
 
 
 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

This work is protected by copyright and other intellectual property rights and 
duplication or sale of all or part is not permitted, except that material may be 
duplicated by you for research, private study, criticism/review or educational 

purposes. Electronic or print copies are for your own personal, non-
commercial use and shall not be passed to any other individual. No quotation 
may be published without proper acknowledgement. For any other use, or to 

quote extensively from the work, permission must be obtained from the 
copyright holder/s. 

 



 i 

 

 
 
 
 

Identifying and managing perinatal 
anxiety: perspectives of healthcare 

practitioners. A qualitative study 
 
 
 

Victoria Anne Silverwood 
 

 
 

Master of Philosophy 
 

 
 

October 2019 
 
 
 

Keele University 
  



 ii 

Table of Contents 
 

Declaration................................................................................................................ viii 

Abstract....................................................................................................................... ix 

Acknowledgements ..................................................................................................... x 

List of abbreviations .................................................................................................... xi 

List of figures and tables ........................................................................................... xiv 

1 Background ......................................................................................................... 1 

1.1 Introduction ................................................................................................... 1 

1.2 Introduction to myself as the author.............................................................. 2 

1.2.1 Clinical and academic training ............................................................... 2 

1.2.2 My interest in mental health in primary care .......................................... 2 

1.2.3 Reflexivity .............................................................................................. 3 

1.3 Current research recommendations ............................................................. 4 

1.4 Structure of perinatal mental health services in the UK ................................ 5 

2 Literature review .................................................................................................. 8 

2.1 Methods of literature review ......................................................................... 9 

2.2 Overview of perinatal mental health ........................................................... 10 

2.2.1 Definition of perinatal mental health .................................................... 10 

2.2.2 Incidence and prevalence ................................................................... 10 

2.2.3 Predisposing factors to perinatal mental health problems ................... 11 

2.2.4 The impact of perinatal mental health problems .................................. 12 



 iii 

2.2.4.1 How are women affected by PMH problems? .................................. 12 

2.2.4.2 How does PMH in a mother affect her child(ren)? ........................... 12 

2.2.4.3 Financial implications and costs to the National Health Service ...... 14 

2.3 Perinatal depression ................................................................................... 15 

2.4 Perinatal anxiety ......................................................................................... 17 

2.5 Identification of perinatal mental health problems....................................... 20 

2.5.1 Case-finding tools for perinatal mental health problems ...................... 20 

2.5.2 Case finding tools for perinatal depression.......................................... 23 

2.5.3 Case finding tools for perinatal anxiety ................................................ 25 

2.5.4 Barriers to the identification of perinatal mental health problems ........ 28 

2.5.4.1 Individual patient level...................................................................... 28 

2.5.4.2 Clinician level ................................................................................... 29 

2.5.4.3 System level .................................................................................... 30 

2.6 Management of women with perinatal mental health problems .................. 31 

2.6.1 Healthcare professionals ..................................................................... 31 

2.6.2 Psychological therapies for perinatal mental health problems ............. 32 

2.6.3 Technology .......................................................................................... 32 

2.6.4 Antidepressants ................................................................................... 33 

2.6.5 Women’s preferences.......................................................................... 36 

2.6.6 Family support ..................................................................................... 36 

2.7 The research gap ....................................................................................... 38 



 iv 

2.8 Study aims and objectives .......................................................................... 40 

3 Methods ............................................................................................................. 41 

3.1 Philosophical position and methodological approach ................................. 41 

3.2 Patient and public involvement and engagement ....................................... 45 

3.3 Justification of methodological approach in my study ................................. 47 

3.3.1 The approach to the interview process ................................................ 47 

3.3.2 The approach to data analysis ............................................................ 48 

3.3.3 Quality ................................................................................................. 51 

3.4 Methods ...................................................................................................... 53 

3.4.1 Ethics .................................................................................................. 53 

3.4.2 Topic guide .......................................................................................... 53 

3.4.3 Participants and recruitment ................................................................ 54 

3.4.4 Interviews ............................................................................................ 56 

3.4.5 Data analysis ....................................................................................... 56 

4 Results - Findings One: The concept of perinatal anxiety.................................. 58 

4.1 Participant demographics ........................................................................... 59 

4.2 Perinatal anxiety as an unfamiliar concept ................................................. 65 

4.3 Perinatal anxiety as a ‘hidden problem’ ...................................................... 68 

4.4 Barriers to the identification of perinatal anxiety ......................................... 72 

4.5 The use of case-finding tools vs. clinical intuition ....................................... 76 

5 Results - Findings Two: Organisation of care .................................................... 80 



 v 

5.1 Supporting women with perinatal anxiety ................................................... 81 

5.2 Fragmented care ........................................................................................ 88 

5.3 Education, training and resources .............................................................. 93 

5.4 Opportunities to improve care..................................................................... 98 

6 Discussion ....................................................................................................... 105 

6.1 Introduction to discussion chapter ............................................................ 105 

6.2 Study aims and objectives ........................................................................ 106 

6.3 Summary of findings ................................................................................. 107 

6.4 Comparison with existing literature ........................................................... 110 

6.4.1 The concept of perinatal anxiety ........................................................ 110 

6.4.2 Organisation of care .......................................................................... 114 

6.5 Strengths and limitations .......................................................................... 121 

6.5.1 Strengths ........................................................................................... 121 

6.5.2 Limitations ......................................................................................... 122 

6.6 Implications for clinical practice ................................................................ 124 

6.6.1 Potential for improvements in patient care ........................................ 124 

6.6.2 Changes to healthcare professional training ..................................... 125 

6.6.3 Service organisation .......................................................................... 125 

6.7 Implications for policy ............................................................................... 127 

6.8 Recommendations for research ................................................................ 129 

7 Reflections ....................................................................................................... 131 



 vi 

7.1 My personal circumstances ...................................................................... 132 

7.2 Personal and professional development ................................................... 134 

7.2.1 What have I learnt? ........................................................................... 134 

7.2.1.1 The importance of organisation ..................................................... 134 

7.2.1.2 Challenges with balancing clinical and academic work .................. 135 

7.2.1.3 Research training ........................................................................... 136 

7.2.1.4 Literature searching and critiquing ................................................. 137 

7.2.1.5 Academic writing skills ................................................................... 137 

7.2.1.6 Data analysis ................................................................................. 138 

7.2.1.7 The process of completing the MPhil ............................................. 138 

7.2.2 Implications for my continued professional development .................. 139 

7.3 Reflexivity ................................................................................................. 141 

7.4 Research process..................................................................................... 146 

7.4.1 Ethics ................................................................................................ 146 

7.4.2 Scientific Foundation Board Grant ..................................................... 147 

7.4.3 Patient and public involvement and engagement .............................. 148 

7.4.4 Topic guide development .................................................................. 149 

7.4.5 Recruitment and arranging interviews ............................................... 149 

7.4.6 Conducting interviews ....................................................................... 150 

7.4.7 Research team .................................................................................. 151 

7.5 Final thoughts ........................................................................................... 152 



 vii 

8 References ...................................................................................................... 153 

9 Appendices ...................................................................................................... 182 

9.1 Appendix One: COREQ (COnsolidated criteria for REporting Qualitative 

research) Checklist.............................................................................................. 182 

9.2 Appendix Two: Ethical approval letters – Keele and HRA ........................ 184 

9.3 Appendix Three: Topic guide for semi-structured interviews .................... 189 

9.4 Appendix Four: Invitation to participate letter............................................ 191 

9.5 Appendix Five: Study Information Sheet for participants .......................... 192 

9.6 Appendix Six: Participant consent form .................................................... 195 

9.7 Appendix Seven: Example of field notes .................................................. 197 

9.8 Appendix Eight: Example of initial analysis............................................... 199 

9.9 Appendix Nine: Example of further analysis ............................................. 203 

9.10 Appendix Ten: Publication in the British Journal of General Practice (BJGP)

 ……………………………………………………………………………………207 

 

  



 viii 

Declaration  
 
This thesis is original work produced by Victoria Silverwood. It has not been submitted 

to this University or any other institution in support of any other degree or qualification.  

 
  



 ix 

Abstract  
 

Background 
Perinatal mental health (PMH) problems are those which occur during pregnancy or 
up to 12 months postpartum, and affect up to 20% of women. Perinatal anxiety (PNA) 
is at least as common as depression and can adversely impact on both mother and 
child. Despite this, research into anxiety has received less attention than depression. 
The National Institute for Health and Care Excellence (NICE) guidance on PMH 
(CG192) has identified PNA as a research priority. This study aimed to explore the 
perspectives and experiences of a variety of healthcare professionals (HCPs) in the 
identification and management of PNA. 
 
Methods 
This qualitative study took place across both primary and secondary care. Semi-
structured interviews (n=23) utilising a topic guide with a range of HCPs were 
performed. Data was generated and analysed via an iterative approach using 
principles of constant comparison. A PMH patient and public involvement and 
engagement (PPIE) group were involved throughout the study. 
 
Results 
Twenty-three HCPs were interviewed: ten general practitioners, seven midwives, five 
health visitors and one obstetrician. Findings are presented within two chapters. The 
first findings chapter discusses ‘The concept of PNA’ with sub-themes of: PNA as an 
unfamiliar concept; PNA as a hidden problem; The identification of PNA and The use 
of case-finding tools vs. clinical intuition. The second findings chapter describes 
‘Organisation of care’ with the following sub-themes: Supporting women with PNA; 
Fragmented care; Education, training and resources and Opportunities to improve 
care.  
 
Conclusion  
Awareness and understanding of PNA amongst HCPs is variable, with debate over 
what is ‘normal’ anxiety in pregnancy. Apparent reluctance of women to present means 
that PNA appears to be a ‘hidden problem’. HCPs suggested that PNA can be 
challenging to identify with mixed views on the use and value of case-finding tools. A 
variety of ways in which to support women with PNA were discussed. Care for women 
diagnosed with PNA was reported to be fragmented and inter-professional 
communication was described as poor. There was some confusion around 
responsibilities and role boundaries. HCPs expressed concerns about a lack of formal 
education and training around PNA and PMH in general. Opportunities to provide good 
care for women with PNA were discussed and HCPs suggested that an integrated 
approach to PNA care would be beneficial. Implications for clinical practice and policy 
were identified including raising the profile of PNA amongst clinicians, improving HCP 
education and training and developing more integrated care pathways. 
Recommendations for further research include understanding women’s’ perspectives 
about PNA.  
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1 Background  
 
1.1 Introduction  

 

This thesis reports a qualitative research study investigating the experiences of 

healthcare professionals (HCPs) of diagnosing and managing perinatal anxiety (PNA).  

 

This chapter will briefly introduce myself as the author, outline current research 

recommendations around Perinatal Mental Health (PMH) and perinatal anxiety (PNA) 

in particular and describe current perinatal care in the United Kingdom (UK).  
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1.2 Introduction to myself as the author   

 

1.2.1 Clinical and academic training  

 

I started this Master of Philosophy (MPhil) whilst I held a National Institute for Health 

Research (NIHR) Academic Clinical Fellow (ACF) post in General Practice and I 

qualified as a General Practitioner (GP) on 3rd March 2019. The four year ACF post 

provided protected research time in addition to clinical General Practice training. Along 

with a Postgraduate Diploma in Medical Sciences, this MPhil forms the basis of my 

ACF research experience and achievements. Whilst conducting my study I practised 

clinical medicine for half of my working week so this MPhil was undertaken on a part-

time basis.  

 

1.2.2 My interest in mental health in primary care  

 

Clinically I have an interest in mental health in primary care and I am passionate about 

improving access to excellent quality care for patients. This interest prompted me to 

seek out research opportunities within mental health in primary care when I was 

selecting a study to complete for my MPhil. The Keele Institute for Primary Care and 

Health Sciences (iPCHS) is currently developing a research strand focussing on 

mental health and I was excited when the initial concept for a study about PNA was 

discussed with me by my supervisors as it meant that I could develop it further. I hope 

that I can make a meaningful contribution to the evidence base surrounding PMH by 

carrying out my study.  
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1.2.3 Reflexivity  

 

I was pregnant whilst conducting the GP interviews and subsequently had some 

maternity leave so had a natural break after conducting some of the data collection in 

the study. (The midwife (MW) and health visitor (HV) interviews were all collected by 

Dr. Tom Kingstone (TK).) I feel that working in General Practice and being a Mum both 

provide me with alternative perspectives which are likely to have influenced my 

approach to my study. I reflect on these additional elements to my personal and 

professional lives in my reflection chapter of this MPhil.  
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1.3 Current research recommendations  

 

The NHS Five Year Forward View for Mental Health (FYFVMH) (Farmer and Dyer 

2016) recommends the provision of additional specialist and community PMH support 

across England by 2020/21. The development and implementation of evidence-based 

pathways that promote holistic care and integrated services for PMH are highlighted 

as priorities. 

 

Within PMH, PNA is a common problem that has implications for mother, baby, and 

wider society (discussed in section 2.4 Perinatal anxiety). In their ‘Clinical Guidance 

192: Antenatal and postnatal mental health: clinical management and service 

guidance’ (CG192) the National Institute for Health and Care Excellence (NICE)  states 

that it is common for anxiety disorders to remain undiagnosed and therefore untreated. 

Therefore CG192 recommends the need for further research to develop effective 

psychological interventions to treat moderate to severe anxiety disorders in pregnancy.   

 

Before interventions for management can be developed, it is important to understand 

the factors influencing current practice. Currently there is a limited evidence-base from 

which to draw appropriate identification and management options; therefore this MPhil 

explores the views of HCPs about current practice, and the barriers and facilitators to 

identification and management of women with PNA. 
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1.4 Structure of perinatal mental health services in the UK  

 

During perinatal care women receive regular appointments with their MW, HV and GP. 

Figure 1-1 Opportunities to identify PMH problems during the perinatal period outlines 

the scheduled appointments that women should receive (it is indicated with an ‘F’ when 

an appointment occurs only in a woman’s first pregnancy). If women require further 

support additional appointments should be arranged to ensure that women receive 

appropriate support.  

 

Care should be coordinated between necessary HCPs and individualised 

management plans should be developed. Women who are higher risk or experiencing 

more serious PMH problems that cannot be appropriately supported in the community 

should have appropriate and timely local access to specialist PMH services; however 

currently only 15% of localities provide this (Farmer and Dyer 2016). The majority of 

PMH problems are managed by primary care teams which includes MWs, HVs, GPs 

and the Improved Access to Psychological Therapies (IAPT) team, with only a minority 

of women being managed in secondary care (Department of Health 2014).  
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Figure 1-1 Opportunities to identify PMH problems during the perinatal period 
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It has been recommended that PMH services should be integrated across primary and 

secondary care and should be able to accurately diagnose, provide treatment and use 

a multi-disciplinary team (MDT) approach (Brockington, Butterworth and Glangeaud-

Freudenthal 2017). It is also recommended that mental health trusts should also have 

specialist community teams for PMH (Oates and Cantwell 2011). Effective, integrated 

PMH services are one of the main goals of the FYFVMH, which states that by 2020/21 

NHS England should aim to support at least 30,000 more women who are living with 

a PMH problem (Farmer and Dyer 2016). £365million will be invested between 2015/16 

and 2020/21 and pathways are being introduced that will aim to reduce the variation in 

services that are available to women across different areas of the UK (NHS England 

2018). 
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2 Literature review  
 

This literature review will provide both a summary of the current clinical guidance and 

critique of the current evidence base from which that guidance is developed. It will also 

consider implications for clinical practice at both a population and individual patient 

level with regards to PMH.  

 

This chapter is formed of several parts. Firstly, I will outline how the literature review 

was conducted. Following this, I will provide an overview of general PMH by defining 

PMH, discussing incidence and prevalence, and both the aetiology and impact of PMH. 

I will discuss both identification and management of PMH problems and the literature 

around this. Subsequently, I will discuss perinatal depression (PND) and will then focus 

on perinatal anxiety (PNA) which is the specific condition of interest in my study. I will 

outline the research gap and where my study adds to the current literature base. 

Finally, I will discuss my study’s aims and objectives and outline how they were 

achieved.  
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2.1 Methods of literature review 

 

A database search was conducted via PubMed to identify published literature and via 

Google to identify grey literature such as reports and clinical guidelines. Search terms 

are outlined in Figure 2-1 below. Individual papers and guidelines were read to gather 

information and key references were extracted to compile the literature review. 

References within these papers were reviewed and any papers of interest that had not 

been identified with the initial strategy were hand-searched, found and read. I read but 

chose not to include some papers in my literature review if they had been superseded 

by more up to date versions.  

 

Figure 2-1 Literature review initial strategy search terms 

 

  

Mental Health - Perinatal, Antenatal, Postnatal, Pregnan*  

Anxiety - Perinatal, Antenatal, Postnatal, Pregnan*  

Depression - Perinatal, Antenatal, Postnatal, Pregnan* 

Anxiety – Management, Identification  

Depression – Management, Identification 
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2.2 Overview of perinatal mental health  

 

This section will provide an overview of PMH. It will include reference to current 

published literature, the current clinical guidelines for PMH in England and the United 

Kingdom (UK) and will refer to several key reports published in the UK around PMH.  

 

2.2.1 Definition of perinatal mental health  

 

PMH problems are those that occur or are prevalent during pregnancy and up to one 

year postpartum (O’Hara, Wisner and Asher 2014). Previously, pregnancy was 

regarded as a period in a woman’s life where she could expect relative wellbeing 

(Kendall, Chalmers and Platz 1987); however it has since been recognised that the 

perinatal period can be a vulnerable time for women to develop PMH problems (NICE 

2014). 

 

2.2.2 Incidence and prevalence 

 

Between 12.8% (Humphrey et al 2015) and 20% (Regan and Gregoire 2017) of women 

are known to experience a PMH problem, with the World Health Organisation (WHO) 

estimating that globally around 10% of women experience a mental health problem 

antenatally (2014). Non-psychotic mental disorders are acknowledged as being one of 

the commonest morbidities that can occur in the perinatal period (Howard et al 2014). 

The most common mental health problems are depression and anxiety disorders which 

includes generalised anxiety (GAD), obsessive-compulsive disorder (OCD), panic, 

social anxiety (O’Hara, Wisner and Asher 2014), and post-traumatic stress disorder 
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(PTSD) (NICE 2014). Anxiety has been reported to be commonly co-morbid with 

depression; for example, 66% of women with postpartum major depression also had 

an anxiety disorder (Wisner et al 2013). A meta-analysis has estimated community 

prevalence of PTSD as 3.1% but are noted to be as high as 15.7% in targeted samples 

(Grekin and O-Hara 2014), and significantly higher rates of OCD occur in pregnant and 

postpartum women than non-pregnant women (Russell, Fawcett and Mazmanian 

2013a). Although rates for these conditions may appear to be rising, it has been noted 

that rates of seeking help for mental health problems in general have increased which 

leads to the false perception of increased incidence and prevalence (Bandelow and 

Michaelis 2015). It has been suggested that further work is required to more accurately 

describe the incidence of PMH disorders (Goodman et al 2014). 

 

2.2.3 Predisposing factors to perinatal mental health problems 

 

Those with a previous mental health problem or who suffer from poor physical health 

are identified to be more at risk of developing a PMH problem. Other risk factors 

include: recent stressful life events, limited support from partner and family around the 

woman, past or current history of abuse (emotional, physical or sexual) or neglect, 

younger women and those with medically complicated pregnancies (Buist 1998; 

Vesga-Lopez et al 2008). The causes of PMH disorders appear to be a complex 

interplay between biological, psychological and environmental risk factors (O’Hara, 

Wisner and Asher 2014). Socioeconomic inequality has strong links to greater 

incidence of PMH disorders and it has been suggested that targeted identification and 

management of this higher-risk group would help to reduce the effects of inequality 

and therefore resulting morbidity (Ban et al 2012).  
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2.2.4 The impact of perinatal mental health problems  

 

2.2.4.1 How are women affected by PMH problems?  

PMH disorders have been linked to a variety of adverse outcomes for women. A survey 

of 1500 women who had experienced a PMH problem and 2000 HCPs who work with 

women in the perinatal period (including primary care nurses, MWs and HVs) found 

that PMH can lead to social isolation, relationship problems, issues bonding with their 

babies and lack of confidence (Russell et al 2013b). Death due to maternal suicide 

occurred in 111 women in the UK between 2009 and 2014, making this the leading 

cause of direct maternal deaths occurring during the perinatal period (Knight et al 

2016). Inadequate clinical management of PMH disorders have been linked to the 

death of 1 in 136 mothers in a recent national Australian report commissioned by the 

Australian government (Humphrey et al 2015).  

 

2.2.4.2 How does PMH in a mother affect her child(ren)? 

PNA and PND have both been linked to negative obstetric, foetal and neonatal 

outcomes however it is not clear of the absolute mechanism for this. One suggestion 

is that PNA and PND in pregnancy lead to increased levels of physiological stress in 

the mother which adversely affects the growing foetus, although this suggestion has 

limited medical data to support it (Alder et al 2007). A Greek study has suggested that 

other factors such as low socioeconomic status and lower educational attainment could 

be responsible for negative outcomes in patients with PMH problems, however this 

study was carried out with private patients so is not likely to be generalisable to all 

populations (Varela et al 2015).  
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PMH problems can lead to ongoing maternal mood problems that persist past the 

perinatal period. For parents who do go on to develop longer term mental health 

problems, Johnson et al (2001) suggest that they are more likely to adopt maladaptive 

parenting strategies and it is these rather than the mental health problem itself that is 

associated with negative mental health outcomes in the children. This suggestion 

comes from a study based in New York and although the sample of participants was 

deemed to be representative of parents across the United States it may not be 

generalisable to other parts of the world. A recent series of articles written by 

researchers with a combination of clinical and research PMH experience concludes 

that adverse effects on children are not inevitable; parenting, social support and the 

length and severity of parental disorder are the most important modifiable risk factors 

to reduce these (Howard, Piot and Stein 2014). 

 

A recent, comprehensive systematic review (Stein et al 2014) concludes that although 

substantial, global evidence supports the link between PMH disorders and adverse 

childhood outcomes, this is not always inevitable. Suggested mechanisms for the 

associated adverse effects include interactions between genetics and biological and 

environmental pathways. These mechanisms are complex and have not been fully 

explored yet so are not fully conclusive. The quality of parenting appears to be crucial 

and paternal mental health also appears to be important. Stein et al’s review suggests 

that lower socio-economic status may have a greater effect than PMH on adverse 

childhood events (Stein et al 2014). 
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2.2.4.3 Financial implications and costs to the National Health Service   

The economic costs of PMH problems have been reviewed by a team at the London 

School of Economics who estimated the annual cost to society and public services in 

the UK amounts to over £8billion annually (Bauer et al 2014). Although cost 

estimations like these have to be interpreted with some caution, the data used to reach 

this conclusion is quite extensive. It has been estimated that the aggregated lifetime 

costs of a woman with PND are over £75,000 which takes into account health and 

social costs for both the mother and child until the child is aged 18 (Bauer et al 2014). 

70% of the costs to society as a result of PMH problems are due to the increased risk 

of childhood disorders such as psychological disturbance, behavioural or development 

problems (Stein et al 2014).  
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2.3 Perinatal depression  

 

Perinatal depression (PND) is a widely investigated and reported condition and there 

is significant body of published literature available.1 This includes both trials of 

interventions (Sharp et al 2010) and also of the perspectives of women and health care 

professionals (HCPs) (Chew-Graham et al 2008; Chew-Graham et al 2009; Goldsmith 

2007; Shakespeare, Blake and Garcia 2003; Turner et al 2010).  

 

The estimated worldwide prevalence of PND has been reported by a recent systematic 

review and meta-regression to be 11.9% (Woody et al 2017) meaning that a significant 

proportion of women will experience PND within their lifetime.  It is well recognised, 

like with all other PMH problems, that PND is under-diagnosed and therefore under-

treated (Coates et al 2004; Goodman and Tyer-Viola 2010). Co-morbid generalised 

anxiety is considered to be common and has been reported to occur in up to two thirds 

of women with PND (Wisner et al 2013). 

