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ABSTRACT
Perinatal mental health (PMH) problems are common and 
can have an adverse impact on women and their families. 
However, research suggests that a substantial proportion 
of women with PMH problems do not access care.
Objectives  To synthesise the results from previous 
systematic reviews of barriers and facilitators to women to 
seeking help, accessing help, and engaging in PMH care, 
and to suggest recommendations for clinical practice and 
policy.
Design  A meta-review of systematic reviews.
Review methods  Seven databases were searched and 
reviewed using a Preferred Reporting Items for Systematic 
Reviews and Meta Analyses search strategy. Studies 
that focused on the views of women seeking help and 
accessing PMH care were included. Data were analysed 
using thematic synthesis. Assessing the Methodological 
Quality of Systematic Reviews-2 was used to assess 
review methodology. To improve validity of results, a 
qualitative sensitivity analysis was conducted to assess 
whether themes remained consistent across all reviews, 
regardless of their quality rating.
Results  A total of 32 reviews were included. A wide range 
of barriers and facilitators to women accessing PMH care 
were identified. These mapped across a multilevel model 
of influential factors (individual, healthcare professional, 
interpersonal, organisational, political and societal) 
and across the care pathway (from decision to consult 
to receiving care). Evidence-based recommendations 
to support the design and delivery of PMH care were 
produced based on identified barriers and facilitators.
Conclusion  The identified barriers and facilitators point 
to a complex interplay of many factors, highlighting the 
need for an international effort to increase awareness of 
PMH problems, reduce mental health stigma, and provide 
woman-centred, flexible care, delivered by well trained 
and culturally sensitive primary care, maternity, and 
psychiatric health professionals.
PROSPERO registration number  CRD42019142854.

INTRODUCTION
Perinatal mental health (PMH) problems 
commonly consist of anxiety disorders, 
depression, post-traumatic stress disorder and 
stress-related conditions such as adjustment 

disorder. They can also include more severe 
difficulties such as postpartum psychosis, and 
many PMH problems are comorbid.1 2

PMH problems can adversely impact 
women and their families. They are associ-
ated with obstetric physical health complica-
tions, such as increased risk of pre-eclampsia, 
antepartum and postpartum haemorrhage, 
placental abruption, stillbirth,3–5 and preterm 
birth.6 7 Furthermore, suicide is a leading 
cause of death during the perinatal period 
in higher-income countries, accounting for 
5%–20% of maternal deaths.2 8 9 Perinatal 
suicide accounts for between 0.655% and 
3.55% of pregnancy-related deaths in lower-
middle-income countries (LMICs).10 Research 
has also found PMH problems are associated 
with a child’s cognitive, language11–14 and 
behavioural development.13 15 16 PMH prob-
lems may also mean a woman’s child is at an 
increased risk of developing mental health 
difficulties themselves.17–19 Furthermore, 
PMH problems can impact on a woman’s rela-
tionships with her partner, such as by a decline 
in relationship satisfaction,20 increased strain 
on the couple relationship21 22 and relation-
ship breakdown.23 There is also a large cost 
to society and healthcare services, with PMH 
problems costing the UK approximately £8.1 
billion every year.24

Evidence-based PMH care can reduce 
the negative impacts on women and their 

STRENGTHS AND LIMITATIONS OF THIS STUDY
	⇒ This meta-review synthesised a large amount of in-
formation from 32 systematic reviews.

	⇒ Title and abstracts and full texts were double 
screened by two reviewers.

	⇒ Only reviews published in academic journals and 
written in English language were included.

	⇒ Only 10% of studies had duplicate data extraction.
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families. For example, cognitive–behavioural therapy,25 
psychological therapies26 and certain antidepressant 
medications27 have been shown to be effective in reducing 
PMH symptoms.

