine felt shamed or judged by the appointment, 
they tended to withdraw and stop actively engaging in 
or even attending appointments. In these cases, there 
was little follow-up or querying the change in behav-
iour (which could indicate distress). Despite the range 
of healthcare professionals involved in care, there was 
no follow-up or advocacy. At times, whānau members 
had to advocate for the wāhine, but many whānau had 
negative experiences of the health system, which meant 
they were not confident in in their ability to advocate or 
to access the help needed. In some examples, whānau 
needed to step in due to the words of wāhine being mis-
interpreted resulting in babies being removed from care 
as the wāhine was not able to advocate for themselves.

“She just admitted that it wasn’t all in my head that 
she was being horrible. She wasn’t going to change 
[her view]. And so, I skedaddled out around the cor-
ner somewhere. And he [partner] messaged me and 
said, ‘She just kept on and [he] just told her. She 
doesn’t look very happy!’ And then, I went back to 
the room and then, she came in again. And then she 
was trying to explain herself again.” – P2.

There were also several experiences where wāhine were 
not consulted about having other people in the room. 
Often, wāhine did not feel comfortable asking who the 
person was or why they were there due to fear of upset-
ting their medical team. Having other people present 
without consent came at the cost of the comfort and dig-
nity of the wāhine, impacted the time the whānau could 
be together during delivery and after birth, and prevented 
other whānau members the wāhine wanted to present.

“I just don’t like to inconvenience other people …
you know, just, I don’t want to make people feel sh*t. 
Even when he was born, you know, they [healthcare 
professionals] should step out….but that doesn’t 
happen. She was just sitting there on her little desk… 

And I didn’t want to say anything out loud because 
the lady was in the room.” – P3.

Wāhine want more culturally appropriate care
Many wāhine had specifically selected midwives who 
reported engaging in holistic perinatal care. They felt 
this approach was better aligned with their values and 
those of te ao Māori, which considers the person and 
their experiences in the context of their whānau (family), 
whakapapa (ancestry and history), wairua (spirituality 
and connection), taiao (the environment), tinana (physi-
cal health) and hinengaro (mental health and wellbeing). 
Despite many midwives describing themselves as holistic, 
few participants, if any, experienced what they perceived 
to be a holistic level of care. Instead, wāhine felt that the 
description of being “holistic” was used to describe a 
practice that was not as aligned with standard care and 
was more often sub-standard care. Overall, participants 
experienced their cultural practices disregarded, where 
they could have supported the wellbeing of themselves, 
their baby and their whānau.

“Maybe they don’t know how to deal with Māori 
woman or whānau as much as Pākehā.” – P4.
“I wonder about their training. Do they have any 
training about working with Māori?” – P7.
“We’ve joined up with Early Start where we specifi-
cally asked for a Māori or Pacific worker. But we 
were we were given a European worker. She’s lovely…
But we were hoping to, you know, get someone with 
cultural [knowledge]…. You know? Really saying to 
them: ‘We really want a Pacific or a Māori person’. 
And they obviously don’t have any because we didn’t 
get one” – P2.

Often when Māori midwives were selected, there was a 
lack of hapūtanga practices (traditional birthing) that left 
wāhine feeling disappointed and disconnected. Wāhine 
perceived this lack of te ao Māori practice was due to the 
pressure of Māori midwives to fit into the existing hos-
pital systems and structures. Thus, a lack of support for 
tikanga Māori negatively impacted the birthing experi-
ence and wellbeing afterwards. However, when Māori 
midwives were able to embrace tikanga Māori and te ao 
Māori, wāhine Māori had better birthing experiences, felt 
more held in the relationship, and felt better overall.

“I’ll never ever in a million years forget. We’re think-
ing I would not pick another Pākehā midwife. I had 
a Māori midwife last time and she treated me like 
an angel” – P8.

One-third of participants advocated for the needs of 
screening and support of their partners as part of holistic 
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whānau-centred care. Within the narratives of struggling 
during the perinatal period were descriptions of part-
ners having to take over as the wahine was not coping, 
or stories of the partner struggling themselves. When the 
whānau struggled, there was increased pressure on the 
wahine because of the lack of support, highlighting the 
need to consider and include the whānau who cares for 
the wahine and baby in discussions. However, whānau 
were not involved in screening and were not screened 
themselves.

“He felt completely lost. He said he didn’t know what 
to do” – P6.
“My partner, it’s his first baby… he was nervous as 
sh*t. But there are no services for men either… They 
should include fathers more… it’s not just the moth-
ers who are going through this” – P8.