 

Women’s attitudes about the diagnostic process and regarding treatment for PND have 

also been reviewed by a variety of studies. Goodman (2009) reported results from a 

questionnaire with 509 American women in their final trimester of pregnancy. They 

found that barriers to receiving treatment included limited time availability (from both 

the woman’s perspective and the HCPs), stigma and lack of available childcare support 

to enable them to attend appointments for care. They also discussed that most women 

would prefer to receive mental health treatment in their obstetric environment rather 

                                            
1 Postnatal depression is the more commonly known and widely used expression. For the purpose of 

this MPhil, I will use PND to mean perinatal depression, which covers the antenatal period as well as 

twelve months postpartum.  



 16 

than a mental health environment and suggested that this was due to reduced stigma 

with accessing support in obstetric clinics.   
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2.4 Perinatal anxiety  

 

Perinatal anxiety (PNA) is anxiety that occurs in the perinatal period during pregnancy 

and up to 12 months postpartum (O’Hara, Wisner and Asher 2014). In comparison with 

PND there is relatively scarce literature available that investigates and discusses PNA 

(Woolhouse et al 2009; Marchesi et al 2016), with a recent review declaring it to be 

‘somewhat neglected’ (Brockington, Butterworth and Glangeaud-Freudenthal 2017, 

page 117). Prevalence estimations of PNA vary, however a recent, comprehensive 

meta-analysis suggests that the overall global prevalence of PNA is 15.2%, with higher 

rates of PNA occurring in low to middle income countries (Dennis, Falah-Hasani and 

Shiri 2017). A study of 357 pregnant women in Hong Kong reported that PNA was 

more common than PND in their sample, however given the size of this study the 

results need to be interpreted with caution (Lee et al 2007). It has been suggested that 

PNA levels are highest during the antenatal period in comparison to the postnatal 

period (Austin 2004). Symptoms of anxiety have also been described as infant and 

motherhood-related (Brockington, MacDonald and Wainscott, 2006).  

 

There are a significant number of risk factors that have been identified for PNA. These 

include lack of partner or social support, history of abuse or domestic violence, 

personal history of mental illness, unwanted or unplanned pregnancy, adverse life 

events in life, high perceived stress, present/past pregnancy complications, pregnancy 

loss (Biaggi et al 2016) and having a medically complex pregnancy (Fairbrother et al 

2017). 
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Anxiety during pregnancy has been linked to specific neuroendocrine changes that can 

occur in the pregnant woman’s brain (Huizink et al 2011) and a large, longitudinal study 

has suggested that appropriate intervention during pregnancy has the potential to 

reduce the exposure time of the foetus to these altered neuroendocrine states 

(O'Connor et al 2002). Evidence around the effects of PNA specifically on a developing 

foetus appears to be inconsistent (Ding et al 2014), however there is some evidence 

in longitudinal studies that demonstrate adverse effects on the child such as 

attachment disorders and insecure parent-child relationships (Manassis et al 1994), 

emotional/behavioural problems (O'Connor et al 2002), cognitive disorders in the 

teenage years and increased incidence of Attention Deficit Hyperactivity Disorder 

(ADHD) in children aged 8-9 (Van den Bergh and Marcoen 2004). 

 

There is some evidence available that suggests parity is not directly related to the 

incidence of PNA (Fairbrother et al 2016). PNA has also been noted to result in adverse 

events for mothers as well as their children. A Swedish study identified an association 

between antenatal anxiety disorders with increased frequency of visits to obstetrics-

gynaecology clinics (for fear of childbirth), caesarean delivery, and epidural analgesia 

(Andersson et al 2004). 

 

A small number of studies have investigated how women access support for PNA. 

Fewer than half of pregnant women with anxiety symptoms discuss them with a HCP 

(Woolhouse et al 2009) and many do not receive any help for their anxiety (Goodman 

and Tyer-Viola 2010). Under half of women with mental health problems may have 

these problems identified (Howard et al 2014b) and of those who are detected only 10-

15% receive treatment during pregnancy (Woolhouse et al 2009; Goodman and Tyer-
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Viola 2010; Gavin 2015). Pregnant women report reluctance to self-refer or indicate 

mental health problems, awareness of stigma, or indicate a lack of time to receive 

treatment (Goodman 2009). A recent report that outlines the perspectives of pregnant 

women describes how many women who experience anxiety conditions feel that their 

symptoms were ignored or not treated seriously enough because they did not fit into 

the category of PND (Regan and Gregoire 2017). 
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2.5 Identification of perinatal mental health problems 

 

This section will discuss the use of case-finding tools for PMH problems and will 

discuss barriers to identifying them. Identification of these problems means that women 

can subsequently be monitored or have treatment offered if indicated (NICE 2014; 

Austin 2004; Austin and Priest 2005). Early identification and intervention has been 

demonstrated to have a positive effect on reducing the impact of mental health 

problems and reduces the incidence of adverse outcomes for both mother and baby 

(Austin 2003).  

 

2.5.1 Case-finding tools for perinatal mental health problems 

 

It is acknowledged that routine case-finding is beneficial in order to identify women at 

risk of or who are experiencing PMH problems. Women should be routinely asked at 

their antenatal booking visit about their current mental health and any history of 

previous mental health problems should be discussed (Oates and Cantwell 2011). 

Specific, validated case-finding questions (please see Figure 2-2 Case finding 

questions for PMH problems) are recommended by NICE (2014) to be used at the 

pregnancy booking appointment for every woman.   
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Figure 2-2 Case finding questions for PMH problems   

 

A variety of assessments and case-finding tools exist for general PMH problems. The 

most comprehensive assessment is likely to be ‘The Stafford Interview’ (Brockington 

et al 2017). This was a tool designed for use by mental health professionals working 

with mothers in the perinatal period and addresses social, psychological and obstetric 

factors. Brockington, Butterworth and Glangeaud-Freudenthal (2017) describe the 

process of completing the tool as being therapeutic for patients; as many mothers find 

it a positive experience to discuss their problems and their mental health. It considers 

the transition period to parenthood and addresses areas such as planning and 

accepting of pregnancy, parturition and bonding between mother and infant; elements 

which the authors state have not previously been routinely explored by mental health 

care professionals.  

The following questions are recommended for use by NICE (2014) at the booking 

visit for each pregnant woman:  

Whooley questions (Whooley et al 1997)     

• During the past month, have you often been bothered by feeling down, depressed 

or hopeless? 

• During the past month, have you often been bothered by having little interest or 

pleasure doing things?  

2-item Generalised Anxiety Disorder Scale (GAD-2) (Kroenke et al 2007) 

• Over the last 2 weeks, how often have you been bothered by feeling nervous, 

anxious or on edge? 

• Over the last 2 weeks, how often have you been bothered by not being able to stop 

or control worrying?  

 



 22 

Although the Stafford Interview is very comprehensive, it is not applicable for use in 

primary care and is instead suited to a specialist psychiatric assessment. Tools which 

could be used in a primary care setting include the Antenatal Risk Questionnaire 

(ANRQ) (Austin 2003; Austin 2013) and Prenatal Distress Questionnaire (PDQ) 

(Alderdice and Lynn 2016). The ANRQ is a self-report measure that addresses nine 

different psychosocial risk factors can be used during pregnancy (Austin 2003, Austin 

2013) and provides a score that indicates the potential risk of a mother developing a 

PMH problem, with high scores being suggestive of increased risk of perinatal distress 

(Austin 2003; Austin 2013; Marnes and Hall 2013). The PDQ assesses perinatal stress 

and distress and the authors suggest that this could be a useful tool to prompt open 

conversation between women and their MWs about their mental health (Alderdice and 

Lynn 2016). Although the PDQ appears to have potential to help with case-finding for 

PMH problems, the authors have only tested it with women who are classed as having 

low risk pregnancies (suitable for standard MW care (NICE 2014)) so it is not clear if it 

would be suitable for use with women who had medically high risk pregnancies.  

 

Case-finding questionnaires that women complete themselves can also be used and 

may be helpful (Austin 2004), however they should be used with caution as those 

currently used focus more on PND than PMH in general which means women who 

suffer other PMH disorders may not be identified (Brockington 2004). It is clear that 

once women are identified as being at risk of, or who are experiencing a PMH problem 

there should be mechanisms in place to refer women for support via specific, evidence-

based pathways (Austin 2004) and such systems have been shown to improve 

outcomes (Marnes and Hall 2013). 
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2.5.2 Case finding tools for perinatal depression  

 

The Edinburgh Postnatal Depression Scale (EPDS) has been described as the most 

commonly used case finding tool for PND (Woody et al 2017). It is a 10-item tool which 

was first developed in 1987 (Cox, Holden and Sagovsky 1987) and is recommended 

by NICE (2014) as one of the tools that can be used to assess the mood of women in 

the perinatal period. However, despite this recommendation there is evidence to 

suggest that it may not be a suitable tool to use. Shakespeare, Blake and Garcia (2003) 

conducted a qualitative study with 39 participants to investigate the acceptability of 

using the EPDS as a routine case-finding tool in the postpartum period. They found 

that just over half of participants (21/39) did not feel that the tool was acceptable. This 

was due to factors such as inadequacy of preparation by the HCP, limited feedback 

regarding the results, perceived inappropriate environment of the baby clinic to be 

asking those questions and HCPs having limited time to discuss issues. This diversity 

in opinion is important as the results provide us with explanations for the 

dissatisfaction; something which can drive development and change. 

 

In contrast to this, a large American study demonstrated that the implementation of a 

new case-finding program called the Massachusetts Child Psychiatry Access Project 

for Moms (MCPAP) had generally positive participant feedback when survey data from 

the participants was reviewed (Byatt at al 2016). This disparity in the literature about 

case-finding demonstrates that there is some conflict around what is deemed clinically 

appropriate and what patients find acceptable.  
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It is important to ensure that case-finding is carried out at appropriate times in the 

perinatal period. NICE (2014) recommend that HCPs consider carrying out routine 

PMH case-finding at the booking visit with a MW and also in the early postnatal period. 

Austin and Lumley (2002) suggest that it is not feasible to try and predict the presence 

of depression in the postnatal period via antenatal case-finding, suggesting that it 

should be carried out at multiple occasions to improve detection of PND, reasoning 

which is  supported by NICE’s recommendation (2014).  

 

Chew-Graham et al (2009) reported results from a multi-centre qualitative study that 

suggested that recognition of the context in which women present and ask for help is 

important. Women felt that is was important that HCPs try and understand a woman’s 

personal and social circumstances before developing a management plan for her; 

ensuring that women are treated as individual’s rather than receiving a standard care 

package. Additionally, this study also reports that a major barrier for not seeking help 

for their symptoms was anticipating that medication might be the only option for 

treatment. An additional qualitative study of 22 women who were taking part in the 

RESPOND2 trial found that although listening visits by HVs were often helpful, the 

number that could be provided due to resource constraints was not always sufficient 

(Turner et al 2010). A purposive sampling approach was utilised to ensure that the 

researchers interviewed women from across the country in order to make their results 

more generalisable. This study raised questions as to whether HVs are ‘best placed’ 

to deliver listening visits as sometimes a poor relationship was established between 

                                            

2 RESPOND trial - Randomised evaluation of antidepressants and support for women with postnatal 

depression (Sharp et al 2010) 
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the woman and her HV. It also suggested that some HVs appeared to have overly 

demanding caseloads, which meant they had insufficient time to provide adequate 

support (Turner et al 2010).  

 

2.5.3 Case finding tools for perinatal anxiety  

 

Although there are a significant number of available tools for case-finding for 

generalized anxiety and depression, currently there is no specific, validated tool to 

specifically case-find for PNA that is recommended by NICE. Case-finding for anxiety 

disorders has not received the same attention as with PND (Matthey Fisher and Rowe 

2013), and existing case-finding measures for PNA require further validation (Meades 

and Myers 2011). NICE (2014) suggest that HCPs use the GAD-2 at the booking visit 

or first contact and at subsequent contacts throughout pregnancy and the postnatal 

period, however, a recent qualitative study interviewing HVs from seven healthcare 

trusts across England suggests that some HCPs are unaware of the inclusion of the 

GAD-2 questions in the updated NICE guidelines (Ashford, Ayers and Olander 2017). 

In this study only one out of thirteen participants discussed this update to the 

guidelines. The authors clearly state that they achieved data saturation with thirteen 

participants meaning this is an important finding as it has serious implications for HV 

education and training updates. It has been suggested that a diagnosis of PND is 

prioritized over other PMH problems, which has the potential for anxiety to be 

undiagnosed and therefore be untreated (Matthey et al 2003).   

 

The use of other, more generic anxiety tools, such as the Beck Depression and Anxiety 

Inventory (Beck et al 1988) and Depression Anxiety Stress Scales (DASS) (Lovibond 
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and Lovibond 1995), have been criticised as they are unable to determine severity of 

PNA and therefore a specific tool for the perinatal period is needed (Somerville et al 

2015). Meades and Myers (2011) conducted a review of anxiety measures that had 

been validated for use in the perinatal period and reviewed the General Health 

Questionnaire (GHQ) (Goldberg 1972), the State-Trait Anxiety Inventory (STAI) 

(Speilberger et al 1983) and the Hospital Anxiety and Depression Scales (HADs) 

(Zigmond and Snaith 1983). They expressed some concern with these measures; 

describing that within each tool there is significant overlap of questions that would 

identify PNA and PND symptoms. This means that the tools are not suitable to 

differentiate between a diagnosis of anxiety or depression but were more suitable for 

identifying general PMH problems instead.  

 

A similar problem occurs with other case-finding tools. It has been suggested that the 

EPDS could be used to case-find for PNA as it contains some questions which address 

anxiety (Lappin 2001) however this has been criticised as a potential option. Whilst the 

EPDS is excellent at detecting PMH problems it is not specific enough to differentiate 

between PNA and PND (Matthey, Fisher and Rowe 2013).  

 

The Perinatal Anxiety Screening Scale (PASS) has been developed specifically to try 

and rectify this issue (Somerville et al 2014). This 31 item self-report questionnaire 

measures four areas: General Worry and Specific Fears; Perfectionism, Control and 

Trauma; Social Anxiety and Acute Anxiety and Adjustment over the past month. It is 

intended that a higher score indicates greater severity of the condition and could be 

used for monitoring severity of symptoms over a period of time (Somerville et al 2015). 

Another tool which has been recently developed is the Postpartum Specific Anxiety 
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Scale (PSAS) (Fallon et al 2016). This 51 item measure for postpartum anxiety 

specifically has undergone preliminary validation and the authors suggest that their 

measure would be more sensitive than general anxiety assessment tools in the 

postpartum period in detecting mothers with specific maternal anxieties/worries. They 

argue that in general anxiety scales women may not meet the criteria for an anxiety 

disorder specifically and therefore may go undiagnosed. This will require further 

validation and critique before it can be considered appropriate and be recommended 

for use in clinical practice.  
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2.5.4 Barriers to the identification of perinatal mental health problems  

 

It is recognised that there are a number of barriers to the identification of PMH 

problems. Research suggests that barriers exist at individual patient level, a clinician 

level and at a system levels (Coates et al 2004).  

 

2.5.4.1 Individual patient level 

Women report being concerned about stigma and the potential for them to have their 

baby taken away from them if they admitted to having PMH problems (Megnin-Viggars 

et al 2015). It was demonstrated in a survey of over 500 American women sampled 

across the United States that 96% felt there is stigma associated with seeking help for 

PMH problems (Goodman 2009). As this is a finding specifically about the American 

healthcare system from 2009 it may not be representative of current global culture 

around PMH problems however 96% is a very high proportion of the sample so I feel 

it is important not to disregard the finding. Lack of available facilities that allow women 

to feel comfortable in an environment to be willing to disclose PMH problems is another 

factor (Kingston et al 2015).  

 

A recent nationwide UK survey of women, conducted by the Royal College of 

Obstetricians and Gynaecologists (RCOG) found that other barriers to women 

accessing support included difficulty accessing their GP, concerns around how busy 

HCPs currently are, and concerns that symptoms may be dismissed by HCPs. It has 

been suggested that women may also have concerns around HCPs knowledge and 

understanding about their PMH problems (Regan and Gregoire 2017).  
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Evans, Morrell and Spiby (2017) investigated the perspectives of women’s views on 

anxiety and anxiety case-finding tools specifically during pregnancy; data 

demonstrated that women had mixed feelings regarding these. Participants in this 

study needed to self-identify as having experienced perinatal anxiety so had not 

necessarily received a formal medical diagnosis of having anxiety. Some women in the 

study felt that case-finding tools for anxiety were useful to act as prompts for discussion 

about feelings of anxiety but others worried that they may not be delivered in an 

appropriate manner and may not enable women to access appropriate and timely 

support. The authors suggested that after using anxiety detection tools, HCPs should 

allow adequate time to discuss any feelings that resulted from the assessment.  

 

2.5.4.2 Clinician level 

From a HCP perspective, there is evidence to suggest that HCPs (GPs, MWs and HVs) 

often feel that they lack the knowledge and skills to identify and manage PMH 

problems, and report they frequently seek help from specialist services (Russell et al 

2013b). Limited training around PMH is a common disclosure and suggested as one 

of the causes of this by MWs, HVs and Obs in one study (Rothera and Oates 2011). 

GPs also express similar concerns about limited confidence in their knowledge and 

awareness of PMH problems (Khan 2015). The risk of GPs becoming deskilled as they 

do not routinely see antenatal patients has been demonstrated to lead to increased 

rates of poor communication, coordination of care and decision making (Oates and 

Cantwell 2011; Khan 2015). It has also been acknowledged that PMH does not feature 

heavily in the GP curriculum and could be prioritised more than currently (Khan 2015, 

NCT 2017). The importance of developing a positive relationship between the woman 
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and her HCP has been described as having an impact on the quality of experience of 

treatment for women (Megnin-Viggars et al 2015).  

 

Several papers report that both patients and HCPs may misinterpret psychiatric 

symptoms as a normal response to the physiological and psychosocial changes that 

occur during pregnancy (Bowen and Muhajarine 2006; Vesga-Lopex et al 2008). NICE 

(2014) highlights the importance of clinician awareness around this. The guideline 

suggests that some changes in mental state and functioning such as appetite 

fluctuation may represent a mental health problem as well as being a normal 

pregnancy state and suggest that this should always be considered.  

 

There is evidence to suggest that if HCPs enquire about PMH symptoms, women are 

more likely to seek help throughout that period if they need it (Reilly et al 2014). These 

findings demonstrate that a key area for improvement with regards to HCP competency 

and confidence is improved HCP education and training around PMH problems 

(Russell et al 2013b).  

 

2.5.4.3 System level 

Problems with continuity of care from the antenatal to the postnatal period has been 

highlighted in a recent national maternity review ‘Better Births.’ Here women also 

reported that although their antenatal care felt very supportive they didn’t have access 

to as much support in the postnatal period and so felt quite vulnerable (NHS England 

2016).  
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2.6 Management of women with perinatal mental health problems 

 

Management options for PMH problems include a variety of options, some in primary 

care and some via more specialist secondary care PMH services. Recommended 

treatment strategies for PMH problems in primary care include: psychological 

interventions such as Cognitive Behavioural Therapy (CBT), treatment with anti-

depressant therapy or a combination of the two (NICE, 2014). It has been recognised 

that there is less available evidence for treatment of PNA in comparison to PND 

(Marchesi et al 2016). The following section will outline the variety of management 

options for women with PMH problems.  

 

2.6.1 Healthcare professionals  

 

It has been suggested by a multi-variate analysis of a survey of Australian women that 

primary care professionals such as GPs, MWs and HVs can be an ‘integral source of 

support’ for women with PMH problems (Reilly et al 2014, page 27). It is important that 

women feel supported by their HCPs so that they feel able to talk openly and honestly 

about their feelings (Regan and Gregoire 2017).  

 

MWs are usually the designated lead professional for women with no obstetric 

complications, and should act as a coordinator of care for all women (Chief Nursing 

Officers 2010). MWs and HVs in particular play a key role in diagnosing and managing 

PMH problems (Brockington 2004) and they are viewed as well placed in their roles to 

manage women throughout their pregnancy and beyond. NICE recommends that GPs 

should be the first line of assessment and management and be notified by any other 

HCP if they refer a woman specialist PMH services (NICE 2014). 
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2.6.2 Psychological therapies for perinatal mental health problems 

 

NICE CG192 (2014) suggests that psychological therapies should be first line, with the 

option for taking medication alongside if needed for women with moderate to severe 

PMH problems. Beneficial psychological therapy options include treatments such as 

relaxation techniques and therapy such as CBT (Brockington 2004). Patients might be 

offered either individual support or group support depending on the severity of their 

symptoms. Women with mild-moderate symptoms can consider facilitated self-help 

whilst women with more severe symptoms can benefit from higher intensity 

psychological interventions such as CBT (NICE  2014). 

 

Interventions such as CBT and techniques such as mindfulness have been 

demonstrated to be effective in treating PMH problems (Goodman et al 2014; 

Lavendar, Ebert and Jones 2016; O’Mahen et al 2013) as amongst other effects they 

appear to result in improved general emotional wellbeing in the perinatal period 

(Woolhouse et al 2014). It has been suggested that women who practice mindfulness 

have greater self-awareness and increased emotional intelligence surrounding their 

general mental health throughout their lives as well as during the perinatal period 

(Woolhouse et al 2014). There is some limited evidence in a 2011 Cochrane review 

that suggests the use of alternative therapies such as hypnotherapy, imagery and yoga 

may be helpful when treating PNA in particular (Marc et al 2011). 

 

2.6.3 Technology  

 

Technology has been demonstrated to hold potential for helping to both identify and 

manage PMH problems. A phase II randomised control trial (RCT) of 249 mothers 

found significant reduction in Edinburgh Prenatal Depression Scale (EPDS) scores 
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and moderate effect in reducing anxiety scores after participants underwent a 12 

session computer based behavioural activation programme (O’Mahen et al 2014). A 

recent systematic review of use of technology in managing PMH found that 

computer/internet based interventions may be helpful in PND but could find no 

evidence to support the use of them in other PMH conditions such as PNA. All papers 

included in the review had their quality reviewed and commented upon by two authors 

meaning that all results included in the review were sufficiently scrutinised. The authors 

of this review suggest that further work is needed to investigate the use of technology 

and how it could help manage PMH problems (Ashford, Olander and Ayers 2016).  

 

2.6.4 Antidepressants 

 

Psychotropic medication such as antidepressant medication is another option for 

treating PMH problems. A study in 2009 of pregnant American women found that 

women may be often reluctant to take medication during the antenatal period for any 

mental health condition because of potential risks to their developing babies (Goodman 

and Tyer-Viola 2010). Although this study was carried out in predominantly higher 

educated women of mid-high socio-economic status it seems reasonable to suggest 

that these concerns may be shared amongst women of all different educational and 

socio-economic backgrounds. A cohort study of 228,876 pregnancies found that during 

pregnancy approximately 3% of women in Europe and 10% in the USA take 

antidepressants (Hayes et al 2012).  

 

The RESPOND trial (Sharp et al 2010) was a randomised control trial (RCT) of 254 

women that compared antidepressant therapy to general supportive care via listening 

visits from HVs in those with PND. The authors concluded that early treatment with 
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antidepressants can be beneficial in treating women with PND. Data showed that at 

the 4-week review point women were twice as likely to have improved if they had been 

randomised to have antidepressants rather than listening visits as their treatment. This 

study provides further evidence for the suggestion that using psychological therapies 

(in this case listening visits) as well as medication can be beneficial (NICE, 2014).  

 

The debate about safety of medication during pregnancy and whilst breastfeeding has 

been discussed at length over recent years. Currently, ‘no psychotropic medication 

has a UK marketing authorisation specifically for women who are pregnant or 

breastfeeding’ (NICE 2014, page 7). It is acknowledged that the risks to the foetus with 

use of antidepressant medication during pregnancy are ‘difficult to assess’ due to the 

absence of RCT data for ethical reasons, however there is evidence that 

antidepressant medication can have cardio-toxic effects on developing babies 

(Howard et al 2014a, page 1783). 