Globally, evidence-based guidelines exist for PMH 
care. The WHO Millennium Development Goal 5 is to 
improve maternal health,28 and states that a mental 
health component should be incorporated as an integral 
part of maternal health policies, plans and activities in all 
countries.29 However, research suggests access to PMH 
care is variable30–33 with only 30%–50% of women with 
PMH problems identified, and less than 10% referred to 
specialist care.34–36 This variable access could be due to 
multiple reasons, such as difficulties with implementing 
PMH services,37 or due to barriers experienced by women.

Multiple systematic reviews have explored barriers and 
facilitators to women accessing PMH care. Each system-
atic review varies slightly in relation to its aim and methods 
making it hard to extract the information needed to design 
PMH services in a more accessible way. A systematic review 
of systematic reviews, or a meta-review, is arguably the most 
suitable way to synthesise results by combining results from 
multiple reviews into a single body of evidence. This allows for 
comparison of results from multiple reviews. A meta-review 
would make it easier for healthcare providers and policy-
makers to access the information and use it to inform their 
decisions.38 39 Therefore, the primary aim of this research 
is to determine the key barriers and facilitators to women 
deciding to seek help, access help and engage in PMH care 
using a meta-review.

METHOD
The protocol for this review has been registered on PROS-
PERO (CRD42020193107) (see online supplemental 
appendix 1).

Patient and public involvement
This project was developed with patient and public involve-
ment representatives from the NCT in England, and the 
Maternal Mental Health Change Agents, a group of women 
with lived experience of PMH problems in Scotland.

Data sources and searches
Searches were carried out by NR in CINAHL (1982–
present); Embase (1974–present); Medline (1946–
present); PsycINFO (1806–present), Cochrane, SCOPUS 
and Turning Research into Practice Medical Database. 
Searches were completed on 4 August 2021 and forward 
and backward searches were completed by 8 September 
2021. See online supplemental appendices 2 and 3 for 
full search syntax and results.

Study selection
Reviews were included if they used a Preferred Reporting 
Items for Systematic Reviews and Meta Analyses40 search 
strategy and focused on the views of women seeking help 
and accessing care for perinatal mental illness. See online 

supplemental appendix 4 for full inclusion criteria. Search 
results were imported into EndNote and duplicates and 
papers not meeting initial inclusion criteria (foetal distress, 
oxidative stress and non-English papers due to translation 
times and costs) were removed by NR. The remaining studies 
were imported into Eppi-Reviewer V.4, where results were 
double screened by title and abstract by two people (RW and 
GC). Following this, full-text screening was carried out by two 
people (RW and GC).

Data collection process and data items
Data extraction was carried out using Microsoft Excel by 
RW. Double coding of extracted data was carried out for a 
proportion of included reviews (n=3, 10%) by GC.

Critical appraisal of reviews
Methodology sections of included systematic reviews were 
appraised using the Assessing the Methodological Quality 
of Systematic Reviews-2.41 A decision was made to include 
reviews where confidence in results was evaluated as low and 
critically low because these reviews focused more on margin-
alised women, such as refugees, migrants, women with a low 
income and women living in LMICs, to ensure the experi-
ences of these seldom-heard women were captured. To 
improve the validity of results, a qualitative sensitivity analysis 
was carried out to assess whether themes remained consistent 
across all reviews, regardless of their quality rating (see online 
supplemental appendices 5–8).

Synthesis of results
Results were analysed by RW using a thematic synthesis42 
in NVivo and Microsoft Excel. Themes were mapped onto 
a multilevel framework adapted from Ferlie and Shortell’s 
Levels of Change framework (individual level, group/team 
level, organisational level and larger system/environment 
level)43 and used in a previous systematic review on barriers 
and facilitators to implementing PMH care, carried out by 
the review authors.37 The levels identified in the previous 
review reflect the reviewed literature and the complexities 
of the health services and are as follows: individual, health 
professional (HP), interpersonal, organisational, political 
and societal. These will be described in more detail below. 
The mapping of descriptive themes was developed deduc-
tively from the initial theoretical framework and then induc-
tively revised as new themes emerged. The mapping of 
descriptive themes was discussed by all review authors before 
being finalised. Differences of opinion were resolved through 
discussion. Recommendations were developed for policy and 
practice based on the most cited themes. For a more detailed 
methodology, please see online supplemental appendix 5.