Wāhine want holistic care including mental health support
All wāhine sought midwives to be their LMCs because 
they believed that midwife care was more holistic, per-
sonal and less clinical than other healthcare professionals. 
Wāhine sought to be cared for in the context of forming 
a relationship with the person who looked after them and 
their baby. Midwives were seen as the ideal health profes-
sionals to screen for distress, given the frequency of the 
appointments and that the appointments were part of a 
partnership throughout pregnancy. Because of this, all 
wāhine reported that while they were not screened them-
selves, they would like midwives to engage in regular 
screening practices and build time into consultations to 
focus on the wellbeing of the mother and the baby. Rou-
tine screening was seen as particularly important to try 
to invite conversations about mental health, particularly 
when mothers may be struggling to disclose themselves.

“What would help, would like, like the midwife, 
for example, actually asking if you’re alright? That 
could start something off, and then maybe, like, you’d 
realise, maybe you’re not. And then from there on, 
help could be organised?… You’re sitting there hav-
ing a conversation about your baby, like, you don’t 
want to sit there and be like, ‘Oh, I’m depressed, you 
know?’” – P5.

Despite wanting their midwives to be interested in them 
and to engage in screening, wāhine were compassionate 
towards midwives and recognised midwives needed to 
monitor many factors throughout pregnancy and during 
and after birth. There was also concern raised that mid-
wives were not trained to have conversations about men-
tal health or how to screen for distress.

“I don’t think it’s their… in the things they have to do. 
And that’s what sad. [When raising it with a mid-
wife] ‘Oh, I’ve never heard of it before that!’. Like, it 
must be in the textbook or something? Today it’s all 
about family violence. Now they’re always looking 
for that.” – P2.

Negative stereotypes and the experience of racism impact 
care received
The experiences of stereotyping and racism were 
described in several interviews. Several wāhine felt like 
they were treated differently because they were Māori. 
This resulted in disengagement from care, feeling unsup-
ported and non-collaborative approaches.

“One of the first questions you answer pretty much 
anywhere you go is what ethnicity you belong to. 
And I hate answering that question just because I 
think it’s going to categorize you into, like, you know, 
bumped off the waiting list” – P3.
“I was like, I was like giving a real good real attitude. 
‘You want to give it to me? I’ll give it to you!’ Just 
because we are Māori, you don’t need to treat us any 
differently. You know? We’re all humans.” – P8.

Stereotypes were also commonly expressed. Stereotyp-
ing included making assumptions that participants had 
gestational diabetes or that family harm was being expe-
rienced because wāhine were Māori. Similarly, mood 
issues were often assumed to be due to stressors associ-
ated with contextual factors driven by social inequities, 
and rather than working to address the mood issues or 
responding to the realities and needs of wāhine, difficul-
ties were dismissed.

“They think [domestic violence] that’s the only thing 
that’s Māori. The only thing that could go wrong.” – 
P2.
“Because like, if my midwife asked me like, you’re 
like, ‘Isn’t the make-up of your problem, your finan-
cial situation?’ I wouldn’t feel comfortable to tell her 
that because I’d be scared she’s gonna go run off to an 
organisation.” – P5.

Several participants believed that they were not screened 
and received less care than others was because mid-
wives believed that support would be obtained from 
whānau  (family). Māori are whānau-centric people, and 
sources of support often come from whānau. Whilst 
being whānau centred is a strength and a value for 
Māori, assuming that all wāhine had this support was 
risky. Some wāhine did not have whānau support or had 
whānau who did not have the information needed to nav-
igate the postnatal period. Others were in relationships 
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where family harm had occurred, and there was no safe 
support. Wāhine believed that placing the responsibil-
ity for care on whānau meant healthcare professionals 
involved in care would have less responsibility.

“They [midwives] probably assumed I had support 
from whānau, but no one actually asked…​I think 
they just expect that whānau will handle it, so they 
don’t bother to ask how you’re coping” – P7.
“They assume we’re Māori, so we must have all this 
whānau support, but it’s not always like that”​ - P8.
She said, ‘Your whānau will support you,’ and I knew 
I had my family around, but I still needed more 
help” – P1.

One participant reported her mother had experienced 
PND and had her children removed for a period. Her 
midwife told her that she would likely experience PND 
herself but did not screen her at all. She reported spend-
ing her pregnancy in fear of miscarriage or having her 
baby taken away. However, her mother, who was her only 
support, was on her own journey of healing and could 
not provide her with the support that she needed. The 
participant subsequently developed PND and, for ten 
months, struggled with no support from whānau or her 
midwife. Despite the belief that whānau were assumed to 
be the primary source of support, participants reported 
that whānau were not included in the screening process, 
nor was there any support for whānau.

“When I didn’t want to be with the baby because 
of the trauma, my partner took over completely. He 
made sure everything was sorted while I was strug-
gling” – P2.
“The fathers need to be screened as well. They 
observe more, they will notice things before we do.” 
– P8.