 

There are differences in opinion presented within the literature around risks of 

antidepressant use. A recent, thorough systematic review by Prady et al (2018) 

reviewed the link between antidepressant use in pregnancy and adverse effects in 

children and concluded that the currently available evidence is too limited to make any 

firm conclusions, suggesting that further research is necessary. Despite this, other 

researchers suggest that there may be a link between antidepressant use and adverse 

foetal outcomes, for example, a 2018 meta-analysis presents a statistically significant 

link between antidepressant use and reduced birth weight and as meta-analysis is 

considered to be one of the highest levels of evidence available these results should 

be considered (Zhao et al 2018). NICE (2014, page 21) recommends using the drug 

with the ‘lowest risk profile’ at the ‘lowest effective dose’ when medication is started. A 
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2017 systematic review of the recognition and management of PNA and PND by GPs 

found that sertraline is generally considered to be the lowest risk profile by GPs (Ford 

2017a). 

 

A comprehensive review of the risks associated with the use of profile of Selective 

Serotonin Receptor Inhibitors (SSRIs) during pregnancy suggest that sertraline and 

citalopram should be first-line treatments during pregnancy (Womersley, Ripullone and 

Aguis 2017). The authors also concluded that sertraline can be prescribed safely in 

breastfeeding women as drug levels in milk have been found to be low and currently 

there is no evidence to suggest it can cause complications. The review suggests that 

when taken antenatally, paroxetine and fluoxetine have the strongest link with negative 

outcomes (significant foetal malformations, persistent pulmonary hypertension of the 

new born (PPHN) and post-birth poor neonatal adaptation syndrome (PNAS)) and 

therefore should be avoided (Womersley, Ripullone, Aguis 2017).  

 

Misri and Kendrick (2007) have previously argued that babies are either exposed to 

pharmacological side effects or the effects of perinatal mental illness; meaning that 

when choosing to prescribe or not to prescribe, risk is involved in either decision. This 

risk needs to be discussed with women so that they can make informed decisions 

about their care (NICE 2014). It has been reported that lack of consensus amongst 

HCPs about medication for existing mental health conditions during or after pregnancy 

can be a source of confusion for patients about their choices. The RCOG suggests 

that it would be helpful if all HCPs provided the same, evidence based advice to avoid 

this confusion and calls for improved training around this (Regan and Gregoire 2017). 

 



 36 

2.6.5 Women’s preferences  

 

Women’s preferences for treatment for PND specifically were investigated by Ride and 

Lancsar (2016) who interviewed 217 Australian women. They found that individual 

talking therapies were deemed to be the preferred treatment option for most perinatal 

women; with those who were pregnant or breastfeeding less likely to choose to take 

antidepressant medication. NICE CG192 clearly states that women should be allowed 

to have a key role in making decisions about their care and HCPs should ensure that 

women have all of the appropriate information to be able to make informed decisions 

(NICE 2014). 

 

2.6.6 Family support 

 

The importance of a well-established support network from family and friends is well 

documented (O’Hara, Wisner and Asher 2014). Positive social relationships can 

provide invaluable support during the perinatal period and women who don’t benefit 

from a support network are at greater risk of not only developing a PMH problem but 

also having greater levels of morbidity associated with it. It has been suggested that 

women should be encouraged by HCPs to build such a support network (O’Hara, 

Wisner and Asher 2014). Paternal support in particular has been demonstrated to have 

a significant effect on maternal health (Brockington 2004), however it is also important 

to consider that fathers themselves may also have mental health needs. 12% of fathers 

are reported to experience mental health problems (Regan and Gregoire, 2017) and 

this impact has not been investigated fully within the literature (Stein et al 2014). 

Interventions that promote interaction between mother and baby have been shown to 

be beneficial and support from voluntary groups and charities can be helpful during 
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pregnancy and the postnatal period (Brockington 2004). Parenting courses and family 

therapy are another option available for women and families to choose from (Ride and 

Lancsar 2016). 
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2.7 The research gap 

 

Significant research on perinatal depression exists, including aetiology and prevalence 

and incidence data (Gavin et al 2005; Woody et al 2017), trials of interventions (Sharp 

et al 2010) and of the perspectives of women and HCPs. (Chew-Graham et al 2008; 

Chew-Graham et al 2009). There is comparatively less published work on PNA and 

therefore for further research into PNA is indicated. This statement is supported by a 

systematic review and meta-analysis performed by Goodman, Watson and Stubbs 

(2016) of postnatal anxiety which summarised that further research into the 

identification and management of PNA was indicated. Although this study included 58 

papers the authors state that there was a distinct lack of literature from which to 

perform the review. Despite this study only commenting on the postnatal period and 

therefore not covering the entire perinatal period, its findings and recommendations 

are still important as they have identified and clearly acknowledged a significant 

research gap.   

 

Understanding what levels of anxiety are ‘normal’ or acceptable in the perinatal period 

would be helpful in the diagnostic process (Woolhouse et al 2009), and a greater 

understanding of the neurobiological changes seen in PNA would enable appropriate 

and effective treatment options to be developed (Pawluski, Lonstein and Fleming 

2017). Tools to assess the relationship between the severity of PNA and the potential 

consequences of the condition (Bayrampour et al 2016) and development of 

technology to help with treating PNA could be beneficial (Ashford, Olander and Ayers 

2016).  Public health campaigns should have greater emphasis on PNA, as current 
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campaigns appear to have been more successful in encouraging women with 

depression to seek help (Woolhouse et al 2009).  

 

At the start of my study there was no published literature that discusses the 

perspectives of GPs around PNA in the UK (Ford et al 2017b), compared perspectives 

of multiple HCPs around PNA or reviewed care delivery across the entire perinatal 

period (Ashford, Ayers and Olander 2017; McGookin, Furber and Smith 2017). Ford et 

al (2017b) completed a systematic review of the recognition and management of PND 

and PNA by GPs and found that amongst the 13 papers included in the review (Prady 

et al 2016a; Prady et al 2016b), only two mentioned anxiety disorders and these were 

grouped along with PND rather than as independent problems. This review called for 

further research into the recognition and management of anxiety disorders. My study 

will therefore contribute evidence towards an important research gap.  
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2.8 Study aims and objectives  

 

NICE CG192 (2014) recommends further research is needed in order to develop 

psychological interventions to identify and treat women with moderate to severe 

anxiety disorders in pregnancy.  Before interventions can be developed, it is important 

to understand the factors influencing current practice.  

 

The aim of my study was to explore the perspectives of a range of HCPs on perceived 

barriers and facilitators to the identification of perinatal anxiety in women by HCPs in 

primary and specialist care. The views of GPs, MWs and HVs are explored. 

 

The objectives for my study include: 

 

1. To explore HCP experiences of current practice in the provision of care to 

women with PNA 

2. To identify barriers facing HCPs in the identification and management of women 

with PNA 

3. To identify facilitators to support HCPs in the identification and management of 

women with PNA 
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3 Methods 

 

3.1 Philosophical position and methodological approach  

 

In this part of my thesis I state my philosophical position in relation to my study, which 

has informed the chosen methodology.  

 

Epistemology is concerned with the nature of knowledge; how knowledge can be 

acquired and created and what is regarded as true knowledge about the social world. 

Within social research there are some fundamental philosophies which need to be 

considered and which oppose one another; positivism and interpretivism. Positivism 

advocates that the application of the methods of the natural sciences to social sciences 

is appropriate (Bryman 2016). This is based on the assumption that human behaviour 

is regulated by law and patterns and can be standardised. A positivist philosophy 

assumes that there is a ‘stable reality out there’ with a ‘potential right explanation,’ 

meaning that phenomena exist whether they are being investigated or not and their 

existence does not change if humans either have a ‘flawed’ understanding of them or 

understand them fully (Green and Thorogood 2009, page 13). 

 

Interpretivism suggests that natural sciences methods cannot be used for social 

investigation as human behaviour does not follow set regulations and orders. 

Therefore, social researchers need to investigate and comprehend the world through 

the shared experiences of their participants and explanations can only be offered at 

the level of meaning rather than causation (Ormston et al 2014). This supports the 

notion of co-construction of knowledge; where learning is viewed as a social activity, 
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learners’ knowledge is developed via interaction such as discourse and there is no 

absolute right answers (Reusser and Pauli 2015). Interpretivism is concerned with 

understanding reality, accepting the subjective nature of it, rather than being able to 

explain reality (Green and Thorogood 2009). In my study I was seeking to understand 

individual HCPs thoughts and experiences of working with women with PNA, hence 

why I chose to take an interpretivist approach.   

 

Qualitative research firmly aligns with interpretivism (Ormston et al 2014) and research 

questions that seek to explore, in order to understand, individual perceptions of the 

world rather than to explain the ‘reality of the world’ in objective terms (Green and 

Thorogood, 2009 page 14). With regards to the link between theory and research, 

there is debate surrounding the relevant roles of induction or deduction to guide 

information gathering and processing to support our understanding. A deductive 

approach builds upon previously established theoretical hypotheses, where new 

findings can be tested against an available body of data around that subject (Murphy 

and Dingwall 2003; Charmaz 2006). In contrast, an inductive approach uses a process 

of observation in order to consider and examine the presence of possible patterns and 

links (Ormston et al 2014).  

 

Inductivism states that by gathering facts, knowledge can be accumulated which will 

subsequently inform laws (Bryman, 2016). Charmaz (2006, page 188) states that 

inductivism ‘begins with study of a range of individual cases and extrapolates patterns 

from them to form conceptual categories.’ As there are relatively few theories and 

hypotheses around PNA, due to a lack of research on the topic, a deductive approach 

would not have been possible in my study. An inductive approach was appropriate for 
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my study as it allowed for the exploration of potential common elements to individuals 

shared experiences in order to develop themes within the data (Ormston et al 2014). 

In my study, I was seeking to explore the perceptions held by individual HCPs about 

PNA, whether different HCPs held shared understandings or not, and how they applied 

this understanding in a healthcare setting.  

 

The aim of my study was to explore the perspectives of HCPs working with women 

with PNA. Although producing a definitive way of classifying qualitative methods is 

challenging (Patton 2002), generally they are accepted as ways to collect and analyse 

data that are ‘interpretative or explanatory in nature and focus on meaning’ (Noble and 

Smith 2014 page 2). Researchers with qualitative methods expertise conduct studies 

to better understand processes or phenomenon in their natural settings in order to try 

and understand them and studies aim to understand and present the participants’ 

perspectives and experiences (Hallberg 2006).  

 

It is recognised that qualitative studies frequently produce large volumes of data to be 

analysed (Noble and Smith 2014) which are often required in health services research 

to be able to fully understand the complexity of a phenomena being studied (White, 

Oelke and Friesen 2012). Large volumes of data can lead to challenges in ‘establishing 

trustworthiness of the study’ (White, Oelke and Friesen 2012, page 244) so it is 

important to keep data well organised and follow a structured approach when analysing 

the data.  

 

There are certain topics and research questions that are more suited to being 

investigated using qualitative methods; for example to explore topics where there is 
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little current understanding, in order to make sense of complex situations or to gain 

insights and develop greater understanding of a phenomena (Morse and Richards 

2002). It has been acknowledged for a number of years that qualitative research can 

identify the areas that need to be further investigated or explored and can also serve 

to provide context to results that quantitative methods cannot (Black 1994). It has been 

suggested that when researchers use qualitative methods to explore a research 

question they often learn more about a topic than they anticipated (Hammarberg, 

Kirkman and Lacey 2016). 

 

In healthcare research qualitative methods can be helpful to understand phenomena 

such as patient experiences of health and illness, relationships and interactions with 

HCPs and the culture of an organisation (Barbour 2000). Qualitative methods were 

therefore an appropriate choice for investigating the research question posed in my 

study.  
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3.2 Patient and public involvement and engagement   

 

INVOLVE is a national advisory group on Patient and Public Involvement and 

Engagement (PPIE) which is funded by and is part of the National Institute for Health 

Research (NIHR) was established in 1996 (NIHR 2019). It aims to support active and 

appropriate PPIE in health service, public health and social care research by gathering 

and disseminating expertise and recommendations around PPIE. INVOLVE defines 

PPIE as ‘research being carried out ‘with’ or ‘by’ members of the public rather than ‘to’, 

‘about’ or ‘for’ them’ (NIHR 2019). Involvement specifically refers to where members 

of the public work with research institutions and are directly involved in research 

studies e.g. to identify certain processes within research such as research design, 

whereas engagement refers to the process in which information about knowledge 

about research is shared and disseminated.  

 

It has been recognised that high quality PPIE can have a positive impact upon research 

(Blackburn et al 2018). PPIE can play an important role from the development of a 

research idea into a study design and submitting ethical applications and can also 

inform and assist the analysis process of qualitative data (Blackburn et al 2018). It is 

important that researchers and PPIE members can develop meaningful and effective 

working relationships which may lead to long term involvement in research (Jinks et al 

2016). PPIE groups should be organised effectively, have adequate resourcing and 

dedicated administrative support to ensure they function well and so that PPIE 

members feels appropriately supported through the process (Jinks et al 2016).  
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My study had a maternal mental health PPIE group involved throughout its entirety. 

This consisted of three women with lived experience of a PMH problem. The group 

met at key points throughout the study which are outlined in the methods section of 

this chapter. They contributed to the development of the study as well as the study 

protocol and were able to provide input during the data analysis process.  
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3.3 Justification of methodological approach in my study  

 

3.3.1 The approach to the interview process  

 

Prior to commencing my study it was initially considered that around 40 HCPs would 

be interviewed which was an estimate to guide my research protocol and ethical 

application development. Sim et al (2018) discusses the issues with setting strict 

sample sizes prior to commencing a study, outlining that these are usually more 

suitable to deductive approaches rather than the inductive approach I used in my 

study. They suggest that it is preferable to provide an indication of the provisional upper 

limit of interviews to be completed prior to commencing a study, but revisiting this as 

necessary and justifying the final sample size using methods such as data saturation 

(Sim et al 2018). In my study the study team concluded that the interviews conducted 

produced plentiful data for analysis purposes; hence why 23 interviews were 

considered to be sufficient.  

 

The concept of data saturation was first discussed by Glaser and Strauss (1967) in the 

context of ‘Grounded Theory’ (as explained below), however it is now considered 

appropriate to be used across a variety of qualitative methods. Data saturation is said 

to occur when there are no new themes emerging from the collected data which prompt 

new theoretical or clinical insights (Saunders et al 2018). It is accepted that data 

saturation is a method used to dictate the necessary sample size of a study (Morse 

2015). One Obs agreed to be interviewed, which was insufficient to generate saturation 

within the sub-group, and so this data was not included in the overall analysis. 
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In my study I used semi-structured interviews to gather data from participants. This 

approach allows the researcher to capture the information outlined in the topic guide 

whilst ensuring that any new topics or information is also recorded (Bryman 2016). 

Other methods such as focus groups and direct observation, as performed in 

ethnographic studies, would not have been appropriate in my study as it was important 

that participants were able to express their individual views and allowed for in-depth 

comparison between the interviewees (Bryman 2016).  

 

3.3.2 The approach to data analysis  

 

The term data is commonly used to describe all of the information gathered via 

qualitative research techniques; Barbour (2000) suggests that qualitative researchers 

often report findings rather than evidence or data although the terms are often used 

interchangeably. In my study, analysis was conducted using an iterative approach; the 

topic guide was amended as the study progressed depending on emerging themes 

from the information gathered (Miles and Huberman 2014). Coding was guided by 

principles of constant comparison with thematic analysis (Hallberg 2006; Fram 2013).   

 

Constant comparison involves coding and recoding of data as it is gathered in an 

iterative and inductive process (Glaser and Strauss 1967). Themes start to emerge 

from these codes and they can be subsequently adapted and amended as further data 

is gathered in order to organise and describe the data (Braun and Clarke 2006). 

Comparison is often the result of an interaction between the researcher and the data 

when conducting interviews and performing analysis (Strauss and Corbin 1998).  
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The application of the constant comparison method has not been clearly defined and 

many researchers are unsure how to apply it in their practice (Boeije 2002). Braun and 

Clarke (2006, page 4) argue that thematic analysis should be ‘considered a method in 

its own right’, as it is flexible in nature and therefore can be adapted and applied to 

qualitative research questions to provide a detailed and rich collection of data. Braun 

and Clarke provide a clearly defined ‘step-by-step guide to performing thematic 

analysis. These steps are outlined below in Figure 3-1 Braun and Clarke Step-by-Step 

Guide to Thematic Analysis, which provides a useful starting point to consider the steps 

to be taken in constant comparison thematic analysis (Braun and Clarke 2006).  

 

Figure 3-1 Braun and Clarke Step-by-Step Guide to Thematic Analysis 

 

 

 

 

  

Another example of how constant comparison can work is demonstrated by Boeije 

(2002). She outlines a practical stepwise process for completing constant comparison 

that was used in a study which explored the experiences of patients with Multiple 

Sclerosis (MS) and their partners (Boeiji et al 1999). Similarly to the MS study where 

comparisons where made between couples, between patients with MS and between 

spouses there are multiple types of comparison within this PNA study. Comparisons 

are made within HCP groups and also between different HCP groups in order to inform 

the analysis.  

 

1. Familiarise yourself with the data  

2. Transcribe verbal data 

3. Generate initial codes 

4. Search for themes 

5. Review themes 

6. Produce a report of the themes  
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Constant comparison is not to be confused with grounded theory which, arguably, is a 

type of research methodology consisting of several types: Classical, Straussian and 

Constructivist. Classical grounded theory was first described by Glaser and Strauss in 

1967 and was subsequently adapted independently by Strauss. Classical grounded 

theory is typically used when very little is known about a topic and there are limited or 

no identified potential themes. It is closely aligned with positivism, as highlighted 

through use of language such as the ‘discovery of grounded theory’ as title of a 

publication (Glaser and Strauss 1967).  

 

Advocates for grounded theory claim that existing knowledge can be suspended whilst 

collecting data so that data and codes are generated and then compared to existing 

literature (Kenny and Fourie 2015). In contrast, in constant comparison methods it is 

typical that researchers understand the relevant literature base prior to developing a 

study design (Charmaz 2006; Kenny and Fourie 2015). In my study, although the 

literature base around PNA is quite sparse, we do understand PND and some other 

PMH problems so the literature base for those was a helpful starting point.  

 

More recently Charmaz (2006) has championed the constructivist approach to 

grounded theory which assumes that there are multiple co-existing realities as 

opposed to one true reality. She suggests that to fully understand an individuals’ 

perspective of an experience a researcher needs to be immersed in that individuals’ 

world and interviews should take place over multiple occasions in order to gain depth 

of insight (Charmaz 2004). However, this approach would also not be practical or 

feasible in health services research as it would be too labour intensive and therefore 

too costly which would be very difficult to justify.  
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It is important to note that due the flexible and fluid nature of the constant comparison 

method, different researchers working independently are not likely to follow an identical 

trajectory or reach the exact same conclusions (Glaser 1965). This is likely due to the 

difference in background and previous experience of the individual researchers which 

influences the approach they take (Glaser 1965), influence that can be described by 

the concept of reflexivity which is explained in further detail in the reflection chapter of 

this thesis. In my study, analysis was conducted in a team comprising clinicians and 

researchers with different backgrounds (clinical and sociology of health) and with 

members of the PMH PPIE team. This allowed for multiple perspectives on the data 

and increases the trustworthiness of analysis (Henwood and Pidgeon 1994).  

 

3.3.3 Quality 

 

There is debate within the research world about how to best judge quality in qualitative 

research. The perspective of realism argues that there is a single, indisputable social 

truth which is not influenced by social actors, researchers or the research process. 

This perspective aligns best with quantitative research such as those using statistical 

or mathematical methods where a calculated numerical value can be considered truth. 

In comparison, advocates of the ‘anti-realist position’ that qualitative research cannot, 

and should not be judged by the same measures such as validity, generalisability and 

reliability, as quantitative research (Mays and Pope 2000). It has been suggested that 

qualitative researchers should employ a variety of techniques to ensure improved 

quality.  
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These suggestions include respondent validation (where study participants’ reactions 

to the analysis are included in the study findings), being reflexive (remaining sensitive 

to the way in which the researcher may have shaped the collected data) and fair 

dealing (where research designs explicitly incorporate a wide range of perspectives) 

(Mays and Pope 2000). However, anti-realists would argue that these techniques can 

be stifling and actually negatively impact upon the research process. For example, one 

could argue that fair dealing prevents researchers from understanding if there is a 

consensus opinion to be understood. In my study reflexivity was very relevant and was 

considered throughout; it is described in greater detail within the Discussion chapter of 

this thesis (Palaganas et al 2017).  In my study I also used the ‘Consolidated criteria 

for Reporting Qualitative research’ checklist (COREQ) (see Appendix One) as a tool 

to ensure data trustworthiness (Tong, Sainsbury and Craig 2007).  
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3.4 Methods  

 

This section will describe the methods that I used within my study, from gaining ethical 

approval, to developing the topic guide, recruiting participants, completing the 

interview process and finally data analysis.  

 

3.4.1 Ethics  

 

Ethical approval for the study was obtained from the Keele University Ethical Review 

Panel (Ref: ERP2308) and the Health Research Authority granted approval to conduct 

the research in NHS settings (IRAS REF: 211285). The ethical application process 

was completed by TK and myself. Please see Appendix Two for the ethical approval 

documents. The PMH PPIE group was involved with the development of the ethical 

application documents and approved them prior to submission.  

 

3.4.2 Topic guide  

 

A topic guide was informed by our literature review and was developed in collaboration 

with the PMH PPIE group to ensure we addressed relevant and important topics. The 

same topic guide was used for every group of HCPs. This was modified as data 

collection and analysis proceeded, to include emerging themes to be checked out in 

subsequent interviews in an iterative process (Miles and Huberman 2014). Please see 

Appendix Three for an example of the topic guide used.  
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3.4.3 Participants and recruitment   

 

The study took place across Staffordshire and Shropshire in primary and secondary 

care. A purposive sampling strategy (Ritchie and Lewis 2003) aimed to recruit different 

HCPs (GPs, Obs, MWs and HVs) involved in delivering care to women in the perinatal 

(ante and postnatal) period. Inclusion criteria included HCPs who were currently 

employed in the West Midlands. In total ten GPs, seven MWs, five HVs and one Obs 

were interviewed.  

 

Multiple NHS sites were engaged to support recruitment including Staffordshire and 

Stoke-on-Trent Partnership Trust (SSOTP), Shropshire Community Health Trust 

(SCHT), University Hospitals of North Midlands (UHNM), Shrewsbury and Telford NHS 

Trust (SATH), and Royal Wolverhampton Trust (RWT). GPs were recruited with the 

support of West Midlands Clinical Research Network (CRN), and personal contacts. 

Information packs, including an invitation to participate (Appendix Four) and participant 

information sheet (Appendix Five), were distributed to potential participants. The 

research team arranged interviews with HCPs who returned ‘consent to contact’ forms 

or contacted the team directly. All participants completed two copies of a consent form, 

with one copy being retained by the research team and another for them to keep. 

(Appendix Six) GPs received financial reimbursement of their time according to British 

Medical Association (BMA) rates. Figure 3-2 Recruitment Flow chart outlines the 

recruitment process.  
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Figure 3-2 Recruitment Flow chart  
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3.4.4 Interviews 

 

In my study data were collected using semi-structured interviews. These were 

predominantly face-to-face but involved some telephone interviews. I conducted all GP 

interviews and TK conducted all MW and HV interviews. Data collection concluded 

when data saturation (Saunders et al 2018) was achieved in GP, HV and MW datasets. 

Mean interview length was 41 minutes 46 seconds and total accumulated interview 

time was 15 hours 19 minutes.  

 

Interviews were digitally recorded with consent, transcribed and anonymised prior to 

analysis using a unique participant identifier. I completed some of the transcription 

however as my maternity leave started the majority of the transcription was completed 

using a transcription service.  

 

3.4.5 Data analysis  

 

After each of my interviews I recorded field notes to outline my thoughts and reflections 

(please see Appendix Seven for an example of these). I also reviewed the 

transcriptions, made notes on my initial thoughts about them (Appendix Eight) and 

made some notes about any changes that I thought could be made to the topic guide.  

 

Analysis of the data was performed using thematic analysis with principles of constant 

comparison (Hallberg 2006; Charmaz 2006). I read each transcript and discussed my 

thoughts with my supervisors and initial codes were refined with my supervisors until 

key themes were identified. (An example of this analysis is shown in Appendix Nine.) 
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Preliminary themes were shared and discussed with our PMH PPIE group to help 

guide the analysis process. Any variations in coding were discussed and agreed upon 

within research team meetings.  