RESULTS
Review selection and review characteristics
Screening identified 32 reviews to be included in the 
meta-review (see figure  1). See online supplemental 
appendices 9 and 10 for review characteristics.
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Figure 1  PRISMA flow diagram. From Moher et al.94 PRISMA, Preferred Reporting Items for Systematic Reviews and Meta 
Analyses.
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Risk of bias within studies
Most reviews were evaluated as having low (n=14) or 
critically low (n=5) confidence with their results. The 
remainder had moderate (n=8) or high (n=5) confidence 
(see online supplemental appendix 11).

Synthesis of results
Determining the barriers and facilitators to women help-seeking 
and accessing PMH care
A total of six overarching themes, mapped onto a multi-
level framework,43 made up of 62 subthemes were iden-
tified (see online supplemental appendix 12). The 
multilevel framework is an extension of Ferlie and Short-
ell’s Levels of Change framework43 with six levels, instead 
of four. The first level is the individual level, which reflects 
factors related to the person themselves. The second level 
is HP, which reflects factors related to the HP. Interper-
sonal refers to the relationship between women and HPs, 
this is an extension of Ferlie and Shortell’s work and was 
included because this theme was represented in the liter-
ature.37 The next theme is organisational, which relates 
to how the organisation is run, and the type of care the 
organisation delivers. The literature provided multiple 
examples of how women wanted their care designed. As 
the organisation is in charge of designing and providing 
care, ideal care was mapped as a subtheme under this 
theme. The political level relates to the policies and 
governing that may impact on women and healthcare. 
The societal level relates to larger societal factors, such as 
stigma. It is important to note that these levels do not exist 
in isolation but often impact one another, for example, a 

lack of political funding and policy will have a negative 
impact on how an organisation is run, staff burn-out and 
thus the care delivered to women.

Each level of the mult-level framework (figure 2) maps 
on to at least one part of the care pathway (figure  3). 
Each level of the multilevel framework will be outlined 
below, and within each level, the most cited barriers and 
facilitators will be presented following the chronology of 
the care pathway outlined in figure 3. Recommendations 
for practice and policy can be found in table 1. It should 
be noted that the review draws on international evidence, 
and not all the factors identified will exist to the same 
extent in all places.

Individual-level factors
Individual-level factors were identified by 25 reviews.

Deciding to consult
Barriers that prevented women from deciding to consult 
included, not understanding the role of HPs (n=6), and 
not knowing what perinatal mental illness is (n=14):

I don’t know what postnatal depression is—how 
you’re supposed to feel, look, or whatever. I don’t 
know. I have no idea … what exactly is postnatal de-
pression? What are you supposed to be doing, saying, 
or whatever? I don’t know. (44, p.e694)

Not knowing what perinatal mental illness is led to 
some women believing their symptoms were a normal 
part of motherhood (n=8), or led to women attributing 

Figure 2  The MATRIx multilevel model of barriers and facilitators to women accessing PMH care. PMH, perinatal mental 
health.
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Figure 3  Barriers and facilitators mapped onto the MATRIx care pathway. Note: Some parts of the pathway are redundant 
in healthcare systems where the woman can contact mental health services directly (eg, France or via Improving Access to 
Psychological Therapies services in the UK). Further, the process is not always linear women might jump over certain stages.
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their symptoms to external causes (eg, job loss; n=8), or 
physical causes such as hormones (n=9):

I thought it was just lack of sleep and this heavy cold. 
I thought that after a good night’s sleep it would get 
better, and I would be able to manage (44, p.e696)

Other barriers at this stage of the care pathway included 
dealing with symptoms by ignoring them (n=6), or mini-
mising them (n=12); not knowing where to go in order to 
seek help (n=7); and the fear of being seen as a bad mum 
or fear of social services involvement (n=7).