Discussion
Based on these results, it appears that wāhine Māori are 
not being effectively screened for PND, despite a high 
level of complexity and often experiencing elevated dis-
tress. When screening does occur, it is not occurring 
in a manner that facilitates disclosure or is not overt 
enough for wāhine to know the purpose of the question-
ing, thus failing to create an open opportunity for discus-
sion about distress. When disclosure was made, wāhine 
felt it was not taken seriously unless it directly impacted 
the healthcare professionals. Critical barriers to screen-
ing and disclosure included experiences of systemic and 
provider racism that influenced wāhine feeling safe, his-
torical traumatisation with institutions like child protec-
tion services that made wāhine fearful about the impacts 

of disclosure, a lack of relationship with the midwife (or 
other LMC), a lack of collaboration allowing wāhine to be 
partners in their healthcare, and a lack of whānau inclu-
sion. Overall, there was a sense of anger about the lack 
of care received, and a belief that reduced quality of care 
was part of the experience of being Māori and interacting 
in the health system.

Reports of racial bias by midwives and other health-
care professionals were present throughout the inter-
views. Racial bias is problematic on many levels and 
may increase the risk for PND, as experiences of racism 
have been shown to reduce maternal mental health [17, 
18] and the wellbeing of the baby [19, 20]. Wāhine Māori 
who experienced healthcare provider racism are also 66% 
more likely to suffer PND [17]. Thus, healthcare profes-
sionals who behave in a way that is perceived to discrimi-
nate against wāhine due to being Māori may increase the 
risk of PND, which is perpetuated by the lack of screen-
ing and lack of protective responses to distress. Risk is 
further increased based on cumulative experiences of 
racism [9]. Thus, those wāhine that have experienced 
unfair treatment by institutions like child protection ser-
vices may be more vulnerable, thus needing more fre-
quent screening and support.

Understanding Māori culture was crucial for the 
wāhine and has been highlighted as important in mater-
nity care [21] and in this study. Only 10% of midwives 
in NZ are Māori. However, 20% of women giving birth 
identify as Māori [7]. Therefore, this indicates a shortage 
of midwives who are Māori to meet the needs of wāhine 
Māori. Midwives have described the need for education 
on Kaupapa Māori (Māori value-driven) approaches, 
cultural competence, and mental health services [22] 
and this study further highlights the need for this. Bet-
ter understanding of te ao Māori and the impact of colo-
nisation, social inequities and the complex realities for 
wāhine Māori navigating perinatal care may also help to 
improve care delivery and reduce stereotypes and racism 
[23, 24]. 

There were several times when wāhine believed that 
midwives may have asked about distress, but this screen-
ing was felt to be rhetoric or focused solely on physical 
wellbeing, or alternatively, the wāhine did not feel safe to 
raise concerns. All wāhine indicated a desire for LMCs to 
screen for psychological distress. Good screening should 
occur regularly, in a meaningful way and whenever there 
are concerns so that screening does not seem tokenistic. 
Failure to discuss mental health issues maintains, and in 
some cases exacerbates, stigma and shame, thus decreas-
ing the likelihood of concerns being raised in the future 
[25, 26]. Regular and well-delivered screening also signals 
that the LMC is comfortable asking about mental health 
and provides opportunities to raise concerns. Alterna-
tively, all wāhine with a history of mental distress could 
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be automatically referred to support services [4] that pro-
vide additional wraparound support and screening. How-
ever, this would require considerable financial investment 
in maternal mental health funding to ensure there were 
adequate services to meet demands and would not neces-
sarily reduce the wariness associated with historical trau-
matisation and systemic racism.

One way to enhance screening practices is the inclusion 
of whānau, not only in regular midwife appointments but 
also in screening. Including whānau is recommended as 
best practice for screening but also ongoing during peri-
natal care and has several advantages. One, it provides an 
opportunity for whānau to raise concerns about wāhine 
who may not be coping, may be experiencing distress, 
or who feel unable to raise the issues themselves; two, it 
provides additional information to augment concerns, 
identify strengths and provides a more comprehensive 
screen; three, screening partners may help to identify 
partners who are not coping as is seen in up to 10% of 
partners postnatally [27] and may provide an opportunity 
for intervention and improved well-being for the whānau. 
Four, it provides more holistic whānau care so that 
whānau can better support the wahine and baby. How-
ever, including whānau is challenging, and many LMCs 
are unsure how best to do this [28]. 

A lack of access to support when distress was raised 
highlights an issue frequently experienced by wāhine 
Māori. Access issues to mental health services in NZ are 
widely documented, with greater barriers being faced 
by wāhine Māori [4, 29, 30]. A lack of access to services 
may contribute to a lack of screening, with midwives and 
other healthcare professionals believing that if PND is 
present, there is nowhere for the wāhine to get support 
[31, 32]. Thus, screening may be perceived as pointless if 
there is nowhere to refer and the perinatal workforce is 
not skilled to deal with psychological distress.