 

This chapter has outlined the research philosophy that my study was based upon and 

has described and justified the methods that I used in my study to gather data. The 

next two chapters will present my research findings, arranged into themes and sub-

themes.  
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4 Results - Findings One: The concept of perinatal anxiety  
 

The results of my study will be presented across two findings chapters entitled: ‘The 

concept of PNA and ‘Organisation of care’. This first results chapter will include tables 

of participants (Table 1 GP Participants, Table 2 HV Participants and Table 3 MW 

Participants) and discuss the following themes: 4.2 PNA as an unfamiliar concept;  4.3 

PNA as a hidden problem; 4.4 The identification of PNA and 4.5 The use of case-

finding tools vs. clinical intuition. Figure 4-1 The Concept of PNA outlines these 

themes. 
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4.1 Participant demographics  

 

The following three tables, (Table 1 GP Participants, Table 2 HV participants, Table 3 

MW participants) outline the demographics of the participants in my study.
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Table 1 GP Participants 

Identifier Gender  Ethnicity  GP role  Years 
as a 
GP  

Specialist 
training  

Type of 
practice (as 
stated by 
individual)  

Practice 
population  

Specialist 
areas of 
interest  

Length of 
interview 
(hr:min:sec)  

GP001 Female White 
British 

GP 
Partner 

15-20 GP training  Semi-rural 5-10,000 Elderly  care 00:43:26 

GP002 Female  White 
British  

Salaried 
GP 

<5 GP training, 
Dip Medical 
Sciences 

Suburban  5-10,000 Mental health, 
women’s 
health  

00:39:36 

GP003 Male White 
British  

GP 
Partner 

15-20 GP training  Semi-rural  5-10,000 Research 
lead, 
palliative 
care, finance 
lead  

00:33:11 

GP004 Female  White 
British  

Salaried 
GP 

10-15 GP training  Semi-rural 10-15,000  Sexual 
health, 
women’s 
health  

01:03:26 

GP005 Male White 
British  

GP 
Partner  

25-30  PGCE 
Medical 
Education, 
Dip Royal 
College 
Obstetrics & 
Gynaecology  
 

Suburban  10-15,000 Medical 
Education 

01:05:22 

GP006 Female  White 
Polish  

GP 
Partner  

10-15 Diploma 
Family 
planning  

Semi-rural  5-10,000 DSFRH  00:37:48 



 61 

GP007 Male  White 
British  

Salaried 
GP 

25-30  Cardiac 
ultrasound  

Suburban  10-15,000 Medical 
education, 
cardiology  

00:38:22 

GP008 Male  White 
British  

GP 
Partner  

10-15 Member 
Royal 
College 
Physicians, 
Diploma 
Child Health, 
PGCert 
(MedEd), 
Diploma 
Tropical 
Medicine, 
BsC Genetics  

Rural  5-10,000  Elderly care, 
complaints  

01:12:21 

GP009 Male  Indian  GP 
Partner  

10-15  Diploma  
Occupational 
Health  

Semi-rural  5-10,000 Orthopaedics, 
Mental health  

00:29:18 

GP010  Female  White 
British  

Salaried 
GP 

<5  BSc, Diploma  
Royal 
College 
Obstetrics & 
Gynaecology, 
Diploma 
Medical 
Sciences  

Suburban  10-15,000 Academic 
primary care  

00:52:23 
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Table 2 HV Participants 

Identifier Gender  Age Years 
as a HV 

Type of area worked in  Type of interview Length of 
interview 
(hr:min:sec) 

HV001 Female 22 4 Children’s Centre attached to 
Primary School 

Telephone 00:40:40 

HV002 Female 62 30 Children’s Centre attached to 
Primary School 

Telephone 00:24:18 

HV003 Female 38 6 Community health centre Telephone 00:39:57 

HV004 Female 58 29 Community health centre Telephone 00:32:35 

HV005 Female 52 12 Community health centre Telephone 00:53:29 
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Table 3 MW Participants 

Identifier Gender  Age Specialist 
role/interest  

Years 
as a 
MW 

Interview type Specialist areas 
of interest 

Length of 
interview  
(hr:min:sec) 

MW001  Female 50 Patient 
information 

13 Face-to-face Patient 
information for 
Women and 
Children’s’ 
service, 
Complaint 
investigation, 
Coordinator for 
de-briefing 
service for 
women after 
birth.  

00:38:01 

MW002 Female 51 Research/clinical 
midwife 

25 Face-to-face Research  00:28:00 

MW003 
 

Female 33 Clinical midwife 13 Face-to-face Research  00:22:53 

MW004  Female 34 Antenatal and 
postnatal care 

8 Face-to-face N/A  00:25:07 

MW005 Female 59 Community/Public 
health midwife 

12 Telephone Public Health, 
Leadership and 
management  

00:49:02 

MW006  Female 59 Community 
midwife 

9 Telephone N/A  00:39:09 

MW007  
 

Female 53 Mental health 27 Face-to-face Perinatal mental 
health  

00:50:31 
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Figure 4-1 The Concept of PNA 

 

  

PNA as an unfamiliar 

concept 

PNA as a hidden 

problem

Barriers to the 

identification of PNA 

The use of case-

finding tools vs. 

clinical intution 

The concept 

of PNA



 65 

4.2 Perinatal anxiety as an unfamiliar concept 

 

Within my study HCPs described a range of perspectives when asked about their 

understanding of PNA as a clinical diagnosis. When prompted within the interview 

some HCPs provided what could be described as a clear definition of PNA as a medical 

diagnosis however others were uncertain that it existed:  

 

“I mean it’s a concept that I’m really not that much aware of either professionally 

or from reading” (GP007) 

 

“Any anxiety around the pregnancy within pregnancy and the postnatal period” 

(MW006) 

 

Anxiety was seen commonly as ‘normal’ or ‘understandable’ in the perinatal period, 

with most HCPs suggesting that some anxiety was to be expected: 

 

“I think all mums, all pregnant mums are anxious, aren’t they, about the future 

and how they’re going to cope and I would put that down to a normal anxiety” 

(HV002) 

 

“I don’t like to use the word normal but I think it’s understandable anxiety” 

(GP004) 

 

HCPs commented that anxiety can be common in the general, non-pregnant 

population as well as PNA. Some HCPs expressed surprise at the prevalence of 



 66 

anxiety in general however other HCPs anticipated that levels of PNA would be quite 

high to mirror those of the general population:  

 

“I was surprised about the amount of women that report they have anxiety when 

you ask them about it.  Some of that is the normal anxiety, but I would say at 

least half of the women that I look after have some sort of anxiety” (MW006) 

 

“I think most people are affected by anxiety at some point” (MW007) 
 

 

One GP used the term ‘pathological’ to describe problematic anxiety, suggesting this 

was when symptoms began to affect a woman’s everyday functioning. HCPs disclosed 

that it can be challenging to differentiate between ‘normal’ and ‘pathological’ PNA:  

 

“We do recognise that pregnant women can be more anxious, and it’s trying to 

identify when that might be becoming more pathological rather than, sort of 

normal” (GP003)  

 

“I think if that stops an individual from carrying on normal daily life.  If it's stops 

someone to the point where they're staying in all the time - it's amazing what 

excuses people have come up with for things.” (HV003) 

 

The association of anxiety symptoms associated with depression was discussed, with 

a range of perspectives expressed. Some HCPs acknowledged that they view PNA as 

a distinct clinical diagnosis:  
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“I think depression and anxiety are two completely different things and I don't think 

we recognised that before.  I think we were, 'Are you depressed?'  We asked people 

if they felt fine and I don't think we quantified it enough.” (MW005) 

 

Others acknowledge that their clinical focus was usually directed towards identifying 

depression and therefore they didn’t screen for anxiety symptoms:  

 

 “I’m trying to think when I’ve last seen a lady who just had anxiety . . . I think 

that’s very difficult to define but there are only a small number of women that 

would have pure anxiety and no mood disorder at all” (GP005) 

“When I first started studying perinatal mental health which is like about 15 years 

ago, and before that everything was under the umbrella of postnatal depression” 

(MW007) 

 

Along with PNA being an unfamiliar concept to HCPs, it can also be seen as a ‘hidden 

problem’ which will be discussed next.   
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4.3 Perinatal anxiety as a ‘hidden problem’ 

 

HCPs acknowledged that society’s expectations to have a positive perinatal 

experience are unrealistic and creates unnecessary pressure for women.  This 

pressure can negatively influence women and make them hesitant to admit that they 

are struggling or finding pregnancy and motherhood challenging. This reluctance to 

consult results in PNA becoming a ‘hidden problem’: 

 

“I think it’s, sort of, taboo, I think pregnancy, if we start with pregnancy, it’s perceived 

to be a joyful time and that everything should be absolutely fine and I’m having a 

baby and it’s lovely and for some people it’s not. And there is a lot of peer pressure, 

lots of social media stuff” (HV001) 

 

 “It’s supposed to be what they’ve been, all their lives and it’s supposed to be 

brilliant.  Whereas actually pregnancy isn’t brilliant a lot of the time” (GP008) 

 

Several GPs described that women may have a tendency to ‘normalise’ their 

symptoms which may be another reason to prevent them from seeking help:  

 

“Yeah, I mean again, you might just normalise symptoms, if you’ve not been 

pregnant before or even every pregnancy is different.  You might just think it’s 

part of being pregnant.” (GP010) 
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“I suppose the barriers might be that they normalise anxiety; talking to 

colleagues and friends and they all get worried and think, ‘That’s normal. That’s 

what it’s all about’. They normalise it and then don’t come in.” (GP005)  

 

Some HCPs speculated about specific triggers for anxiety, with several GPs 

considering that pressure to establish breastfeeding could be significant and was 

potentially anxiety inducing:  

 

“I’ve had lots of people who’ve been very anxious about feeding after baby is 

born, um, probably the one that is the most obvious in my mind was a woman 

who'd had twins and she was getting lots of pressure to breastfeed . . .” (GP002)  

 

“The mental health problems that arise surrounding that [establishing 

breastfeeding] I’m not sure whether that’s so well documented and it certainly 

feels significant.  You have mums talking about the guilt of not being able to 

breast feed . . . and feeling like they’re being judged by healthcare professionals 

and other mums.” (GP008) 

 

The majority of HCPs from different HCP groups agreed that stigma about mental 

health still exists in everyday society. HCPs felt that women were worried about 

admitting to having PMH problems as they were scared of the potential consequences 

of such a disclosure. Fear of being classed as unsuitable to look after a child and 

having that child removed from their care was something that HCPs encountered quite 

frequently: 
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 “I do think there is still bit of a barrier because I think a lot of parents know that 

we work quite closely with Social Services and I think there is, unfortunately, 

still a bit of a stigma around thinking, ‘If I share with my health visitor that I’m 

not coping and I’m experiencing low mood, then...’  It’s quite an old-fashioned 

stigma but I do think it’s still there.  Unfortunately, they think we’ll go back to 

Social Services and say, ‘This mum isn’t coping. She can’t look after a baby’.  

Sadly, I think that’s a big stigma which is still out there in society really.  Maybe 

they see us as the baby police.” (HV005) 

 

“Women feel like they are going to have their baby taken away” (MW001) 

 

In contrast with the majority, some HCPs did remark that current societal attitudes are 

shifting and that the stigma around disclosing mental health problems is reduced from 

previously:  

 

“And people are quite open if they're on medication or they've been struggling 

because I don't think there's the taboo that there used to be before” (MW005) 

 

“Certainly, if you can approach the question in an understanding way and 

normalise it, then I think that helps reduce the stigma.  I don’t know.  It’s not 

something that I’ve noticed to be a major issue.” (GP010)  
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Stigma was identified here as a potential barrier to the identification of PNA The next 

theme will address further issues around this.   
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4.4 Barriers to the identification of perinatal anxiety  

 

There was a general consensus amongst the HCPs that identification of PNA within a 

consultation can be challenging. HCPs expressed that they believed that some women 

were reluctant to raise concerns about PMH problems within a consultation and 

appeared to avoid disclosing their concerns unless they were directly asked about 

them:  

 

“Obviously the women don’t tell you everything so that would be a barrier is the 

actual women not kind of saying anything” (MW007) 

 

“I think the majority would not say a great deal unless they were specifically 

asked” (MW002) 

 

Opportunistic identification was agreed to be important in the diagnosis of PNA. HCPs 

agreed that the professional best placed for this was the MW in the antenatal period 

and HV in the postnatal period as they had more frequent contact with the woman:  

 

“It may be that that woman we see every week for breast feeding support or 

indeed maternal mental health support, it maybe that she comes into clinic, to 

our open clinic every month to get her baby weighed, and I suppose it’s that 

opportunistic contact that helps provide the bigger picture.” (HV001) 
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GPs felt that they didn’t see women in the perinatal period regularly enough to develop 

sufficient relationships with them however it was still possible for them to identify PNA 

in consultations for other problems if they were alert to it:  

 

“I suppose not seeing the patients as much as we maybe would like because 

yeah you often feel that care is kind of taken over.  Although we asked for shared 

care I think you know patients are just happy, very happy to see the midwife 

which is brilliant [yeah] but I think we kind of lose touch a bit with them.  So 

maybe we’re not seeing them as regularly to pick up things . . . I think that’s 

maybe a barrier not seeing them early enough, it’s barriers to detecting 

[detecting] anxiety.” (GP004) 

 

HCPs discussed that addressing women’s mental health was not always a priority.  

Sometimes this was due to focussing on assessing the woman’s physical health in the 

perinatal period. This GP describes the sort of issues that they would address in a six-

eight week postnatal check, all of which review physical health: 

 

“Um, contraception, mood, bleeding pattern, breast feeding or bottle feeding, an 

abdominal examination if they’ve got any bleeding or anything like that I might 

do a P.V examination. Also, if they had a, episiotomy or something and they 

had a wound, if they were worried about the healing we would check that as 

well . . . um, anything else . . .” (GP002)   

 

 Sometimes the focus in appointments was on the baby as opposed to the mother. 

GPs in particular discussed that at the standard scheduled postnatal check for both 
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mother and baby the focus was often directed towards reviewing the baby and it was 

important to prioritise assessment of the Mother:  

 

“Yeah, yeah, even if it was a baby appointment, if it was baby's appointment I 

would obviously deal with baby first but would always, always have an eye on 

Mum and ask a few social questions really, more perhaps , if she has help 

nearby, if husband or partner is helping out, if she’s getting sleep, how she’s 

feeling  . . . so I will always ask Mum even if it's baby's appointment but if it 

Mum's appointment then, um, certainly will, will try and establish how, how she 

is getting on.” (GP001)  

 

“Sometimes I think again it feels we concentrate quite a bit on the baby at that 

six week check where I think it’s really important to do the mother’s check as 

well.  And maybe it shouldn’t be combined as such like that you know.” (GP004) 

 

HCPs felt that along with them focussing on the baby’s needs in appointments, 

mothers may also be doing the same. They expressed that it was important that they 

prioritised women because of this as well:  

 

“I try not to focus on, you know, even if the baby comes in, I normally try and 

focus, and pay a bit of attention to Mum and check that they're doing alright, 

that's what I normally try and do . . .Yeah, yeah, even if it was a baby 

appointment, if it was baby's appointment I would obviously deal with baby first 

but would always, always have an eye on Mum and ask a few social questions 
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really, more perhaps , if she has help nearby, if husband or partner is helping 

out, if she’s getting sleep, how she’s feeling.”  (GP001) 

 

“Their anxiety is all about the baby and they tend to put themselves last and 

maybe they don’t look at their own emotional needs because they’re so focused 

on the baby” (HV005) 

 

MWs and HVs acknowledged that particularly when women were being seen on a 

home visit, family and home circumstances could mean that they struggled to focus 

their attention solely on Mum and her mental health:  

 

“There's so much going on in the house when you go and do a visit with other 

children and babies and stuff it's perhaps something that's not always discussed or 

picked up on” (MW006) 

 

“That’s always difficult for women, particularly if they’ve got other children, find it 

difficult to talk because the needs of their children are paramount, of the other 

children. It’s really hard to create a space for the women” (HV001) 

 

Along with some of the barriers to identification of PNA HCPs discussed the ways in 

which they would identify and monitor PNA which will be discussed next.  
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4.5 The use of case-finding tools vs. clinical intuition  

 

HCPs discussed the clinical tools and validated questionnaires they were aware of for 

the identification and assessment of PMH problems, suggesting that these were 

focussed on depression, not on PNA:  

 

“Not anxiety specific [tools].  The only things we’ve used in the past are the 

QOF3 questionnaires, PHQs4 and the Edinburgh Postnatal Depression Scale. 

Those focus on depression. Anxiety and depression often come together but 

we don’t use anything which identifies anxiety in the absence of depression. 

There is no specific scale, rating or measurement. No, so there’s nothing 

specific which addresses that.” (GP005)  

 

There was disagreement about how helpful clinical tools were. GPs indicated that they 

didn’t commonly use tools to assess anxiety but some remarked they would anticipate 

that their MW or HV colleagues might use the Edinburgh Postnatal Depression Scale 

(EPDS) to identify both depression and anxiety:   

 

“It’s the Edinburgh `postnatal score, or whatever, so I think there are scores out 

there but I think that maybe the HVs and the midwives use them, I don’t 

personally. But I am aware of them.” (GP001)   

 

                                            
3 Quality Outcomes Framework 
4 PHQs Patient Health Questionnaires  
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Several participants felt that their own clinical expertise and professional judgement 

were preferable to using tools:   

 

“I personally don’t [use diagnostic tools] and I don’t like mental health score 

cards and things where you have to get a number and then you are, then you’re 

diagnosed as whatever. I think with experience and skill, you can pretty much 

pick it up yourself.” (GP007) 

 

“I do use my clinical judgment probably even more than just following the 

Whooley questions and the EPDS score and I’m sure my colleagues do” 

(HV005) 

 

Several MWs and HVs also described including scores from assessment tools to 

support referrals to specialist mental health services. GPs suggested that they would 

complete these if necessary for a referral process but otherwise they didn’t use them:  

 

“I think it gives a bit of credibility.  We used to find that we’d struggle to get 

people referred into the services...because we didn’t use those and we’d be 

saying, oh this woman’s a bit depressed…” (MW007) 

 

“I don’t use scoring systems for anxiety and depression in non-pregnant women, 

I’m confident in my assessment. If it was required before a referral then 

obviously I would do it, but I’m, I think I’m good at this, so I don’t feel like I need 

a scoring system” (GP002)  
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Some HCPs suggested that women expressed opinions about the tools, and reported 

a range of experiences in using them:  

 

 “Some women look at me and say, “I’m not using those, that’s just really weird”.  

Yet other families think well, actually that’s a great introduction…” (HV001) 

 

“And I also think that that type of model where you have a loads of questions 

and you tick off and then you come to a diagnosis at the end, I think that de-

humanises [sic] the situation and I don’t think that mums actually like that sort 

of thing in that situation [mmm].  I think if they’ve got a problem, I think they want 

to talk to somebody [mm-hmm] and not be treated in that way.” (GP007)  

 

One perceived limitation of using scoring tools to assess PNA was that a woman might 

provide responses to generate a ‘normal’ score to avoid being identified or labelled as 

having a PMH problem:  

 

“There are lots of tools we could be using but I think even with the tool, they can 

give the answers that they want to give really.” (HV002) 

 

“We've got the Edinburgh postnatal but, again, it works sometimes.  It does give 

you a score but sometimes the score can be low and you still know that the 

mum's not right, depends on what she chooses to say really . . . Very rarely 

have I found a mum that answers it honestly.” (HV004) 
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After discussing PNA as a concept it is important to consider how care is organised for 

women which will be reported in the following chapter which will present the second 

half of my study findings.  
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5 Results - Findings Two: Organisation of care  
 

This second results chapter will outline how care for women with PNA is organised. It 

will discuss the following themes: 5.1 Supporting women with perinatal anxiety ; 5.2 

Fragmented care; Education, training and resources and 5.4 Opportunities to improve 

care. Figure 5-1 Organisation of care themes illustrates these. 

 

Figure 5-1 Organisation of care themes  
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5.1 Supporting women with perinatal anxiety  

 

HCPs discussed the various ways in which they could support women identified as 

having PNA. They stressed the importance of trying to establish good rapport and 

relationships with patients to really try and understand their circumstances. Continuity 

of care between a specific HCP and a patient was seen as a particularly useful way to 

do this:  

 

“We do develop quite a relationship with the ladies that we care for, and that 

trusting relationship means that they will speak to us about issues that they may 

have” (MW003) 

 

“But I suppose a lot of it is just forming some rapport, finding out where they’re 

at, whether this is their first pregnancy and they’re going to be in a very different 

place if it’s their fifth.” (GP008)  

 

Unfortunately, despite it being recognised as important, many HCPs expressed 

frustration that relational continuity is difficult to achieve with time pressures considered 

a major barrier for them to support women:  

 

“I don't think we have the resources available to deal with it and it's the time 

factor that these visits take.” (HV004)  

“You might be rushing so maybe you don't ask the questions that you would if 

you had more time and so you were trying to run from person to person and that 
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woman deserves and needs more than what you can give her sometimes” 

(MW005) 

 

In contrast, GPs weren’t certain that having more time to see perinatal women would 

be helpful. They discussed that their workload is already very challenging and adding 

in more requirements to see perinatal women more often would place further pressure 

on their clinical commitments: 

 

“First of all, workload is high enough as it is and there’s a GP crisis, so do I want 

to see more often and gain rapport?  That would be nice but I seriously don’t 

have the time.” (GP005)  

 

HVs expressed that even though they would like more time with patients they are 

encouraged to focus on their core contacts and not add to their already challenging 

workload:  

 

“I just think the trouble is with our service, there’s so much pressure on our 

service now and now we’re being streamlined even more.  There are going to 

be even less health visitors in the new structure.  The emphasis from our 

management is; ‘You’ve got to focus on your core contacts. Everything else you 

do is superfluous’ ” (HV005)  

 

Although many HCPs offered support to women with PNA themselves, they often 

referred to specialist services such as the specialist mental health midwife or the 

perinatal psychiatry services:  



 83 

 

 “In more recent years actually we’ve now got specialist midwives, we’ve now 

got specialist psychologists and things who we can refer to [ok] so in the past 

you might pick it up but you didn’t really know what to do with it [yeah] and it’s 

got a lot better now.” (MW001) 

 

“I think the mum and baby services are good. Um, and I think there can be an 

outpatient or inpatient which can accommodate different needs.” (GP001)  

 

Many HCPs discussed referral and encouraging self-referral to local Improving Access 

to Psychological Therapies (IAPT) services:  

 

“The main point of contact was a referral to IAPT which we have service to and 

pregnant ladies are seen quicker than they would be normally.” (GP004) 

 

“Well, they can refer themselves for the counselling service” (HV002)  

 

All GPs, MWs and HVs, however, acknowledged that accessing theses specialist 

services could be challenging and women could experience long waiting times to see 

a specialist:  

 

 “However, they’ve got a really long waiting list and sometimes they can’t get 

the women in to see them as quickly as they would like.” (MW004) 
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“Mental health services is quite . . . it’s not brilliant really from my perception of 

it. Certainly, accessing counselling and CBT and that sort of thing can be difficult 

and quite protracted.” (GP003) 

 

Treatment of PNA with medication was discussed by the majority of HCPs. There were 

some conflicts in the data regarding prescription of antidepressant and anti-anxiety 

medication. GPs were generally cautious to prescribe in the perinatal period but not 

opposed to it:  

 

 “Yeah it’s something you’ve got to be obviously more careful with, with 

pregnancy because obviously with the risks with using anti-depressants for 

example and obviously there are certain ones that are thought to be safer 

although I mean I think I always have to tell ladies that there are no guarantee’s 

with medication and we can’t be 100% sure that there’s no side effects or 

problems possible and but it’s a question of you know weighing the pros and 

cons and whether the risks of not treating are higher than the risks of possibly 

using medication.” (GP003)  

 

Some MWs expressed frustration that GPs either stopped medication or were hesitant 

to prescribe it which meant that women were not able to access potentially beneficial 

treatments for their PNA:    
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“We get a lot of women who come and their GPs have stopped medication so 

you know with the help of the BUMPs, ‘the best use of medication in pregnancy 

in the UK’, it’s an advisory service and the NICE, we are sort of sending them 

back to GPs to say look this is safer to be on than not on and things like that.  