Facilitators to deciding to consult was recognising that 
something was wrong (n=9) and having supportive family 
and friends (n=5):

That’s when I thought, you know: “Something 
is really wrong here, I need to go to the doctors if 

I’m thinking about killing myself.” (44, p.e694) 
[Recognising something is wrong]

It was sort of my partner saying to me: “Right, if you 
don’t go, I’m basically making you an appointment 
… You can’t just keep feeling like this.” (44, p.e694) 
[Supportive family and friends]

Deciding to disclose
One barrier at this stage of the care pathway was not 
understanding the HP’s role, perceiving them as agents 
of social control (n=4):

‘I don’t really know what their job is. Nobody gave 
me, like, the parameters of this role of the health 
visitor [maternal and child health nurse]….’ (44, 
p.e695)

Table 1  Recommendations for improving PMH care for women

System-level factor Theme Recommendation

Individual Beliefs about health services
Beliefs about HPs
Beliefs about mental illness
Fear of judgement
Logistics

Improvement of mental health literacy for, women, family, friends 
and all who meet perinatal women*†
Free access to healthcare‡
Woman-centred care§

Healthcare 
professional

Characteristics
Time
Training and knowledge

Attend training in communication skills**
Attend training in PMH to reduce stigma**
Attend training in cross-cultural presentations of mental health 
difficulties**

Interpersonal Relationship and rapport
Language barriers
Shared decision making
Communication
Information provision

Healthcare professional to attend training in communication skills**
Healthcare professional to attend training in PMH to reduce stigma**
Healthcare professional to attend training in cross-cultural 
presentations of mental health difficulties¶**
Provision of continuity of carer¶

Organisational 
(including ideal care)

Lack of services/overstretched 
services
Characteristics of the service 
including continuity of carer
Collaboration across services

Individualised and culturally appropriate care co-designed with 
women.¶
Improved funding for PMH services.‡
Improved guidance for implementing PMH care*††

Political Immigration and economic status
Healthcare costs

Equal rights to healthcare*
Free healthcare*
Laws to protect those with immigration status*
International policy that supports the funding and implementation of 
personalised culturally appropriate care¶

Societal Stigma
Culture
Maternal norms

International, culturally sensitive public mental health campaigns 
to increase knowledge about mental illness and improve attitudes 
about people with mental illness76 95–99¶
The continuation of international policies to promote gender 
equality, higher paid parental leave,65 increased opportunity for 
women in the labour force,66 67 100 the right to access contraception 
and abortion.68*

*Recommendations for public health services (eg, the NHS, the European Public Health Association, Public Health Association of Australia).
†Recommendations for third sector organisations (eg, the National Childbirth Trust, UK; The Babes Project, Australia).
‡Recommendation for the government.
§Recommendation for organisation.
¶Recommendations for healthcare professionals.
**Recommendations for implementing PMH assessment, care and treatment can be found in Webb et al.37

††Recommendations for academics/researchers.
HP, health professional; NHS, National Health Service; PMH, perinatal mental health.
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Linked to this was the fear of social services involve-
ment and the removal of their child (n=7), as well as fears 
of being judged to be a bad mum (n=8):

I even went in at 3 months and I talked to a health 
nurse, and I just lied through my teeth because I 
thought, what are they going to do if they find out I 
can’t be a good mom? (45, p.732–733)

Access to care
The most cited barrier at this stage of the care pathway 
was logistical reasons (n=13) such as travel costs, lack of 
childcare and timing of services.

HP-related factors
HP-level factors were reported by 18 reviews.