Limitations
This study was with a small sample of wāhine Māori who 
shared their views about their perinatal care experiences. 
It is noted that despite not recruiting specifically for 
people with negative experiences of screening, all partici-
pants reported not being screened and having negative 
experiences of perinatal care. We recognise that this may 
not be the views of all wāhine, as we also recognise that 
there are midwives who are engaged in holistic, Māori-
centred birthing practices and those who follow screen-
ing recommendations. Thus, we should not assume that 
these experiences are the experiences of all wāhine Māori 
receiving perinatal care.

Recommendations
Improving screening for perinatal distress for wāhine 
Māori involves many cultural safety recommendations 

that would likely benefit all women. Screening effective-
ness and frequency can be improved with training [33] 
that provides psychoeducation and strategies to improve 
the understanding of its value by LMCs. In particular, it is 
essential to ensure that training highlights why screening 
is important, how best to screen (including with whom), 
and how to interpret and respond to results. Training 
should also include barriers to screening and under-
standing the contextual factors that may impact wāhine 
answering questions honestly and utilise strategies to 
help overcome these barriers that is responsive to the 
needs and realities of wāhine. This also requires options 
to refer wāhine for psychological care when required, 
which is noted as a barrier for LMCs at present [28]. 

Secondly, screening should include the whānau to help 
better understand the wāhine’s context and mood. We 
advocate for the screening of distress of partners, who 
are often a primary source of support (and sometimes 
stress) and, at times, struggle to cope themselves. Fail-
ing to identify distress in partners adds to the stressors 
experienced by wāhine through their concern about their 
partners and decreased support available for themselves. 
Thus, whānau should be centre of care for midwives and 
healthcare professionals.

Thirdly, based on these findings, midwives would ben-
efit from further training about the needs and realities 
of Māori, and how to work with whānau Māori in a safe 
and culturally informed manner. This includes a greater 
understanding of hapūtanga practices, the impact of 
colonisation on pregnancy and birthing, and the values 
associated with te ao Māori that may need to be consid-
ered. Prioritising the training of Māori midwives will also 
facilitate this, particularly if there is support to practise 
within the realms of te ao Māori and not just within the 
existing frameworks of the health system.

Finally, the implementation of a culturally responsive 
framework for screening similar to Te Ha o Whānau 
[21] would help to improve the responsiveness and sub-
sequent outcomes of wāhine Māori and their babies in 
NZ. Such a framework, which has been designed using 
Kaupapa Māori (Māori-value based) methodologies, 
could help to overcome some of the issues raised by 
wāhine Māori in the current study by using a Māori-
centred framework. Te Ha o Whānau that centralises 
care around Tikanga manaakitanga (acting with care 
and respect), Tikanga rangatiratanga (creating systems 
where wāhine and whānau can make decisions about 
their healthcare and that of their baby), and Tikanga 
whakawhanaungatanga (the establishment and main-
tenance of meaningful relationships) all areas that were 
perceived as missing in their care by wāhine in this 
present study. Not only would this produce more equi-
table outcomes for Māori and reduce the experience of 
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hostility often experienced by Māori in the health system 
[34], but may also produce benefits for non-Māori.

Future research
Future research could explore the experiences of good 
screening practices to understand better how screen-
ing could be improved from a strengths-based focus. 
Similarly, it would be useful to explore the use of covert 
screening practices, including the use of screening tools 
and their impact on the relationship and disclosure. 
This may be particularly important for those working 
with wāhine Māori given that the recommended tool for 
screening in NZ may inadequately screen wāhine Māori 
due to a lack of focus beyond standard depression symp-
toms, thus failing to capture a te ao Māori view of wellbe-
ing and may further perpetuate a sense of disconnection.

Conclusion
Although small, this study highlighted significant gaps 
in perinatal mental health screening that is failing to 
meet the needs and complexities experienced by wāhine 
Māori. Few of the participants indicated feeling a sense 
of manaakitanga (feeling safe and cared for) during their 
pregnancy, and none were aware of being screened for 
their mental health. In addition to this, systemic trauma 
as a result of colonisation and implicit racism of gov-
ernment systems (including healthcare) resulted in the 
majority of wāhine expressing their inherent fear of ‘sys-
tems’, and that asking for help would lead to losing their 
child. These fears, and for some, realities, exacerbated 
feelings of mistrust, disappointment, sadness and anger. 
The experiences shared by wāhine highlighted the neces-
sity for midwives to consider further training in cultural 
safety and tikanga (customary values and approaches) 
when working with Māori, such as a whānau-centred 
approach to pregnancy and childbirth. Furthermore, 
developing a culturally appropriate screening tool com-
bined with screening training and clear responsibility 
for training could significantly improve perinatal mental 
health care for wāhine Māori.
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