Because obviously there’s risks to the foetus from stopping medication and it 

isn’t always apparent” (MW007) 

 

In contrast this this, in other interviews it was suggested that sometimes women were 

prescribed medication such as antidepressants because access to specialist services 

was so difficult:  

 

“I think people are medicated sometimes as a quick fix when maybe the issues 

could be dealt with in a different way.” (MW005)  

 

HCPs discussed the importance of appropriate support from a woman’s family and 

friends. However, it was recognised that the structure of modern society has changed 

and access to helpful support from family and friends is not as readily available as in 

the past which means more women could feel unsupported or isolated: 

 

 “And that’s the social fabric which we live in in terms of the way it’s structured. 

So of course perinatal anxiety issues or any wellbeing of any pregnant woman 

as for any human being, if you have a close limit structure which is supportive it 

will definitely be very helpful.” (GP009) 
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Although support from family and friends can be really helpful, HCPs did also consider 

that in some circumstances they could also have a negative impact on a woman’s 

mental state and may not give accurate or helpful advice and support: 

 

“Families and friends often have experiences of childbirth and feeding and 

things like that that are often not necessarily best practice, for example advice 

concerning breastfeeding and things.” (GP007) 

 

Several HCPs mentioned the importance of considering the partner’s mental health as 

this could have an effect on the family unit and contribute to the mother feeling anxious:  

 

“So yeah that, I think it can silently impact on dad a little bit and maybe we need 

to ask dad a bit more how he’s getting on as well”  (GP004)  

 

“I could just tell by the way she was and the whole holistic side of it; the way the 

house was, the way she was, the way the baby was, the way the dad was” 

(HV004) 

 

An additional source of potential support was the third or voluntary, sector. HCPs 

discussed that along with health services, the third sector also has something to offer 

women and should be considered as a management option:  

 

“So often I explain to them about other agencies that will be there long term, 

because that's the thing that they need, I think, sometimes is that continuity” 

(MW005) 
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“I use things, as a sort of sign posting service, things like MIND and Maternal Mental 

Health Alliance, Anxiety UK, those sort of things, I tend to use but the only voluntary 

service that we work quite closely with at the moment is Home Start.”  (HV001) 

 

Whilst supporting women through PNA it is important to consider the impact that the 

structure of a Multidisciplinary team (MDT) may have on care that is provided. This is 

discussed in the next theme.  

  



 88 

5.2 Fragmented care  

 

HCPs discussed multidisciplinary working and its influence on patient care. Poor 

integration of services and poor communication were both identified as barriers to 

effective management of women with PNA that can result in fragmented care.  

 

GPs reported that they rarely see pregnant women in the course of their daily work. 

Some GPs reported that they felt routine antenatal care was not part of their role, that 

they had lost clinical skills, and that pregnant women should be managed wholly by 

the MW:  

 

“I mean the reason we’re deskilled is because we don’t do it anymore. But we 

don’t get paid to do it and we don’t have the time to do it.  If we were to take on 

more of a role with antenatal care, then what would the midwives do?” (GP010) 

 

GPs felt that overall MWs delivered good quality antenatal care and so did not see a 

need for them to become more involved with this than currently: 

 

“I’ve no desire to find out what goes on with that care because I’m happy with 

the midwives looking after the patients well enough; just in the same way that 

patients see a Nurse Practitioner, a Nurse or a Health Care Assistant.  As long 

as they’re seeing people within their skill set and looking after them well enough, 

then that’s fine.  I don’t need to see all the people all the time and so I’m happy 

with that.” (GP005) 
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However, despite this, GPs admitted to some uncertainty regarding their 

understanding of the specific care their MW and HV colleagues actually delivered and 

admitted to making some assumptions about what they do:  

 

“The main thing, I suppose, is postnatal depression, bleeding, infections and 

pelvic muscle exercise.  I know the health visitor and the midwife have done 

that already or I assume they have.  It’s all changing now with health visitors 

being so sparsely divided now.  I don’t know that goes on but that’s what I 

assume goes on.  That’s what used to go on.” (GP005) 

 

HVs expressed that they felt MWs were responsible for looking after PMH throughout 

pregnancy and that their role commenced in the postnatal period:  

 

“Well that's the midwife, really, in pregnancy because we don't want to encroach 

on her role and we've got enough to do once they've had the baby” (HV004) 

 

HCPs expressed concerns that they may be duplicating or overlapping work with their 

colleagues.  MWs and HVs observed that the handover between them was not always 

streamlined and mean that at some points it was not clear who should be delivering 

care: 

 

“There have been issues over the years about that kind of handover period” 

(MW001) 
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“It depends, really, who's the best professional to deliver that intervention at the 

time, because, primarily, they come under the midwife's remit but obviously 

there's benefit to us being there” (HV003) 

 

Most HCPs described poor communication between different HCPs, with GPs, HVs 

and MWs. They observed that the quantity and quality of information received from 

each other was variable:  

 

“If the person who sends them to see me hasn’t made it clear to the patient or 

to me why they have expressed such as concern, that’s a shame. Just a loss of 

a link in the chain really” (GP001) 

 

“Some GPs are great, they'll give you loads of information, and some GPs aren't 

so great and they just tick a box…When you've got a little more information it 

gives you a bit more of an in to ask more detailed questions” (MW005) 

 

GPs, MWs and HVs described how working in separate premises to one another can 

create a geographical barrier, which can limit the opportunities to develop effective 

working relationships with their colleagues:  

 

“I think there’s nothing like being co-located [yeah] to be fair, I know you don’t 

have to be co-located to have good working relationships, but that was great I 

mean, obviously we didn’t talk about clients specifically [yeah], but we knew 

they were there, we knew we could talk about things.” (HV001) 
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“It used to be very simple because the midwives and the district nurses were 

based in the health centre [mm-hmm] but they’ve now been centralised and you 

have to leave a massage on an answerphone [mm-hmm] to get into contact and 

that’s not as good as it used to be.” (GP006) 

 

However, even when HCPs were co-located and based in the same building it was 

acknowledged that inter-professional working communication between HCPs could 

still be limited despite working alongside each other: 

 

“They [midwives] just tend to come in and have their own clinic.  I think that’s 

running in parallel rather than you’re working with them” (GP010)  

 

“So no, I don’t think it’s made a huge difference.  And the practice I was in 

weren’t very into health visitors anyway so even being in there, I wouldn’t say, 

they would perhaps use me if anybody was being difficult” (HV002) 

 

However, one HV expressed that it was possible to establish a close working 

relationships with their MW colleagues if they placed emphasis on it:  

 

“We have close relationship with our midwife because we’ve worked hard to 

achieve that rather then it being you know, part of the service spec I suppose [yeah], 

yeah. And that’s something that I feel that could be improved” (HV001) 

 

In contrast to the benefits of being co-located with other HCPs, one HV reported they 

felt that being centrally located with other HV colleagues was beneficial as they could 
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provide support to each other and respond to concerns raised by patients and other 

HCPs more quickly:  

 

“So at least any concerns do get actioned quite quickly, whereas I suppose if 

you’re based in a GP practice and you’re maybe one or two health visitors, 

perhaps, or a couple that work part time, you haven’t always got the coverage” 

(HV003) 

 

HCPs discussed that other factors which could directly influence their ability to provide 

effective care included their clinical training and education and direct experience 

seeing women with PNA, the results of which are presented next.  
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5.3 Education, training and resources 

 

HCPs discussed how their previous training (or lack of) around PNA and clinical 

experience affected the care they could offer to patients. Most GPs could not recall 

ever having any formal training in PNA:  

 

“Not really, no just purely you know general practice training and I’ve never been 

on, I’ve never been on a course or been on a specific training, sort of had any 

specific training in that no I would have thought.” (GP003) 

 

Some GPs recalled that the training they had experienced around PMH problems was 

focussed on PND and PNA wasn’t really covered:  

 

 “Yes, yes, yes.  I mean that’s a, you know, so perinatal, postnatal depression 

and things, yeah.  I mean yeah [mm-hmm], that’s emphasised and, you know, 

it is a significant issue.” (GP007)  

 

Even where educational resources are available they may not be accessed. For 

example, whilst some GPs were aware of and had used the Royal College of General 

Practitioners (RCGPs) PMH toolkit (Ladd and Santhanam 2015), several were 

unaware of it:  

 

“I’m not aware of any training or toolkit to use available to identify or to access 

to improve our ability to cope with managing [PNA].” (GP009)  
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One GP suggested that the toolkit could be useful for continued professional 

development purposes, however emphasised that they would usually only access 

toolkits if they had seen a patient with a specific problem and identified a learning need 

for themselves:  

 

“I think that they’re good.  The problem is there are so many different toolkits.  I 

tend to just access them if and when I see a patient that I’m unsure about 

something or if I need to do some CPD.  If I saw a patient like this and I was 

uncertain about what to do, then that’s probably the time I would access the 

toolkit because I tend to target my learning.” (GP010) 

 

MWs reported that they have compulsory annual training which includes PMH training 

and felt that this was helpful in some ways:  

 

“We have mandatory study days, and mental health is one of the issues so we 

have an update and talk every year as part of our mandatory study days on 

mental health, yeah” (MW001)  

 

However, most felt that this training wasn’t actually sufficient to learn everything that 

they needed and lacked confidence in their knowledge about PNA:  

 

“We have a clinical psychologist come in to speak and she's focussing a lot on 

anxiety and things this year… her session is always evaluated really well 

because it's so interesting, but it was only a few hours.  I think it was only three 

hours or something.  It's just not long enough” (MW005) 
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HVs reported that they felt confident with supporting women with milder symptoms of 

PNA. They reported that having some training in techniques such as Cognitive 

Behavioural Therapy (CBT) improved their confidence regarding their clinical skills and 

the level of support they could offer women: 

 

“It gave me a bit more confidence in my practice” (HV001 when discussing CBT 

training) 

 

“We had the CBT training, a three-day training that all health visitors had, and 

that was quite good” (HV003) 

 

HCPs expressed that they would be receptive to having more formal training in PNA 

(and PMH conditions in general) as it could be beneficial:  

 

“I think we are well versed as we said at the start of the conversation in 

depression but anxiety, you know we could do a bit more looking at generalised 

anxiety, looking at the anxiety disorders” (HV001 when discussing training 

about PNA)  

 

“Maybe just an education on the signs we should be looking out for.  Maybe 

something just as simple as a piece of paper documenting what the alarm bells 

are and the things we should be looking for.  Just simple education for midwives 

and doctors.” (MW003) 
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It was felt that there was an expectation to be current and up to date with the latest 

evidence, even if formal training has not been delivered: 

 

“I don’t think you get extra training for that [Prescribing for PNA].  It’s just, like, 

part of your training and then part reading up to make sure you pick the right 

one” (GP006) 

 

“You’ve got to be evidence based, you’ve got to be current, you’ve got to know 

what’s available” (HV001) 

 

HCPs described that they often felt more comfortable dealing with women with PNA 

as they encountered more patients with PNA and therefore gained more clinical 

experience of managing it:  

 

“I think my training is the experience…If you said to me, 'What training have you 

had, that makes you able to speak to a woman who's just told you she's going 

to kill herself?' I'd say, 'None’.” (MW005) 

 

“I think you’ve got your experiential learning from a personal perspective and a 

clinical perspective. And I, but I feel probably a lot of my experience has come 

either once I’ve become a qualified GP or once I’ve been training as an actual 

GP, seeing patients and learning from those interactions and reflecting on how 

that’s gone.” (GP008) 
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Despite the challenges and barriers to identifying and managing PNA, HCPs did 

discuss ways in which they felt care was good or made suggestions for changes to the 

services available. These are covered in the next theme.  
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5.4 Opportunities to improve care  

 

HCPs discussed the importance of effective communication with women. GPs in 

particular discussed the discussed the different types of language used in 

consultations. Some suggested that it was better to ask questions about symptoms 

rather than directly asking about ‘anxiety’ or ‘mental health’: 

 

“I probably wouldn’t use the term mental health, I don’t really use that term in, 

um, consultation. I might [use] the term panicky if I felt there was an anxiety 

element, I might say ‘have you had any panic attacks or felt stressed or 

panicky?’ I’d probably try and use more of a colloquialism or an informal term 

than, and I might use low mood rather than depression if I was making an 

assessment.”  (GP001)  

 

All HCPs expressed that they feel comfortable enquiring about PMH and PNA in 

consultations with women. They described that it was important to foster an 

environment of openness so that women felt they could discuss their symptoms:  

 

“I feel quite comfortable raising most things, to be fair, and I think that's 

experience as well…and because I feel more comfortable knowing what I do 

about it as well. It's definitely your own biases and influences and experience 

that makes you feel more comfortable or less comfortable approaching certain 

topics” (MW005) 
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Despite all HCPs recognising the importance of remaining impartial and non-

judgemental one MW highlighted that some members of her team can appear quite 

judgemental meaning not all HCPs achieve this:  

 

“Yeah I think so, not all midwives, of course, but there are some midwives who 

I think are very judgemental” (MW001) 

 

It was considered crucial to make the most of scheduled contacts to opportunistically 

identify PNA; primarily MWs in the antenatal period and HVs in the postnatal period. 

Whilst as noted earlier, GPs reported that they did not regularly see women in the 

perinatal period, they felt that it would be possible for them to identify PNA in 

consultations for other problems if they were alert to it: 

 

“it may be that that woman we see every week for breast feeding support or 

indeed maternal mental health support, it maybe that she comes into clinic, to 

our open clinic every month to get her baby weighed, and I suppose it’s that 

opportunistic contact that helps provide the bigger picture” (HV001) 

 

One GP suggested that it might be helpful for GPs to have more scheduled contacts 

with women in the postnatal period. When discussing how important the six-eight week 

postnatal GP check is they suggested that a ’12 week check’ as a second postnatal 

appointment to review women would be helpful:  

 

“I mean it would probably be helpful to have another one you know a 12 week 

or one later down the road.” (GP004) 
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Several GPs agreed with this and felt that it could be a sensible way to ensure that 

mothers receive appropriate support without creating too much additional demand on 

their time:  

 

“I would think that that would really be, really be sensible step if we can 

incorporate it somehow to be a formal check is something that we would have 

checks and balances to say that it’s happened otherwise it’s completely in the 

mum’s court to come and seek help [mmm] if they feel it’s needed so yes that 

would definitely help.” (GP009) 

 

“Yeah, that’s a good idea.  I’d probably make it optional.  For some mums who 

are coping fine and are quite straightforward, they might not want that and I 

think, sometimes, just getting out of the house with a young baby can be quite 

difficult but certainly for those who need it and certainly if they’ve got mental 

health problems, then that would be a good idea.” (GP010) 

 

HCPs discussed the importance of being alert to the possibility of PNA and having an 

awareness of management options to be able to describe to women and their families 

what support they are able to access:  

 

“I think at the moment it’s about having that general awareness although it could 

be a big part of our role. But I think at the moment it’s a signposting service. It’s 

about acknowledging it and trying to understand it and then having the ability to 

describe things for the family and moving it on, yeah.” (HV001) 
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“I think it’s the same as any patient, you’ve just got to be on the lookout, keep 

your eye open for it.” (GP001)  

 

It was suggested that practitioners could all benefit from specific training around PNA 

to improve their clinical skills and ensure that women received the same quality service 

from all:  

 

“There’s not an equality of service, really [yeah], and that some practitioners 

feel comfortable and I think that it’s about perhaps be it a skill, your expertise, 

and your familiarity with” (HV001) 

 

It was suggested by some HCPs that more specific tools to identify and monitor PNA 

could be helpful within a consultation:  

 

“Obviously, bearing in mind that scores aren’t everything but maybe if we had some 

more effective tools to use, perhaps that would help us be more effective in our 

assessments” (HV005) 

 

“I suppose all tools help in terms of measuring anxiety and giving some feedback 

to the patient. Is my anxiety better or worse than it was two weeks ago? If you don’t 

know, you don’t know but if you’ve done a scale, then you can give somebody some 

feedback on whether treatments are helping or not and they can see whether the 

treatments are helping.  Yeah, I think some tools would be helpful or a tool would 

be helpful.” (GP005)  
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GPs in particular reflected upon the emotional changes that may occur when becoming 

a mother. It was suggested that health services could place greater emphasis on 

preparing women for this:  

 

“And I think because it’s the first time of being pregnant I don’t think you know 

what to expect and it’s not necessarily discussed at antenatal, the sessions that 

you get antenatally.  Whereas I think it should be actually yeah because I think, 

and often I mean taking personally now but friends have said, never knew what 

to expect emotionally and I think that’s something that you’re just not prepared 

for as well.  So antenatally I think it would be brilliant to discuss that more.” 

(GP004)  

 

It was identified that improved communication between HCPs would result in more 

accurate information being shared and could reduce the negative impact on patients’ 

experiences:  

 

“I think if we had a better way of communicating with our allied health 

professionals; with our MWs; with our GPs.  If we had better communication 

which gave us a clearer picture of [a patient’s] history, then that would help. It 

can be that we’re going in to see a mum where there is a history but we’ve not 

really known about it, for whatever reason.  I think there is room for improvement 

really with communication between professionals in that area” (HV005) 
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HCPs discussed that using different electronic systems to record notes meant it was 

difficult to share information. One MW discussed the development and implementation 

of a specific proforma that could be shared which seems to be helping in her area:  

 

“The proforma that I assess somebody in the service, the idea was that it was 

to put something in the front of the notes so that people could see instantly…a 

copy actually goes to the health visitor and we gain consent for it to go the health 

visitor.  So actually it means that the health visitor goes in with a much better 

support system, they know more, the women don’t have to repeat everything… 

And they certainly felt the benefit of actually having that information” (MW007) 

 

Although care overall appears to be fragmented for women with PNA, improved 

integration of services could be beneficial for patients.  It was acknowledged that in 

one locality, the PMH service is improving specifically because HCPs are working more 

closely together:  

 

“The service that we work with, the perinatal [mental health] service is just 

getting after all these years we’re actually finally working together and it’s really 

exciting at the moment that these things are changing.” (MV007)  

 

Examples of good working relationships between colleagues was discussed by some 

HCPs. It was suggested that this should be more widespread:  

 

“Yes we are, and that sort of, that’s not a, it’s accepted practice, [yeah] that both 

sides that, you know, we have close relationship with our midwife because 



 104 

we’ve worked hard to achieve that rather then it being you know, part of the 

service spec I suppose [yeah], yeah. And that’s something that I feel that could 

be improved.” (HV001)  

 

HCPs suggested that referral pathways and available referral services for specialist 

mental health support were often unclear.  Several stated that it was only with 

experience that they began to understand the constantly changing clinical landscape 

and know where they could refer to appropriately, suggesting that if pathways were 

simplified it would be  more straightforward  to find appropriate support for patients: 

 

“It’s improving, I think there’s more services out there than we realised, I think 

that a lot of my initial years took a lot of time to actually work out what was out 

there . . . So there’s a lot out there that people can access really depending on 

what the things are so we’re in the process of trying to put these things and get 

the money.” (MW007)  

 

Overall, although HCPs identified a significant number of issues with both the 

identification and management of PNA it is promising that there are lots of ideas for 

changes at different levels; from the education to the consultation to the current 

healthcare system. HCPs appeared optimistic that these changes could be 

implemented successfully and improve care for women with PNA. 
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6 Discussion  

6.1 Introduction to discussion chapter  

 

In this chapter I briefly describe why my study focussed on PNA and review the study 

aims and objectives. I summarise the findings of my study and compare these results 

to other available literature. I review the impact of PPIE upon my study, and discuss 

the implications for clinical practice, policy and research.  

 

As previously discussed in my Background and Literature Review chapters, my MPhil 

study focussed on PNA as it is a common problem that has implications for mother, 

baby, and wider society. CG192 (NICE 2014) has recommended that further research 

into perinatal anxiety disorders is necessary to improve the evidence base and to 

inform improvements to current clinical practice. At the start of my study there was no 

published literature that investigated and compared the perspectives of multiple HCPs 

around the identification and management on PNA. A review by Ford et al (2017b) 

called for further research into the recognition and management of PNA, particularly in 

primary care. My study therefore fills an important research gap and provides fresh 

insights into HCPs and their experiences of PNA.  
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6.2 Study aims and objectives  

 

The aim of my study was to explore the perspectives of a range of HCPs on perceived 

barriers and facilitators to the identification of PNA in women by HCPs in primary and 

specialist care. The views of GPs, MWs and HVs were explored. 

 

The objectives for my study were: 

 

1. To explore HCP experiences of current practice in the provision of care to 

women with PNA 

2. To identify barriers facing HCPs in the identification and management of women 

with PNA 

3. To identify facilitators to support HCPs in the identification and management of 

women with PNA 
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6.3 Summary of findings  

 

My study reports perspectives from a variety of HCPs about the identification and 

management of PNA. The concept of PNA was discussed by participants. Many HCPs 

were unfamiliar with PNA as a specific clinical diagnosis which meant that there was 

variation between participants around their knowledge of PNA. HCPs reported that 

they anticipated it to be normal for women to experience some anxiety throughout the 

perinatal period however they suggested that differentiating between this ‘normal’ 

anxiety and more pathological anxiety could be challenging. HCPs considered reasons 

why women may choose not to present to them with PNA for support. Stigma around 

mental health conditions, pressure from within society to have a positive perinatal 

experience and women ‘normalising’ their symptoms were some of the reasons 

provided. The result of this means that PNA appears to be a ‘hidden problem’.  

 

All HCPs agreed that the identification of PNA was challenging. Opportunistic 

identification of PNA within routinely scheduled contacts was recognised as being very 

important. There was consensus amongst the participants that the HCPs best placed 

for this were MWs in the antenatal period and HVs in the postnatal period due to the 

more frequently scheduled contact that they have with perinatal women. GP 

participants identified concerns that women were often less of a priority than their 

babies, particularly at the postnatal check.  

 

There were mixed views around the use and value of case-finding tools for PNA. Most 

GPs and some HVs expressed that they felt tools were inferior to their clinical 

judgement. They were concerned that women didn’t like tools being used and could 
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deliberately generate a normal score depending on their answers. MWs and some 

HVs, felt that tools could be useful and may increase credibility of their referrals to 

more specialist services.  

 

A variety of ways in which to support women were discussed: continuity of care, 

developing a rapport with patients and prioritising mothers and their mental health were 

all seen as crucial. Specialist services for PNA were overall felt to be provide a good 

service for women but had long waiting times and therefore were difficult to access 

quickly.  

 

There were tensions within the data around the prescription of medication to pregnant 

or breast-feeding women; GPs were often cautious when prescribing medication as 

they were worried about the effects on the developing foetus or breast-feeding child. 

This was a clear source of frustration for MWs who felt that GPs should know more 

about prescribing in the perinatal period. Concerns about current pressures on 

available services were common; some HCPs felt that they could not deliver the high 

quality care they would like to because of this. HCPs discussed the importance of 

appropriate social support from family and friends, expressing that they were often 

concerned about women who did not appear to have such support.  

 

Care for women identified with PNA was reported to be fragmented, partly due to 

limited communication between HCPs. GPs reported rarely seeing patients during the 

perinatal period, relying on their MW colleagues to refer to them if their input was 

required. Co-location of HCPs could ameliorate some of these difficulties as ‘running 
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in parallel’ appears to cause duplication of work and leads to lack of clarity around 

patient care. 

 

Most HCPs expressed concern about the limitations of their previous training around 

PNA. Specific learning needs were identified, with an emphasis on interdisciplinary 

education. HVs appeared to be more comfortable than MWs in supporting women with 

milder PNA symptoms due to their previous training in methods such as CBT. All HCPs 

need to consider the role of others and try to coordinate care around the woman.  

 

Opportunities to provide good care were discussed. It was suggested that HCPs could 

have more targeted training around PNA and that this would help with remaining alert 

to the possibility of PNA which would increase the chances of identification. Effective 

communication with women was seen as crucial; HCPs considered the type of 

language that they would use in a consultation and felt that it was important to remain 

non-judgemental. Some HCPs expressed that specific tools to identity and monitor 

PNA could be useful. Making the most of all scheduled contacts (see Figure 1-1 

Opportunities to identify PMH problems during the perinatal period on page 6) was 

crucial to opportunistically identify PNA. HCPs expressed that a more integrated 

approach to patient care would be beneficial; improving communication between HCPs 

and simplifying referral pathways could help with this.  
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6.4 Comparison with existing literature  

 

My study is the first to explore perspectives of a range of HCPs delivering perinatal 

care; the findings of which I will now compare to the current evidence base around 

PNA. Previous studies have explored perspectives about PNA of single professions 

(Ashford et al 2017; McGookin et al 2017; Noonan et al 2018a; Noonan et al 2018b) 

and there is literature that presents primary data around GPs and HVs perspectives in 

the assessment and diagnosis of postnatal depression (Chew-Graham et al 2008) but 

not in PNA. My study adds to the literature specifically around management of PNA in 

primary care, addressing the gap noted by Ford et al (2017a). 

 

6.4.1 The concept of perinatal anxiety  

 

In my study, HCPs demonstrate that they have varied understanding and experiences 

of managing PNA which supports previous literature around this (Ford et al 2017a; 

Ashford et al 2017; McGookin et al 2017). HCPs in my study also discussed having 

some difficulties differentiating between normal and pathological anxiety, something 

which has previously been reported by HVs in a previous qualitative study (Ashford et 

al 2017).   

 

The RCGP ‘Falling through the gaps’ report has stated that ‘low identification of need’ 

(Khan 2015, page 14), often due to a focus on physical health, acts as a barrier to 

identifying PMH problems in general. This is a concept that HCPs in my study also 

discussed and findings from my study suggest that HCPs are aware of this which is 

important. My study also identified that HCPs sometimes feel that PND diagnosis and 
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management is prioritised over other PMH problems such as PNA. This echoes 

findings by Matthey, Fisher and Rowe (2013) who performed a literature review of 

studies which reviewed the suitability of the EPDS tool to detect PNA. The authors 

suggested that because PND diagnoses are prioritised it is increasingly likely that PNA 

will be undiagnosed and therefore remain untreated.  

 

HCPs in my study discussed the impact of stigma of mental health problems during 

the perinatal period and beyond with women with PMH problems. It has been reported 

previously from results of a cross-sectional study of 460 pregnant women in Canada 

that stigma around seeking help for mental health problems may act as barrier for 

women to present to HCPs (Kingston et al 2015).The Maternal Health Study was an 

Australian prospective cohort study of over 1500 pregnant women that explored how 

and why women seek help for postnatal anxiety and depression (Woolhouse et al 

2009). The authors suggest that access to treatment for postnatal anxiety and 

depression is dependent on women seeking help for symptoms they are experiencing. 

My study adds to the literature around perception of stigma and calls for greater 

investment in public health campaigns to try to reduce this stigma.  

 

It has been highlighted that both patients and HCPs may misinterpret psychiatric 

symptoms as a normal response to the physiological and psychosocial changes that 

occur during pregnancy (Bowen and Muhajarine 2006, Vesga-Lopex et al 2008). NICE 

(2014) highlights the importance of clinician awareness around this. The guideline 

suggests that some changes in mental state and functioning such as appetite 

fluctuation may represent a mental health problem as well as being a normal 

pregnancy state and suggest that this should always be considered. It is encouraging 
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that HCPs in my study reflected upon the possibility of attributing signs and symptoms 

of anxiety to a physical cause. This awareness is important as it means that if HCPs 

perform a holistic assessment of women with PMH problems they will be able to offer 

appropriate support and management options.  

 

In my study, HCPs expressed a variety of opinions with regards to the used of case-

findings tools for PNA. There was a range of knowledge about which tools were 

recommended or might be considered appropriate. This is consistent with previous 

findings from Ashford et al (2017) who conducted a qualitative study with 13 HVs 

reviewing their views specifically around postpartum anxiety and found that some HVs 

are unaware of the GAD-2 screening questions in the current NICE guidelines (2014). 

In comparison to Ashford et al’s (2017) study I have been able to present perspectives 

across the whole perinatal period which adds to the literature base. In comparison to 

data collected about HVs, Ford et al (2017a) have previously reported via systematic 

review of the literature around GPs and the use of case-finding tools. Ford et al (2017a) 

found that although GPs were familiar with screening tools they didn’t always use them 

which is slightly different to the data captured about HVs and could suggest a 

difference in training between the different HCP groups.  

 

Reasons for choosing not to use case-finding tools included professional preference 

to rely on clinical intuition, concerns about acceptability for women and the suggestion 

that women might generate ‘normal’ scores if they wished to avoid a diagnosis. A 

qualitative study of women’s perspectives of the use of case-finding tools by 

Shakespeare, Blake and Garcia (2003) reported similar views to this which 

demonstrates consistency in HCPs views despite the previous study being published 
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several years prior to my study. Freed et al (2012) conducted a review of strategies to 

improve detection of PND and suggested that providers need to improve disclosure 

rates by making case-finding tools more acceptable and less stigmatised. Although 

Freed et al (2012) were discussing PND specifically, their findings are similar to the 

discussion of HCPs in my study around detection of PNA instead.   

 

It is clear that there are significant gaps in the literature for evidence-based diagnosis 

procedures and management options for women with PMH problems (Marchesi et al 

2016). Bauer et al (2014) recommended that PMH should be recognised as a major 

public health concern and call for further research to review potential interventions to 

reduce the burden on women and children from the negative impact of PMH problems. 

With the exception of PND, there is little existing research about the epidemiology or 

effectiveness of interventions for non-psychotic PMH disorders (Howard et al 2014) 

with evidence for interventions for other PMH conditions being somewhat neglected in 

the literature (Howard, Piot and Stein 2014). Although this is a major issue for PMH 

care, HCPs in my study did not really highlight any concerns around this.  

 

A small number of studies have addressed interventions for PNA within the literature 

(Goodman et al 2014; Green et al 2015; Marchesi et al 2016). The impact of CBT 

based interventions on PNA appears to be promising with CBT appearing to contribute 

to a reduction in symptoms and improvement in everyday functioning for women with 

PNA as a result of CBT (Austin et al 2008; Goodman et al 2014; Green et al 2015). 

HCPs in my study agreed that psychological therapies were an important treatment 

option for women and reported frequently referring women for such therapy. This 
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suggests that HCPs both recognise and understand the benefits of psychological 

therapies and will offer them to patients if indicated.  

 

Uncertainty about prescribing medication in pregnancy was also discussed by some 

GPs. They felt that they did not have much experience or training of prescribing in the 

perinatal period. This is similar to previous work by Ford et al (2017a) who suggested 

that this uncertainty may be because the NICE CG192 (2014) do not recommend 

specific drugs as treatment options and instead discuss classes of antidepressant 

medication such as Selective Serotonin Reuptake Inhibitors (SSRIs), meaning that 

HCPs have to make the final decision. If a HCP does not feel confident in prescribing 

in the perinatal period then making this choice may not be within their professional 

competencies which could introduce problems for women accessing appropriate 

medication.  

 

6.4.2 Organisation of care  

 

My study outlined that HCPs do not always clearly understand role boundaries and 

responsibilities of other HCP groups. This lack of clarity was a theme which 

demonstrates corroboration with a previous qualitative study that investigated GP and 

HV perspectives of PND (Chew-Graham et al 2008). A previous qualitative study 

presented data that suggested that HVs see themselves as well placed identify and 

assess women’s psychological health (Jomeen et al 2013), something which data in 

my study supports. Alderdice, McNeill and Flynn (2013) reported in a systematic review 

of systematic reviews a lack of evidence to support or inform the role that MWs have 

in maternal mental health. In my study HCPs unanimously agreed that MWs were an 
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appropriate HCP for women to seek support from so this is a direct contrast to previous 

literature and may therefore represent a new finding.  

 

Availability of current PMH services has been heavily criticised both within my study 

and in published literature. Regan and Gregoire (2017) highlight that although clear 

clinical guidance exists from NICE (2014) in practise the available facilities are lacking. 

They estimate that across almost half of the UK pregnant women and new mothers 

have no access to the recommended levels of care (Regan and Gregoire 2017). Over 

50% of GPs in a recent questionnaire expressed their frustrations about the limited 

access to specialist PMH care (Khan 2015).  A recent review of studies reporting MWs 

experiences of supporting women with PMH problems by Noonan et al (2018a) 

suggests that MWs feel similar frustrations and discusses the importance of availability 

of appropriate services. My study therefore contributes further evidence to the literature 

base that lack of available support services is a source of frustration for HCPs and has 

a negative impact on patient care.  

 

A comprehensive 2015 meta-synthesis highlights that fragmented healthcare appears 

commonplace, with regular occurrence of communication issues and organisational 

system failures, resulting in negative consequences for patients (Megnin-Viggars et al 

2015). Internationally, lack of integrated care for general perinatal services has been 

thought to contribute to increased maternal mortality rates, such as has been seen in 

the Netherlands and is currently being addressed by the implementation of an 

integrated care model (Posthumus et al 2013). It has been suggested that the case-

finding and assessment process should be more streamlined for all PMH conditions in 

order to improve the patient experience (Freed et al 2012). HCPs in my study suggest 
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that a more streamlined assessment process and improvements to integration of care 

would help to improve the current standard of treatment that is provided for women 

with PNA which echoes similar previous findings by Khan (2015). 

 

As the first study to compare the experiences of different HCPs to one another my 

study is able to add to the current literature base around HCP perspectives of PNA. A 

few previous studies have reviewed PNA care with one type of HCP. Ashford, Ayers 

and Olander (2017) focused specifically on HVs supporting women with postpartum 

anxiety and identified the following themes: identification and screening issues, 

importance of training, service usage and status of current service provision, all of 

which are similar to themes found in my study.  

 

Jomeen et al (2013) explored HVs’ experiences of supporting general psychological 

health, including anxiety. They reported that that HVs see themselves as well placed 

to identify and assess women’s psychological health but there is a definite focus 

surrounding PND as opposed to other psychological problems. The authors suggest 

that training plays an important role to provide HVs with context about other PMH 

problems they should be aware of in addition to PND. Again, similar concepts were 

discussed in my study.   

 

A further study investigated student MWs’ perspectives of antenatal anxiety 

(McGookin, Furber and Smith 2017). Four key themes were identified which included: 

risk factors for development of anxiety; barriers to care; midwife skillset and 

suggestions for improvements. It was felt that MWs are well placed to identify antenatal 

anxiety and refer to specialist support if needed and called for mental health education 
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for MWs to be improved and more integrated into the MW curriculum. HCPs in my 

study agreed with this, with GPs in particular highlighting that they relied upon their 

MW colleagues’ skills during the perinatal period. 

 

From a HCP perspective there is evidence to suggest that HCPs often feel that they 

lack the knowledge and skills to identify and manage PMH problems, and report they 

frequently seek help from specialist services (Russell et al 2013b). Limited training 

around PMH is a common disclosure and suggested as one of the causes of this by 

MWs, HVs and Obs in one study (Rothera and Oates 2011). MW students expressed 

concerns about the limited PMH training that they received in another study by 

McGookin, Furber and Smith (2017) who presented survey data collected from 25 

student MWs and qualitative data from 7 semi-structured interviews A further study 

which presented data from a survey of MWs experiences of PMH problems suggested 

that MWs require further structured education around MH to improve their confidence 

and abilities (Noonan et al 2018a). 

 

GPs also express similar concerns about limited confidence in their knowledge and 

awareness of PMH problems (Khan 2015). A recent secondary analysis of 11 studies 

exploring the role of GPs in PMH care by Noonan et al (2018b) suggested that GP 

training should take this into account and prepare GPs more for managing women with 

PMH problems. The risk of GPs becoming deskilled as they do not routinely see 

antenatal patients has been demonstrated to lead to increased rates of poor 

communication, coordination of care and decision making (Oates and Cantwell 2011, 

Khan 2015). It has also been acknowledged that PMH does not feature heavily in the 
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GP curriculum and could be prioritised more than currently (NCT 2017, Khan 2015, 

Ladd and Santhanam 2015). 

 

Findings in my study support all of the above with HCPs expressing concern that they 

have not received adequate training to be confident when faced with managing PNA 

in a clinical scenario. My study therefore adds additional support to existing calls for 

improved HCP education and training around PNA and PMH problems (Russell et al 

2013b) which appears to be a key area for development in order to improve HCP 

confidence and competency with managing PNA.  

 

Opportunistic identification has been identified as being crucial in both my study and 

previous literature. This appears to be especially important for GPs who may not see 

patients regularly during the perinatal period and so have less time to build rapport. 

This supports the concept of making every encounter meaningful and maximising 

available opportunities to identify PMH problems, as discussed in the RCGP Report 

‘Falling through the gaps’ (Khan 2015). This concept can be broadened to include other 

HCPs such as HVs and MWs.  

 

In my study it was highlighted that GPs have an important role in case-finding PNA 

and providing support to women at their six-eight week postnatal check that all new 

mothers should have with their GP. This scheduled appointment can be a crucial 

opportunity for interaction around mental health as highlighted by The National 

Childbirth Trust (NCT) in their recent report ‘The Hidden Half: bringing postnatal mental 

illness out of hiding’ (NCT 2017). The NCT are keen to emphasise that this 

appointment is often a missed opportunity where PMH go undiagnosed and therefore 
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a woman does not receive appropriate follow-up or treatment if it is indicated. This is 

echoed by the RCGP Report ‘Falling through the gaps’ (Khan 2015). Amongst other 

recommendations, the NCT have called for the UK government to put more funding 

into this routine postnatal check so that all women have adequate appointment time 

with their GP to discuss their mental health amongst other physical health issues (NCT 

2017).  

 

HCPs in my study were aware of how their attitude and behaviour could affect women 

with PNA. By regularly asking women about how they were feeling, HCPs felt that 

women would appreciate that it was a routine element of their care. This would 

hopefully enable them to feel more comfortable and confident disclosing any problems 

that they were having in a safe space. This echoes similar discussion by Reilly et al 

(2014) who felt that asking regular, routine questions improved rates of disclosure by 

women.  

 

HCPs in my study discussed that they felt very aware of the type of language that they 

use with women with PMH. This awareness echoes a sentiment expressed by Khan 

(2015) which stresses that GPs need to be careful in the way that they respond to 

women who disclose PMH problems and use appropriate language when discussing 

PNA with patients. This report also emphasises that voluntary disclosure of a PMH 

problem should be seen as a red flag and taken seriously, something which the NICE 

CG192 (2014) is also very clear about.  

 

It has been demonstrated previously that integrated care can have a positive effect on 

outcomes for women with PMH problems (Khan 2015) HCPs in my study called for 
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improvements to the current system and it was mentioned by one MW that where 

services have become more integrated there has been a noticeable improvement in 

the delivery of care. My study therefore provides further evidence for the continued 

development of integrated services for PNA and PMH in general.  
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6.5 Strengths and limitations 

 

My study has several notable strengths and the main aims and objectives were 

achieved. However, it is important to also consider the limitations of my study.   

 

6.5.1 Strengths  

 

My study used qualitative methods which allowed for the exploration of the views and 

opinions of a variety of HCPs. As different HCPs were interviewed (GPs, MWs, HVs) 

comparisons could be made between participants within the same and then different 

professional groups. Within each HCP group there was variety of experience and 

professional background which enabled us to gain data from individuals with a range 

of perspectives. Primary data was gathered and as data collection occurred in an 

iterative way the topic guide could be amended between interviews to reflect any 

emerging themes (Miles and Huberman 2014). This meant that myself and TK could 

explore any emerging themes with subsequent participants.  

 

A further strength in my study was that the PMH PPIE group contributed regularly; 

something which has been recognised to result in higher impact upon a research study 

(Blackburn et al 2018). The PMH PPIE group were involved throughout the process of 

the study, starting from the initial conceptualisation of the research idea. They 

contributed towards developing the research questions and study goals and how those 

could be achieved. Their personal experiences and the impact their own PMH 

problems had resulted in within their lives gave them a unique perspective upon this 

research which could not be anticipated by myself. They provided me with the 
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opportunity to understand PMH prior to data collection as they gave me another 

perspective on the phenomena and informed my thinking.  

 

The PMH PPIE group reviewed interview documents such as the topic guides and 

participant interview information sheets and gave advice and suggestions during the 

data analysis process. Their input was invaluable as it allowed for discussion around 

issues that had not previously been considered by the research team. They also 

provided ideas regarding dissemination activities and ideas for further research that 

will build upon the findings in my study. Ultimately, their input ensured that the study 

was topical and timely and approached the research question in an appropriate way. 

 

Data saturation was achieved within the GP, MW and HV datasets as no new themes 

were emerging when data collection concluded (Saunders et al 2018). Analysis was 

performed in a team containing clinicians and researchers with different backgrounds, 

therefore allowing for multiple perspectives on the data (Henwood and Pidgeon 1994). 

Any disagreements regarding themes were agreed via discussion and these 

discussions meant that members of the research team were introduced to different 

ways to approach the analysis process.  

 

6.5.2 Limitations  

 

Recruitment was challenging for a variety of reasons. Initially as a study team we 

aimed to interview up to forty HCPs: ten GPs, 10 MWs, ten HVs and ten Obs but this 

was not possible. Busy clinical schedules of the participants made it very challenging 

to arrange interviews at suitable times. Several HCPs who expressed interest in taking 
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part in the study were then not interviewed as it was difficult to find a suitable time to 

interview them due to their lack of availability.  

 

Only one Obs was recruited, and the study team decided to exclude the single 

interview with this Obs from the analysis. It was felt that this was not sufficient data to 

compare to other HCP groups and did not provide any opportunity to compare with 

other Obs.  

 

There was a limited time for data collection; I was due to enter a period of maternity 

leave and so had to complete all of the GP interviews quite closely together. I was 

therefore unable to complete any further interviews, hence why my supervisor TK 

completed all of the MW and HV interviews.  

 

The individuals taking part in the research chose to do so of their own volition with GPs 

receiving financial reimbursement for their time as per BMA rates. It is important to 

recognise that as they have an interest in contributing towards research their views 

may not be generalisable to all HCPs. My study was performed across the West 

Midlands and so the data may not represent views held by others in different 

geographical areas but could still have important implications for service provision 

more generally.  
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6.6 Implications for clinical practice  

 

My study suggests that there are multiple practical methods of improving care for PNA. 

These include raising awareness of PNA amongst HCPs, ensuring that they remain 

alert to the possibility of PNA in scheduled appointments with perinatal women and 

working to improve the provision of integrated, individualised care.  

 

6.6.1 Potential for improvements in patient care  

 

From a clinical perspective, the profile of PNA needs to be raised in order to promote 

better understanding and awareness of PNA. With increased knowledge of PNA HCPs 

would be a stronger position to appropriately identify and support patients with PNA.  

HCPs should also be aware that they need to remain alert to signs and symptoms that 

suggest PNA is present. They should understand that women can provide answers to 

generate ‘normal’ scores when assessment tools are used if they do not wish to 

disclose anxiety symptoms. Opportunistic identification has been identified as crucial 

in appropriate diagnosis of PNA with HCPs agreeing that overall MWs and HVs are 

more likely to identify PNA as they have more time to build rapport with women at 

routine contacts throughout the perinatal period. (See Figure 1-1 Opportunities to 

identify PMH problems during the perinatal period on page 6).  

 

It is important the HCPs see all contacts with women as opportunities to identify and 

potential PMH problems. Early identification of PNA would reduce any delay in being 

able to provide appropriate support.  
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6.6.2 Changes to healthcare professional training  

 

Future curriculum development should focus on areas such as PNA as a priority to 

ensure that HCPs receive adequate training to enable them to feel confident managing 

patients with PNA.  Although educational resources are available they are not routinely 

accessed by many HCPs, greater awareness of these would be beneficial to address 

training needs.  

 

It would be helpful to raise HCP awareness of the tools that are available to help them 

identify and manage women with PMH problems. The RCGP Perinatal Mental Health 

Toolkit (Ladd and Santhanam 2015) is a collection of resources freely available which 

fills such a gap. This includes a variety of clinical guidance, tips for communication with 

women and describes key ‘red flag’ symptoms that all clinicians should be aware of. 

Data from my study suggests that even though this resource is available, clinicians are 

not all aware of it. If tools like this could be highlighted and their use encouraged during 

clinical training they may be better used once a HCP is fully qualified. It might be helpful 

to share resources between different HCPs such this toolkit (Ladd and Santhanam 

2015). 

 

6.6.3 Service organisation  

 

The FYFVMH emphasises that the integration of care between different HCPs involved 

in delivering perinatal care should be a priority (Farmer and Dyer 2016). HCPs should 

work together to establish more effective working relationships and professional links. 

This which would help the development of a more integrated approach to care which 
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has been having a positive effect in one locality where it has been implemented. PMH 

pathways need sufficient support and resources to enable them to be effective and 

appropriately integrated (Myors et al 2013). HCPs need to keep updated on new 

referral pathways and specialist services that are available so they can refer for 

specialist support appropriately.  

 

My study provides evidence for the need for improved inter-professional 

communication when managing women with PNA, to ensure services are responsive 

and integrated and adds to the current literature base around challenges of 

communication between HCPs (Farmer and Dyer 2016). Improved communication 

between HCPs would be beneficial for patient care, potentially this could be achieved 

by the introduction of standardised proformas for documentation or a more 

standardised approach to written communication between HCPs. A shared data 

management system, with one way of recording notes across all HCP groups to more 

easily share patient information is a possibility, although this may not be a feasible or 

practical. 
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6.7 Implications for policy  

 

This research demonstrates that there is a wide range of opinions from HCPs around 

the identification and management of PNA. As per the NICE CG192 (2014) a 

standardised approach to care is not appropriate as it does not reflect the diversity of 

issues amongst women with PNA and PMH problems.  Women should have individual 

care plans developed using a shared decision making approach so that their thoughts 

are at the centre of any decisions made about their treatment.  

 

Access to specialist services needs to become more streamlined and more efficient so 

that women can receive appropriate and timely support. These services could be 

based in the community or in secondary care. The FVFVMH (Farmer and Dyer 2016) 

describes how currently only 15% of localities provide effective specialist community 

care (including psychological therapies) for women with PMH problems and over 40% 

do not provide any at all. Clearly this needs to change and women across the country 

should be provided with equal access to high quality care.   

 

The impact of appropriate social networks for women should be considered and 

emphasised. HCPs in my study recognise that the input from family and friends can be 

crucial in ensuring that women have appropriate support. Investment in community 

projects may provide women with the opportunities to build appropriate peer support 

networks and share experiences with other women. The RCGP PMH toolkit (Ladd and 

Santhanam 2015) encourages HCPs to consider appropriate ways to support 

individuals and community peer support networks and groups are highlighted as one 
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way of doing this. If these groups are established HCPs should be kept up to date 

about them to ensure they can inform women about them.  

 

Public health campaigns may have a role in improving awareness amongst laypeople. 

Improved public health campaigns with greater emphasis on PNA could be helpful as 

often campaigns focus on PND, not PNA; meaning that sometimes women do not seek 

help for PNA (Woolhouse et al 2009). Professional and public health campaigns to 

reduce the stigma of PMH and encourage women to discuss symptoms with a HCP 

would also be beneficial (Russell et al 2013b).  
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6.8 Recommendations for research  

 

My study is the first study in a programme of research around PNA. I am currently 

involved in further research which is exploring women’s views and experiences of PNA. 

This research aims to gain insights into women’s perspectives of how their PNA 

started, how it was first identified and diagnosed and any interventions they were 

offered. It is important to understand what is suitable and acceptable with regards to 

both case-finding tools and possible interventions to ensure that women find 

interactions with HCPs around PNA feel supportive and useful. Comparative analysis 

across the data-sets will be conducted to provide further insight into research gaps. 

After this, potential future research has been outlined where I would like to investigate 

optimal interventions for PNA in a Doctor of Philosophy (PhD) thesis.  

 

Opinions from HCPs around case-finding tools was mixed, however it was identified 

that if a validated tool was available for PNA it could be beneficial. There have been 

several case-findings tools developed over recent years that could fill such a gap and 

work towards the validation and approval of use in a clinical setting may be helpful to 

increase identification of PNA and allow for HCPs to monitor PNA symptoms. 

(Somerville et al 2014; Fallon et al 2016). 

 

Brockington, Butterworth and Glangeaud-Freudenthal (2017) suggest that whilst PMH 

services should aim to improve awareness and reduce stigma surrounding PMH 

problems they should also try to engage in research into causation, treatment and 

prevention of PMH problems. Other areas to consider are necessary to understand 

what women view as ‘negative experiences and interactions during childbirth’ to try 
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and improve the experience of childbirth (Grekin and O-Hara 2014) and the use of 

appropriate technological interventions for PMH problems (Ashford, Olander and 

Ayers 2016). 

 

The final chapter of this MPhil will discuss my reflections around this MPhil. This will 

cover issues such as reflexivity and describe what I have learnt throughout this 

process.  
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7 Reflections  
 

In this chapter I will discuss my reflections on completing this MPhil. I will give 

consideration to ways in which I have developed as both an academic, a general 

practitioner and an individual. I will discuss the concept of reflexivity which takes into 

account the impact that an individual researchers’ background and role has on a 

research study from considering why they choose to investigate a research question, 

the methods they choose to perform the study, the analysis process and the 

dissemination techniques (Malterud 2001). I will reflect upon specific parts of the 

research process, with specific focus given to conducting the interviews and 

performing data analysis.  
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7.1 My personal circumstances  

 

I started work towards this MPhil in late 2016. I was a Specialty Trainee year three 

(ST3) Academic Clinical Fellow (ACF) in General Practice, a post which was funded 

by the National Institute for Health Research (NIHR). I had previously been an 

Academic Foundation Programme (AFP) Doctor which had really developed my 

interest in academic General Practice and made me keen to pursue further academic 

appointments. I was therefore very pleased to have been offered this ACF post and 

was keen to maximise the opportunities it provided me with. Prior to starting this MPhil 

I had completed a Postgraduate Certificate in Medical Education (PGCE [MedEd]) 

during my AFP years and a Postgraduate Diploma in Medical Sciences 

(PGDip[MedSci]) within my ACF post so I had some previous experience of 

postgraduate academia but nothing which compared to completing an MPhil. 

 

I am married and have an active personal life in which I pursue a variety of hobbies. I 

became pregnant with my now nearly two year old daughter in autumn 2016 which 

meant that the timeline for completing both my clinical and academic work needed to 

be adjusted. Along with adjusting to being a new mum, my daughter was also 

diagnosed as being profoundly deaf via new born screening which means that she has 

additional needs. She underwent surgery to have cochlear implants inserted in June 

2018 aged 12 months and now she requires regular hospital and therapy 

appointments.  

 

This major change to my personal circumstances meant my approach towards work 

shifted slightly which I initially found quite challenging to accept. Whereas before I may 
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have thought nothing of working extra hours or working late now I suddenly found that 

this simply wasn’t possible as I wanted to place my daughter’s needs first. My daughter 

is happy and thriving which is the most important thing to me now and reassures me 

that she is benefitting from all of the extra input that we are able to access and provide 

for her. It certainly hasn’t been easy to balance clinical work, academic work and my 

daughters’ additional needs but I have found a way that works for me as an individual 

and for us as a family which I think is the most important thing.  
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7.2 Personal and professional development  

 

This is the second qualitative study I have conducted, and my previous experience 

meant that I had some understanding of what completing a qualitative study would 

entail. In contrast to this, writing this MPhil has been a completely new challenge and 

I have developed both personally and professionally whilst completing it and this next 

section will outline reflections upon these.  

 

7.2.1 What have I learnt?  

 

I have learnt a huge amount about both myself and my approach to research whilst 

conducting my study. Some of the learning has been positive and reinforces already 

established working methods, however if I were to do my study again there are several 

things I would change.  

 

7.2.1.1 The importance of organisation  

I have always considered myself to be an organised individual however adding in a 

project as big as an MPhil to an already busy clinical working life was always going to 

take some adjustment and adaptation in order to complete both my GP training and 

the MPhil alongside one another. I have found that I work more efficiently than prior to 

having my daughter and I am better equipped to prioritise tasks and plan my working 

week to maximise my efficiency and productivity. Forward planning has become 

second nature and I plan my time quite strictly to try and meet deadlines.  
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Prior to starting this MPhil I didn’t understand how much time each element of the 

process would take. This lack of understanding and appreciation for time meant that 

my initial plan for work completion was very unrealistic. Although I think all researchers 

find that sometimes time is short I do think I have a more realistic perspective of how 

long elements of research can take. This would affect my work planning and I think in 

the future I would allocate time to ‘catch-up’ in my work plan to try and keep on track.  

With greater understanding about how long it takes to write up work I also think in the 

future I would try to do more writing as I went along with the study. I think writing 

alongside completing the research may have been more time efficient, less time 

consuming and less stressful particularly towards the end of writing with an imminent 

deadline looming. Along the same theme, I think if in the future I need to take a break 

within a study I would prepare a little more; writing down more of my thoughts and 

plans to make it easier on my return would probably be helpful.  

 

Whilst completing this MPhil I chose to do my referencing manually, something which 

has been considerably more time consuming than I had anticipated. With further work, 

certainly if I am able to complete a PhD, I will find a referencing system and start using 

it right from the beginning of my study which I imagine would save quite a bit of time, 

particularly towards the completion of a study.  

 

7.2.1.2 Challenges with balancing clinical and academic work 

Academic life can be more flexible than clinical work, something which has both 

advantages and disadvantages. Sometimes one area is impacted negatively whilst the 

other flourishes and I am trying to accept that this ebb and flow is likely to occur 

regularly throughout my career. The old adage of ‘If you want something to be done 
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ask a busy person’ certainly holds some truth but I have certainly become better at 

recognising my limits and trying to avoid taking on any extra work that I don’t have 

adequate time to complete. I am now increasingly aware of the need to develop and 

sustain balance between work and home life; something which can be very challenging 

at times. 

 

The possibility to work flexibly has allowed me to attend appointments for my daughter 

and maintain my working hours which has been something I have found very 

beneficial. I have a dedicated working space at home for when I wish to work from 

home which is a way of trying to separate my home and working life time. Accepting 

that not everything has to be ‘perfect’ did not use to be in my nature, however I now 

feel that if I can honestly say that I have worked hard, been realistic with targets and 

done my best then I am (usually) satisfied.  

 

7.2.1.3 Research training  

Throughout this MPhil I have been able to carry out a variety of research training which 

has enabled me to carry out my study but has also provided me with skills that I will be 

able to use in the future. I have completed Qualitative and Advanced Qualitative 

Masters of Research (MRes) modules which really helped with my understanding of 

how qualitative research works and the methodological considerations that need to be 

taken into account when undertaking a qualitative study.  This training enabled me to 

explore qualitative methodology from different perspectives, not just from a health 

services research perspective which I found useful.  
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7.2.1.4 Literature searching and critiquing 

Having previously completed a systematic review I have some experience in literature 

searching, critical appraisal and data extraction which has given me a good grounding 

for further research and definitely helped with my study. Although I can confidently 

state that my academic writing skills have improved, completing the PNA study has 

also demonstrated just how much I have to learn and skills that I need to develop. I 

find critiquing and comparing literature very interesting but it is very different reading 

an individual paper to reading around a hundred papers and critiquing and comparing 

them appropriately.  

 

The sheer volume of literature involved has been quite daunting at times and I have 

sometimes been worried that I have missed a ‘key paper’ which has led me to repeat 

my searches periodically and try and keep as up to date as possible with newly 

published literature. To try and make this process easier I have developed a system 

for recording my thoughts about papers when I read them to make recalling information 

a little easier. When I read a new paper I extract key quotes and interesting points and 

note down my thoughts about it. This means that I have a key document that I can 

refer back to about each published paper which is fairly succinct. Other researchers 

are likely to do something similar, (I am certainly not suggesting that I have developed 

this as a new approach) but I have found this works for me.  

 

7.2.1.5 Academic writing skills  

As this is by far the longest single piece that I have ever written I have had to be aware 

of the volume of text that is needed to fulfil the research question. Trying to link all the 

chapters together in a fluid manner and avoid unnecessary repetition has been difficult 
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with such large volumes of text but hopefully I have achieved it. I tried to plan each 

chapter with a reasonable amount of detail prior to starting to write properly which has 

helped as it means I have a logical place for all of the information. The skills I have 

developed of constantly moving backwards and forwards between different chapters 

to check that they flow well to one another will be very useful in the future if I complete 

a PhD.  

 

7.2.1.6 Data analysis  

The analysis process was really thought-provoking. I had to try and set aside my own 

professional clinical opinions and make sure that I was interpreting the data fairly and 

not looking for themes that I had anticipated would occur. There were some themes 

that I anticipated would emerge from the data such as lack of awareness around PNA 

and issues accessing support for women with PNA. This was reassuring as it 

confirmed that my clinical practice as a GP is similar to my colleagues. In contrast to 

this however, there were some themes that I had not anticipated would emerge such 

as discussion around fragmented care and the impact of co-location on providing 

integrated care for women.  

 

7.2.1.7 The process of completing the MPhil  

By far, the hardest part of completing this MPhil was taking a break in the middle of it 

for maternity leave and returning to work around eight months later. When I went off 

on maternity leave I had just completed all of the GP interviews and I felt really 

engrossed in the study; understanding exactly where I anticipated it would go and with 

a clear plan for it all. I found it quite difficult on my return to work to get back into the 
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habit of academic working and it took me a couple of months to feel like I was fully 

absorbed into my study again which was frustrating.  

 

7.2.2 Implications for my continued professional development 

 

Completing my study has really confirmed to me that I wish to continue to pursue the 

development of a career in academic General Practice. My aim is to continue working 

in primary care mental health research and establish this as my core research area of 

expertise. I feel that I can make a positive contribution to the excellent research that is 

conducted within the iPCHS.  

 

I will continue with clinical work as a GP in the NHS for part of my week alongside 

research work. This combination is highly satisfying and I have demonstrated 

throughout my ACF post that I am able to balance the combination of the two 

effectively. I feel that both parts of my working life are able to have a positive impact 

on the other, and my research is rooted in clinical reality which ensures it will have 

maximum benefit for clinical practice and policy.  

 

My major career goal is to establish myself as a clinical academic. I aspire to a senior 

post in a research institution where I would work as part of a research team on a variety 

of research projects. I would anticipate developing a programme of research around 

mental health in primary care, contribute to external grant applications and continue to 

publish work in peer-reviewed journals. I envisage that I would engage in activities 

such as the supervision of students and junior academics and contribute to the 

education of both undergraduate and postgraduate medical students. I hope to 
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contribute to national guidelines and policy and therefore have a direct impact on how 

people with mental health problems are managed in primary care. Ultimately I would 

like my research to have a lasting, positive impact on patient care.   
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7.3 Reflexivity 

 

Throughout my study I have been aware of reflexivity and have often reflected upon 

this. Palaganas et al (2017) describe reflexivity as a process that allows researchers 

to acknowledge their influence on a research study and recognise any changes that 

occur in themselves as a result of the study. Dowling (2006) suggests that it is both a 

process and a concept that researchers should be aware of when conducting 

qualitative research. Reflexivity is a skill that researchers usually develop as they 

conduct research and regular mentorship can help with this process (Mitchell et al 

2018).  

 

Researchers need to understand, be aware of and consider how they as an individual 

may influence the research they are undertaking (Hesse-Biber 2007) and clearly 

outline this influence to readers (Jootun et al 2009). Providing clarity around a 

researchers’ individual perspectives and background can be seen as a basic 

requirement to ensure quality in qualitative research (Dodgson 2019). It has been 

suggested that when researchers provide this clarity the reader is able to determine 

whether they agree with the analysis provided in the text (Koch and Harrington 1998).  

 

I am aware that as an individual I am likely to have influenced my study in a few ways. 

My different personal and professional roles will have influenced my decision-making 

and approach to my study which I have been very aware of. For example, I found that 

it was easier to arrange interviews when I knew the individual, something which is 

reflected in the literature (Chew-Graham et al 2002). Also, as I was pregnant whilst 

completing the interviews I was very aware of the effect that fluctuating hormones and 
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changes in my personal circumstances could have on my mood. I imagine that this 

change in circumstances will have changed my perspective when analysing data.  

 

Although historically reflexivity has been discussed with regards to an individual it has 

been recognised that reflexivity can occur within teams and leads to ‘improved 

productivity and effectiveness and higher quality’ research (Barry et al 1999, page 25). 

Having multiple researchers on a team engaged in reflexivity ensures rigour in 

academic reasoning when analysing data and also reduces individualism within 

academic research (Erickson and Stull 1998). As mentioned previously in my methods 

chapter (page 51) having multiple perspectives on the data is helpful (Henwood and 

Pidgeon 1994) however when considering reflexivity having multiple researchers 

involved in qualitative research has other benefits. Developing a reflexive dialogue 

within teams strengthens study design ‘not for the purpose of consensus or identical 

readings, but to supplement and contest each other’s statements’ (Malterud 2001, 

page 484). Via this process researchers within a team can challenge each other’s pre-

conceptions and ensure that any arguments presented after data analysis are 

sufficiently developed and rigorous.  

 

As a GP trainee interviewing peers, I also need to consider the impact of my position 

and relationship to the participants. Quinney, Dwyer and Chapman (2016) compared 

nurse to nurse qualitative interviewing and found that the dynamic between the two 

professionals needs to be carefully considered to ensure that it does not endanger the 

integrity of the research. It is also well established that a hierarchy exists within 

medicine which could cause problems relating to confidence and perceived seniority 

with HCPs interviewing one another (Crowe, Clarke and Brugha 2017). As a trainee 
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GP interviewing qualified GPs I was able to acknowledge that I don’t have as much 

experience as the GPs but didn’t ever feel intimidated or that my status was vulnerable. 

In contrast to this it is important to acknowledge that the GPs themselves may have 

also seen me testing their knowledge and morals which may have led to some feelings 

of professional vulnerability and caused them to provide different answers (Coar and 

Sim 2006; Chew-Graham et al 2002). An example of this is below where a GP 

participant in my study can be seen to express frustration that they couldn’t think of the 

answer that they wanted to provide:  

 

‘there’s probably something glaringly obvious but right now I can’t think . . .’ 

(GP008) 

 

As I was seeking to explore individuals’ experiences of PNA, my study wasn’t a test of 

HCPs knowledge, however it is interesting that it was perceived in that way by some 

individuals. I am not sure that this will have had a significant impact on the data as it 

certainly didn’t feel like individuals were changing their answers to alter their 

perspectives but it is important to consider and be aware of.  

 

I did find it challenging at times to conduct the interviews from an impartial stance, 

mainly due to my clinical background. Medical professionals are trained to conduct 

consultations with patients using quite standardised techniques such as the Calgary 

Cambridge model, developed by Silverman, Kurtz and Draper (2013). In comparison 

semi-structured qualitative interviews do not seek the need to acquire an absolute truth 

and instead aim to explore an individuals’ perspective of a topic (Bryman 2006). There 

is usually less time pressure and the interview does not need to have as much structure 
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as a medical interview does. In a clinical consultation doctors need to seek the relevant 

information in order to make a diagnosis and develop an appropriate management 

plan; qualitative interviews do not need to reach such a specific outcome, making them 

considerably more flexible.  

 

The process of reviewing the transcripts and learning about my interviewing technique 

was enlightening. There were occasions where I wished that I had sought more 

clarification about a point a participant was making or explored a comment a little more. 

There were also some points where during the interview I felt like I was gathering lots 

of data but actually this wasn’t the case, as it wasn’t data that I could use to illustrate 

a point and had to ask further questions to get useful data. The extract below is an 

example of this from the interview with GP001:  

 

Int: “So, do you feel you have a role in delivering perinatal care” 

Ppt: “Yes, yes definitely.” 

Int: “Okay, and what sort of role would you say that is?” 

Ppt: “Um, trying to identify perinatal anxiety, perhaps in a woman who isn’t going 

to come forward as admitting that it’s a problem, so trying to spot it and for 

someone who does realise it’s a problem to sign-post them to the best, uh, help, 

be it counselling or medication for the anxiety that they are presenting with.” 

 

As you can see in this extract in the first question the participant does confirm that they 

have a role in perinatal care but then I need to ask a further question to seek more 

information about this role. On reflection, this is because I used a closed question 

initially which is not very helpful and in qualitative interviewing a more exploratory 
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approach would allow for greater information to be gathered from the participant 

without as much need for further questions.  

 

Keeping a reflexive journal has been suggested as a technique to foster reflexivity 

within qualitative research (Lincoln and Guba 1985). This is something I have done 

automatically and I find it very helpful. Reflexivity needs to occur throughout different 

stages of the research process in order for it to be effective (Rae and Green 2016). I 

chose to make field notes (please see Appendix Seven) immediately after each 

interview and kept a diary of my thoughts as I was completing my study. This process 

was invaluable to keep my thoughts clearly documented and allowed me to reflect on 

how my perspectives of the data changed or was confirmed with further interviews. As 

I found the process so helpful in further research I would keep a reflective diary from 

the beginning of study design, as then I could document my rationale around other 

parts of the research such as decisions about choice of methodology.  

 

After completing these interviews I feel that I now have a much greater appreciation 

about the differences in approach between a clinical consultation and conducting semi-

structured interviews for qualitative research.  
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7.4 Research process 

 

I will now reflect on specific elements of the research process that I encountered when 

completing my study.  

 

7.4.1 Ethics 

 

The first part of completing my study was gaining the appropriate ethical approval. 

When I started to work on my study the ethics approval application process had already 

been considered by other members of the team and work towards it was in the 

preliminary stages. This meant that I was able to contribute towards it throughout the 

process and understand what happened at each stage. From previous experience (my 

clinical GP training and having previously completed research Masters modules in 

Ethics in Healthcare) I feel that I have a reasonable understanding of basic ethical 

principles. I was pleased to find that this understanding of ethics in clinical medicine 

was able to be transferred to appreciating and understanding the ethics process in 

research.  

 

Prior to my study I had needed to seek ethical approval from a local University ethics 

panel for a smaller qualitative study and had found that this was quite a straightforward 

process. In this PNA study however, ethical approval was required from the Health 

Research Authority (HRA) something which I have no previous experience of. The 

application was far more detailed that I had anticipated it might be, with attention paid 

to even the smallest detail. The application was returned with comments for change 

prior to acceptance several times which meant that adjustments to the study protocol 
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were necessary. Somewhat naively, I was surprised how lengthy the process turned 

out to be and it was quite frustrating waiting for our application to be reviewed and 

commented upon.  

 

This process taught me a lot about planning research projects and ethical applications 

for them. I now appreciate that I always need to plan ahead, possibly even as far as a 

year ahead, when planning research projects that require ethical approval. As I learnt 

that the time waiting for ethical applications to be approved can be quite lengthy it is 

important that the time spend waiting is not wasted and used productively. It is 

important to consider what might happen next and plan accordingly by securing 

approval far enough in advance of when I would like to start working on a study. This 

means that projects and studies will often overlap and not finish neatly so that another 

can begin.  

 

7.4.2 Scientific Foundation Board Grant  

 

I was pleased that during my study I was awarded a RCGP Scientific Foundation Board 

(SFB) Grant (SFB2017-02). This provided me with funding that I was able to put 

towards some transcription, for travel to interviews and for conference attendance fees 

to disseminate my work. Having this extra piece of funding meant that I had more 

flexibility during the study and demonstrated to me just how helpful some additional 

financial support can be whilst conducting research. I would not hesitate in the future 

to apply for similar funding to allow the same benefits and was able to encourage other 

academic clinical fellows to consider applying for grants to support their research whilst 

contributing to a workshop around SFB grants at the RCGP annual conference in 2018.  
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7.4.3  Patient and public involvement and engagement 

 

My study was the first time that I have been able to work directly with a PPIE group. 

Working with the PMH PPIE group was very enlightening and has allowed me to gain 

greater perspective of how important good quality PPIE is within a study. Prior to my 

study I didn’t really appreciate what PPIE actually was which meant I had a very limited 

perspective with regards to how useful it could be. INVOLVE, the NIHR advisory group 

on PPIE, suggests that becoming linked to a PPIE group is one of the best ways for 

researchers to learn about PPIE (NIHR 2019), which is certainly something that 

happened with myself. I have been able to witness first-hand the meaningful impact 

that PPIE can have upon a study and ensure that research conducted is relevant and 

appropriate. I imagine that it could be too easy to get lost in the research process and 

forget what issues are actually important to patients and patient care. 

 

The PMH PPIE group I have worked with were very thought provoking and their 

constructive input encouraged me to think about the research from the perspective of 

the women PNA affects in order to consider how to address the research questions 

that we developed together. I think it can be easy to lose sight of the original reason 

for conducting research but having regular PPIE group input ensures that the study is 

regularly grounded in clinical reality. Hopefully this makes the results more trustworthy 

and useful when considering how to improve patient care.  
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7.4.4 Topic guide development  

 

When developing the topic guide I was able to use my clinical background to consider 

the areas that would be helpful to explore. It was useful to consider what I would do as 

a clinician if a woman presented to me with PNA and build questions around this as a 

starting point. As mentioned above, the PMH PPIE group provided feedback on the 

topic guide and made some suggestions that we had not considered which was really 

helpful. I found the process of developing the topic guide in an iterative manner (Miles 

and Huberman 2014) to reflect emerging themes very interesting and feel I have 

developed skills around this which I will be able to use in future work.  

 

7.4.5 Recruitment and arranging interviews  

 

Although we tried to recruit via multiple NHS sites (HVs and MWs via the SCHT, 

UHNM, SATH and RWT and GPs via the West Midlands CRN) the recruitment process 

for my study was quite challenging and it was necessary in some circumstances to use 

purposive sampling to secure sufficient participants. In some ways, use of purposive 

sampling was beneficial; for example, with the GPs it meant that I was able to interview 

GPs with different backgrounds, levels of clinical experience, gender and ethnicity. It 

was hoped that this spread of participant characteristics would lead to greater 

generalisability of the results.  

 

In contrast to this however, some of the individuals who took part did so because of 

personal and professional motivation because they had an interest in research. We 

had initially intended to interview ten of each HCP group but this wasn’t possible in the 
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timeframe that we had available. It was decided with the rest of the study team that we 

would not analyse the data gathered in the single Obs interview. This meant that 

making comparisons between perspectives of primary and secondary care participants 

was not possible, however it did mean that our paper had a strong primary care focus. 

This has allowed for more focussed recommendations for practice, policy and research 

and for dissemination purposes.  

 

At times it was a little disheartening that we were struggling to recruit, however I think 

it reflects the busy nature of current clinical practice, where it is difficult to prioritise 

research over direct clinical work and the needs of patients. I think interviewers need 

to try and make as minimal an impact into clinicians working lives and compensate 

them appropriately and these are two learning points that I will take forwards into future 

research studies. This is a good example of a tension that can occur being both a 

clinician and a researcher.  

 

7.4.6 Conducting interviews  

 

As mentioned in my Methods chapter (page 44) I conducted all of the interviews with 

GP, and TK performed all of the interviews with HVs and MWs. Prior to commencement 

of the study TK and I had planned to perform an equal number of interviews and space 

them out a little more than we did. We had hoped for more time in between interviews 

to develop emerging themes and iteratively amend the topic guide. I performed almost 

all of the GP interviews prior to TK carrying out the MW and HV interviews, because I 

was pregnant and therefore had a limited timeframe for data collection prior to 

commencing maternity leave. Ideally, we would have had more time to conduct the 
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interviews in, however I have learned that life sometimes means that good plans have 

to be adjusted and it is important to try and be flexible  

 

I found that conducting qualitative interviews has increased my confidence in 

generating qualitative data and I found the whole interviewing process enjoyable. It 

was really interesting to have lots of time available to ask people about their 

experiences and opinions and be able to explore them and try to understand their 

viewpoint.  

 

7.4.7 Research team  

 

I worked in an MDT, including those with clinical, research and sociology of health 

focussed backgrounds as well as the PMH PPIE group which meant we all had 

different strengths and could provide alternative perspectives to one another. 

Discussions around any differences in opinion were very productive and allowed us to 

reflect one another’s’ assumptions about the data in particular. It has been 

demonstrated that analysing data from multiple perspectives makes it more trustworthy 

(Henwood and Pidgeon 1994), something I wanted to maximise within my study.  
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7.5 Final thoughts  

 

Overall I have found completing this MPhil to be enjoyable and both personally and 

professionally very satisfying. I have learnt a huge amount about research such as the 

benefits of working in a research team, the processes and policies that dictate research 

and effective ways of working. I have also been able to personally experience some of 

the more challenging and frustrating elements that can be encountered during 

research and have had to develop techniques to combat these issues. I have learnt a 

great deal about myself as an individual, which will be helpful in both my personal and 

professional life.  

 

I envisage research will be a major part of my career going forwards and I have applied 

for several routes of funding to complete either a PhD or further research fellowships 

and am currently awaiting the outcomes of these. Overall, I am now pleased to be able 

to confidently state that I wish to continue to pursue a career in academic General 

Practice and this MPhil has been an excellent platform from which to begin.  
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9.3 Appendix Three: Topic guide for semi-structured interviews  

Professor of General Practice Research Professor of Psychiatry 

 

Perinatal Anxiety Study 

Interview topic guide 

 

Welcome 
Check that participant is aware of what the interview is about and invite questions 

Record written consent to digitally record discussion prior to the start of interview (if 

not, explain that you will take notes) 

 

Role of the healthcare professional during perinatal care  
I want to start by exploring your experiences of providing care to women during the 

perinatal period so that I can understand your role 

 

Do you feel you have a role in the perinatal care of women? 

How frequently do you see women during pregnancy and after birth? 

What is your role in the provision of women's perinatal care?  

Prompts: stage of pregnancy/ postnatal months, frequency, priority, nature of care 

What happens during your appointments with pregnant/postnatal women? 

Prompts: standard practice, documentation, mental health checks 

How closely do you work with other services/individuals involved in the provision of 

care to women during pregnancy/after birth? 

 Prompts: GPs, obstetricians, midwives, health visitors, social services  
 

Experiences of perinatal anxiety in the provision of perinatal care  
I now want to move on to explore your awareness and understanding of perinatal 

anxiety and how to detect this during the perinatal period  

 

What do you understand by the term perinatal anxiety? 

What is your opinion on the current provision of care provided for women with perinatal 

anxiety? 

Prompts: is what is currently available suitable/sufficient, what could help?  

Have you been involved in the management of care for women with perinatal anxiety?  

Prompts: role, frequency, how did you identify anxiety, how did you record it 
 

 

Have you ever received training about perinatal anxiety? 

Prompts: nature of training, what did you learn, reason for attending, perinatal or 
mental health generally, compulsory or self-initiated 

What role do other services/healthcare professionals have in the provision of this care? 
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Prompts: mental health specialists in your service, making referrals, sharing your 
concerns, sharing information, awareness of other services, third sector services 

How do you work with other services? 

 Prompts: what other services, availability of services, how services work 

together 

  

Barriers and facilitators to detecting perinatal anxiety 
I now want to explore what you think prevents or assists you in the detection of 

perinatal anxiety. This will be separated into anxiety during pregnancy and anxiety after 

childbirth. 

 

Do you think there are any barriers that prevent you from detecting anxiety during 

pregnancy? 

 Prompts: time, knowledge, lack of appropriate anxiety measure/tool 
Is anxiety (or mental health in general) a topic that you are comfortable raising with 

pregnant women? 

 Prompts: who raises it, when do you raise it, how do you raise it, openness 

from 

pregnant women to disclose/discuss anxiety 

What kind of things would help you to detect anxiety during pregnancy? 

Do you think there are any barriers that prevent you from detecting anxiety following 

childbirth? 

 Prompts: time, knowledge, lack of appropriate anxiety measure/tool 

Is postnatal anxiety (or mental health in general) a topic that you are comfortable 

raising with women following childbirth? 

 Prompts: who raises it, when do you raise it, how do you raise it, openness 

from 

pregnant women to disclose/discuss anxiety 

What kind of things would help you to detect anxiety in postnatal women? 

 

End of interview 
Thank you 

What happens now/next  
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9.4 Appendix Four: Invitation to participate letter  

 

 

 

 

 

 

 

 

 

Research Institute for Primary Care and Health Sciences 

Keele University 

Staffordshire                                                                                                                                                                                    

 ST5 5BG 

Tel: 01782 733905 

Fax: 01782 734719 

 

Date: 10/02/2017 

General Practitioner Invitation Letter 
 

‘Exploring perinatal anxiety from the perspectives of health care practitioners’ 
 

Dear colleague, 

 

We are inviting you to take part in an interview for a research study on perinatal anxiety. 

The aim of the study is to explore the views of a range of different healthcare 

practitioners involved in the management of care for women during pregnancy and up 

to 12 months post-partum. The study is led by Professors Carolyn Chew-Graham and 

Athula Sumathipala at the Research Institute for Primary Care and Health Sciences, 

Keele University. The interview will last for up to one hour at a time and place 

convenient to you. 

 

We have enclosed an information sheet giving more details about the study, including 

what participation will involve, and the contact details for the study team. Please take 

your time to read this information and consider whether you would like to take part.  

 

If you would like to take part please contact Tom Kingstone (Study Coordinator) by 

telephone on 01782 734829 or by email at tom.kingstone@nhs.net or by completing 

and returning the reply slip enclosed (prepaid envelope provided). 

 

Thank you for taking the time to read this letter and for considering taking part in this 

research. If you have any questions please do not hesitate to contact Tom Kingstone 

on the details above. 

  

Yours faithfully, 

 

Carolyn Chew-Graham    Athula Sumathipala 
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9.5 Appendix Five: Study Information Sheet for participants  

 

Study Information Sheet for 
General Practitioners 

Exploring perinatal anxiety from the 

perspectives of healthcare practitioners 

 
 

 

 

Invitation 

We would like to invite you to take part 

in a research study about perinatal 

anxiety.  

 

The study is entitled “Exploring 

perinatal anxiety from the perspectives 

of health care practitioners”. This study 

is being undertaken by Professors 

Carolyn Chew-Graham and Athula 

Sumathipala at the Research Institute 

for Primary Care and Health Sciences, 

Keele University. 

 

Before you decide whether or not you 

wish to take part, it is important for you 

to understand why this research is being 

done and what it will involve. Please 

take the time to read this information 

sheet carefully. Please contact us if 

anything is unclear or if you would like 

more information. 

Summary 

This study explores Healthcare Practitioner views 

on barriers and facilitators to the identification and 

management of anxiety in women during the 

perinatal phase 

We define ‘perinatal’ as during pregnancy and up 

to 12 months postpartum 

We want to hold one-to-one interviews: 

With GPs, obstetricians, midwives, and health 

visitors 

Lasting between 45-60 minutes 

At a time/place convenient to you 

Audio recorded and transcribed with consent 

The study has received approvals from 

Keele University Ethical Review Panel 

Health Research Authority 

The study is funded by NIHR Clinical Research 

Network 

Your time for participating will be reimbursed in 

accordance with BMA rates (an invoice is required; 

payment will be made via Research Institute for 

Primary Care & Health Sciences, Keele University). 

To express your interest in taking part or ask any questions please contact: 
Tom Kingstone – Research Institute for Primary Care and Health Sciences, Keele University, 

ST5 5BG – Phone: 01782 734 829 – Email: tom.kingstone@nhs.net   

 

What is the purpose of the research? 

The aim of the study is to explore the perceived barriers and facilitators to the identification 

of anxiety in perinatal women by Healthcare Practitioners (HCPs) in primary and specialist 

care; including GPs, midwives, health visitors and obstetricians. In this study we will be 

conducting semi-structured one-to-one interviews with a total of 40 healthcare practitioners 

to explore experiences of current practice in the provision of care to women with perinatal 

anxiety, to identify barriers facing HCPs in the identification of perinatal anxiety and to identify 

facilitators to support HCPs in the identification of perinatal anxiety. This study will add to 

existing knowledge about the detection of perinatal anxiety in primary and specialist care in 

the UK. The study will also inform future research to test the feasibility of an intervention for 

women with perinatal anxiety.  
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Why have I been invited? 

As a GP with experience of providing care to women during and following pregnancy, we 

would be interested in hearing your views. 

Do I have to take part? 

No, you do not have to take part. Your participation is entirely voluntary. If you take part you 

will be asked to sign a consent form at the start of the interview. This is to show that you have 

read this information sheet and consent to take part in the study. You are free to withdraw at 

any time during the interview, without giving any reason and without your rights being 

affected. You may withdraw interview data from final analysis and dissemination up to four 

weeks after the date that consent was recorded. The data from the interview will then be 

deleted. 
 

How do I take part and what will happen if I do? 

If you decide to take part in the study please contact the Tom Kingstone by telephone on 

01782 734829 or by email tom.kingstone@nhs.net. You will be invited to attend an interview 

conducted by a member of the research team. The interview will be held at a place and time 

convenient to you (e.g. your place of work) alternatively the interview can be held over the 

telephone, if preferred. In the interview we will discuss current practice in the provision of 

care to women with perinatal anxiety, and perceived barriers and facilitators to the 

identification of anxiety in pregnant and postnatal women in primary care. We expect the 

interview to last up to 1 hour. 
  

What are the benefits/risks of taking part? 

There are no expected risks or immediate benefits of taking part. However, the discussions in 

the interviews will help assess how women experiencing anxiety during and following 

pregnancy are currently identified in practice and whether there is a need or opportunity for 

this to be improved. 
  

Who will have access to information about me? 

Your participation will be kept completely confidential and your information and data will be 

anonymised (name removed) through the use of a unique study code. Audio recordings will 

be stored on a secure university network drive and transcripts of the interviews will be kept 

securely in a locked filing cabinet at the Research Institute for Primary Care and Health 

Sciences. Anonymised data may be used in future research. 
 

Who is funding the research? 

This research project is funded by the National Institute for Health Research, Clinical Research 

Network West Midlands. 

 

Has the research study been ethically approved? 
Keele University ethical approval has been granted (ERP2308: 19/10/2016). Approval has also 

been granted from the Health Research Authority to conduct this research (IRAS 211285: 

08/02/2017). 
 

What if there is a problem? 

If you have a concern about any aspect of the study and wish to speak to the researcher(s) 

who will do their best to answer your questions you should contact Professor Carolyn Chew-

Graham by telephone on 01782 734717 or by email at c.a.chew-graham@keele.ac.uk. 
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Alternatively, if you do not wish to contact the researcher(s) please write to Dr Clark Crawford 

Head of Research Integrity, Directorate of Engagement and Partnerships, IC2 Building, Keele 

University, ST5 5NH, or email: research.governance@keele.ac.uk, or telephone 01782 

733371. 
  

Contact for further information 

For further information or if you have any suggestions or comments about this study or would 

like to take part please contact Tom Kingstone on 01782 734289 or by email at 

tom.kingstone@nhs.net. 
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9.6 Appendix Six: Participant consent form  

 

 

Interview consent form for 
General Practitioners  
Exploring perinatal anxiety from the 

perspectives of health care practitioners 

 
 

 

 

   Please initial each statement  

on the dotted line to  

confirm that you agree 

1. I can confirm that I have read and understood the health visitor 

information sheet (version 1.2 dated 19/12/2016) and have had the 

opportunity to ask questions and had these suitably answered. 

 

 

…………. 

2. I understand that my participation is voluntary, that I can withdraw at any 

time during the interview, without giving any reason and without my 

legal rights being affected, and that I can withdraw my data from final 

analysis and dissemination up to four weeks after today. 

 

 

…………. 

3. I understand that the interview will be recorded and transcribed and that 

the recordings will be stored in a secure location and will bear no 

personal identifying information. I also understand that hard copies of 

transcripts will be kept for 5 years after publication of the research. 

 

 

 

…………. 

4. I understand that electronic data will be anonymised and stored 

indefinitely.  

 

…………. 

5. I understand that anonymised data may be used future research studies. 
 

…………. 

6. Audio from the interview will be recorded and stored indefinitely. 
 

…………. 

7. I understand that my participation will be kept confidential. 
 

…………. 

8. I agree to the use of anonymised direct quotes when results are reported. 
 

…………. 

9. I agree to take part in the interview. 
 

…………. 

Please sign and date below 

 

 

    

Name of participant  Date  Signature 

     



 196 

 

Name of researcher  Date  Signature 

 

One copy to be retained by researcher. One copy to be retained by participant. 
  



 197 

9.7 Appendix Seven: Example of field notes  

These notes were made prior to my first interview with GP001: 

• Expected interview length – 30-45mins 

• Possible anticipated themes: (based on my clinical experiences) 

o GPs might not see much PNA  

o GPs don’t have much training on PNA 

o Frustration with lack of time and resources across both primary and 

secondary care  

o Difficult to refer patients who are not severely unwell  

o More streamlined assessment tool might help 

o More services for women who fall between services e.g. not acutely 

severely unwell but needing help  

• How will my role as a GP trainee potentially affect the data gained? 

o Need to avoid collusion with participants  

o Need to ensure clarity within the data – try to avoid making shared 

assumptions with the participants without gaining real data to support 

points to be made  

 

These notes were made after my interview with GP001:  

• Shorter interview than I imagined 

• GPs role – this participant felt it was about sign-posting and referring  

• Reliance on MWs discussed 

• Not afraid to mention/discuss mental health with patients  

• Time constraints a common problem  

• Mother and baby [mental health team] seem to be a very good service  
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• Dad’s can have too  

• ?female GPs see more pregnant and postnatal patients? 

• What’s normal anxiety in pregnancy?  

• Impact on baby seemed to be main concern 

• Should I mention the RCGP toolkit specifically if the participant doesn’t? 

• Didn’t have any communication from specialist services whilst patients were 

receiving treatment, would have liked some  

• My thoughts on this interview  

o Participant provided lots of rich data, I didn’t need to prompt very much, 

gave lots of answers fluently and clearly  

o PNA not a familiar concept to participant – thought it was just anxiety but 

during pregnancy or postnatal period, didn’t realise it was its on entity.  

. . . .  
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9.8 Appendix Eight: Example of initial analysis  

The following is an example of the notes I made after the first read through of each 

participants transcript to develop an overview of the themes that emerged from the 

interviews. I have provided my initial analysis from GP001 and GP002.  

 

Initial Analysis of GP 001  

Role of the GP in care of pregnant women  

• Six week check provides opportunity to carry out physical and mental health 

assessment of Mum  

• Identification of PNA 

• Referral to appropriate services for care  

o Low threshold for referral  

• Some GPs may have a specialist interest in PNA, isn’t aware of anybody locally 

who does this.  

• Sees perinatal women daily – how often depends on the problem presenting, 

may need reviewing more regularly  

• GP’s are more aware of mental health problems postnatally rather than 

antenatally  

• Even if baby’s appointment has been booked always a chance to ask about 

Mum and check that she’s getting on okay, holistic approach to family care  

• Computer alerts help to link family members and alert GP to potential problems 

when seeing patients  

 

Impact of perinatal mental health problems  

• Can affect both mother and baby 

 

Work with other services  

• Used to have much closer links to the HVs 

• Obstetrics only if severe problems 

• Good links with the midwives 

• Feels the midwives are very good  

• Social services – come to regular meetings for more serious cases. Doesn’t 

usually have much more contact than this. 

 

What is PNA? 

• Reading paperwork for my study has changed opinion of the time frame for PNA 
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• Prior to reading paperwork thought it was anxiety relating to birth and delivery 

just before and afterwards  

 

Specialist mental health services  

• Better at dealing with PNA, GPs don’t deal with it, they identify and refer to more 

appropriate services 

• Communication between services isn’t frequent, maybe this is enough? 

• Long wait list at times 

• Sometimes only the more severe cases can be seen  

 

Initial analysis of GP002  

GPs only get involved if there is a ‘problem’ – often physical health, can be mental 

health too.  

 

Some GPs have ‘specialist interests’ where they see more of a certain type of patient 

due to their personal interests rather than after attaining educational certificates in 

certain areas.  

 

Gender roles again ‘women prefer to see women’ – both female GPs (GP001 and 

GP002) have said this now.  

 

Less HVs than previously, more difficult links with them now and more difficult to 

communicate with them. ‘they’ve been taken away’ – quite strong language, makes 

me feel that they have been removed against their wishes.  

 

Importance of family network, those with less support from family tend to seek more 

support from HCPs.  

 

Anxiety has ‘levels’. (I didn’t get this clarified . . . ) 
 
Have to consider the impact of Mum’s health on the baby’s health.  

 

Have to screen for depression if anxiety is present  - are they part of the same entity?  

 

Response to recognition of PNA would depend on the severity of it and has different 

ways to tackle different levels of it. 

 

Referrals for PNA - M&B for severe, HVs for mild – where does the GP sit amongst 

this? Does the GP have a role in managing PNA??? 

 

Referral to wellbeing can take a while, as can referral to the community mental health 

team – resource issue?  

 

Not sure how to code the section where the GP talks about a specific patient – quite a 

personal account.  
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Knows the guidelines around infant feeding but acknowledges that not appropriate for 

everybody and GPs should be flexible. 

 

M&B service take responsibility for all care, don’t ask GP to prescribe medication etc.  

Get correspondence from M&B but takes a while  

 

Referred in => seen by CPN/care worker => see Consultant later on – causes a ‘lag 

time’ in correspondence 

 

Importance of support network – doesn’t matter who that is, as long as it is somebody. 

Lack of support network can lead to more presentations to primary care.  

 

Giving advice as a childless person is different than if you have children – but we give 
advice all of them time, so how is this different?  
 
Changes to HV service could mean that ‘mild’ cases don’t get picked up, patients may 

not present and if the HVs aren’t available to notice problems they may not be 

identified.  

 

More reluctant to prescribe medication in pregnancy 

 

More sceptical about prescribing for anxiety as takes a long time to know if it is helping 

or not. (Clinical experience) 

 

Pregnancy puts women into a high-risk group category 

 

Doesn’t clinically see pregnant women very often. (Different to GP001 who felt that 
they saw quite a lot of pregnant women, ?why is this).  
 
Would ask about mood in the postnatal period but not routinely antenatally. 

 

Has no problems discussing mental health problems with women. 

 

Justifies why sees more mental health than other GPs in the practice, semi-specialist 

interest 

 

Rapport very important to be able to discuss mental health problems. 

 

There are scoring systems to be used but doesn’t use them – confident in clinical ability 

and assessment without needing tools. 

 

Scoring systems can be helpful in areas where the clinician doesn’t feel as 

comfortable. 

 

Knows that there is a RCGP toolkit available but there are a lot them and doesn’t have 

time to look through all of those 
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Personal reflection on transcripts GP001 and GP002 
 
After reading these first two transcripts I have recognised that although my clinical 
background can in some ways be very helpful when interpreting this data, I need to be 
careful not to super-impose my own views into the pieces and ‘look for meaning’ when 
it isn’t present. I may not agree with the codes that appear but that doesn’t mean that 
I or the other GPs are wrong, it juts reflects the differences between different GPs and 
their approach to clinical work.  
 
I also need to remain open minded to discover codes and themes that I hadn’t 
considered myself would appear and see where they take me. Coding appears to be 
like a journey and sometimes you should turn around or change direction but making 
a note of the direction of travel will be helpful later down the road with regards to data 
analysis writing.  
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9.9 Appendix Nine: Example of further analysis  

The table below is an example of how I extracted quotes from transcripts and grouped 

them into discussion points amongst emerging theme headings. The example is about 

the theme of ‘PNA as a hidden problem’.  

Discussion point  Quotes to support this:  

Uncertainty about PNA as a diagnosis:  ‘So, anxiety during pregnancy and kind 
of after, the postnatal period I suppose’ 
(MV002) 

 
‘Any anxiety around the pregnancy 
within pregnancy and the postnatal 
period’  
(MW006) 
 
‘I mean it’s a concept that I’m really not 
that much aware of either professionally 
or from reading’ (GP007) 
 

Association of anxiety with depression ‘I think that you know, that we go straight 
in, you know, sort of we’re looking at 
depression rather than anxiety I think’ 
(HV001) 

 
‘I’m trying to think when I’ve last seen a 
lady who just had anxiety . . . I think that’s 
very difficult to define but there are only 
a small number of women that would 
have pure anxiety and no mood disorder 
at all’ (GP005) 
 
‘Anxiety is obviously different to 
depression or sometimes the two go 
hand in hand’ (HV003) 
 

Opportunistic identification/scheduled 

contacts  

 

‘I suppose that would certainly increase 
the chances of picking up any problems 
so I think that’s the main sort of barriers 
[are] that we don’t tend to see them 
unless they present to us really’ (GP003)  

 
‘it maybe that that woman we see every 
week for breast feeding support or 
indeed maternal mental health support, it 
maybe that she comes into clinic, to our 
open clinic every month to get her baby 
weighed, and I suppose it’s that 
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opportunistic contact that helps provide 
the bigger picture’ (HV001) 

 
‘So health visitors used to run a postnatal 
group but that’s not running any more.  
So basically if we don’t pick it up at these 
contacts, well, we don’t pick it up.’ 
(HV004) 
 

Normal vs. pathological anxiety  ‘I was surprised about the amount of 
women that report they have anxiety 
when you ask them about it.  Some of 
that is the normal anxiety but I would say 
at least half of the women that I look after 
have some sort of anxiety’ (MW006) 
 
‘I don’t like to use the word normal but I 
think it’s understandable anxiety’ 
(GP004) 
 
‘A lot of the time you maybe ask a lady if 
she's feeling anxious, yes she is 
because she's anxious about the 
pregnancy, she's not had a scan yet, 
she's heard stories from family and 
friends about horror stories, etc.  So 
there's a lot of, like you say, 'normal' 
anxiety, which we would expect from a 
lot of first-time pregnant women or even 
pregnant women that have had a 
horrendous time in the previous 
pregnancy or delivery’ (MW006)  

 
‘It's quite a common thing and to 
normalise it, really, with ladies as well 
that it's quite common to feel anxious’ 
(HV003) 

 
‘the first couple of days someone says, 
'Oh, I've been a bit weepy.'  'Oh, that's 
normal.'  But for some people it might not 
be; it might carry on’ (MW005) 

 
‘I think all mums, all pregnant mums are 
anxious, aren’t they, about the future and 
how they’re going to cope and I would 
put that down to a normal anxiety’ 
(HV002) 
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When does anxiety become 

pathological?  

‘we do recognise like I said that pregnant 
women can be more anxious and it is 
trying to identify when that might be 
becoming more pathological rather than 
sort of normal yeah and it is sometimes 
tricky to identify that I suppose because 
we don’t see them that often’ (GP003)  
 
‘Especially if we’ve not known that 
person before they’ve been pregnant.  
We don’t know what their anxiety levels 
are like for them  . . .  It’s quite hard to 
measure and establish whether this 
person is really so anxious that it’s a 
concern or is this just anxiety due to 
being pregnant, the hormone levels 
make them more anxious and they’re 
wanting everything to be just right for 
their new baby?’  (HV005) 

 
‘I’ll ascertain from more questions as to 
whether I think it’s something that’s 
normal or whether it’s something that 
needs further support’ (MW006) 
 

Normalising PNA  ‘Well, I think their expectations are so 
high, so if they’re not fulfilling them, they 
start blaming themselves’ (HV002) 
 
‘Mum’s feel that there is an expectation 
that they will be happy because they 
have just had a baby but if they don’t feel 
happy they may not feel able to say, or if 
they’re anxious they may not be able to 
say, it may feel like they are indicating 
they aren’t coping’ (GP001)  

 
‘…but there’s still the taboo of mental 
health [yeah], I think that there’s, you 
know, there’s lots of stuff on social 
media, lots of stuff on the general media. 
But it’s still about imbedding that it’s ok 
to feel like that, that there is some normal 
[yeah] worrying you know, productive 
worries, normalising that for the woman 
[yeah]. But you know, recognising that 
there are unproductive worries and 
negative cycles [yeah], so, yeah, 
recognition and acceptance’ (HV001) 
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‘…I think there is, unfortunately, still a bit 
of a stigma around thinking, ‘If I share 
with my health visitor that I’m not coping 
and I’m experiencing low mood, then...’  
It’s quite an old-fashioned stigma but I do 
think it’s still there.  Unfortunately, they 
think we’ll go back to Social Services and 
say, ‘This mum isn’t coping. She can’t 
look after a baby’ (HV004) 
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9.10 Appendix Ten: Publication in the British Journal of General Practice 

(BJGP)  
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