First contact with HPs
HPs not recognising women’s help-seeking or symptoms 
(n=4), and being dismissive or normalising women’s 
symptoms (n=8) were barriers at this early stage in the 
care pathway:

I did ask for support, but I didn’t really get any. And 
the health visitor’s response—“Well you seem like 
you’re doing all right”—which kind of closes it off, 
doesn’t it (44, p.e696)

Linked to this, HPs appearing to not have enough time 
to address women’s concerns was also a barrier

The health visitor said something like: “You know, in 
this community we have to look after a thousand and 
something babies.” And that instilled in me the feel-
ing, like: “Oh, they are very busy these people, and 
I don’t have to be bothering them all the time (44, 
p.e696)

Assessment/screening
Assessment being carried out in a formulaic tick-box way, 
or not being carried out at all (n=3) was the most cited 
barrier.

Deciding to disclose
The most reported barrier at this stage of the care pathway 
was HPs appearing to not have enough time (n=4) or 
HPs being dismissive or normalising women’s symptoms 
(n=4).

Referral
Women’s perception of HPs knowledge of referral path-
ways/other services (n=3) and HPs not recognising 
women’s help-seeking or symptoms (n=2) were barriers 
to referral:

I purposely circled the things ’cos I’m struggling … 
the health visitor didn’t get back to me, which I’m 
really disappointed about. (44, p.e696)

Access to care, provision of optimal care and women’s experiences 
of care
These stages of the care pathway were mainly influenced 
by the characteristics of HPs. For example, HPs who were 
trustworthy, responsive, non-judgemental, understanding, 
caring, interested, warm, empathetic and positive (n=12) 
were facilitators. On the other hand, unhelpful or unin-
terested staff were barriers (n=2).

Interpersonal factors
Interpersonal-level factors were identified by 14 reviews.

Deciding to consult, deciding to disclose and women’s experience 
of care
The development of a strong and trusting relationship 
with a HP (n=10) was a facilitator to women at each of 
these stages of the care pathway:

She’s a supplement to my own mother. She’s easy to 
talk to. I depend on her. She’s not just there to take 
care of the baby but for the mothers too. She started 
a group for us new mothers. (46, p.79)

First contact with HPs, assessment and provision of optimal care
Language difficulties (n=6) and a lack of shared decision-
making (n=6) were barriers at these stages of the care 
pathway:

When the midwife visits, I can only speak the sentenc-
es about requesting a translator … They said that this 
kind of service is limited … that is what is difficult be-
ing Chinese—language barrier. (47, p.6) [Language 
difficulties]

… it would have been good I think to have been 
listened to about the side effects. I was on a very high 
dose of Olanzapine [sic] and it just knocks you out … 
(48, p.754) [Shared decision making]

Organisational factors
Organisational-level factors were identified by 21 reviews.

Screening/assessment
The most cited barriers to screening/assessment was the 
wording or contents of the tool (n=2), or if the tool was 
delivered in a tick-box way (n=6).

There’s so much more that you want to say, rath-
er than just answering quite closed questions. (44, 
p.e695)

Some women found screening tools particularly prob-
lematic if the tool was not in her first language, indicating 
that cultural factors can overlap with organisational 
factors. For example, one review reported that certain 
questions may not elicit true feelings from Vietnamese 
women living in the UK because of the shame of admit-
ting to these.44 Further, question Q10 on the EPDS45 (‘the 
thought of harming myself has occurred to me’) was seen 
as problematic to Arabic, Vietnamese and black Caribbean 
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mothers44 living in the UK or USA, highlighting the need 
for culturally sensitive and relevant assessment tools.

Access to care
Practical characteristics (n=5) of the organisation and 
services offered, such as a lack of childcare facilities, hard 
to reach locations and timing of appointments were a 
barrier to access:

You have to have someone to look after your baby so 
who am I going to get to look after [my baby] (44, 
p.e695)

Other barriers at this stage of the care pathway included, 
a lack of services or overstretched services (n=7), a lack of 
collaboration across services (n=3) and lack of continuity 
of care (n=2):

You shouldn’t have to press that danger button of ‘I'm 
gonna self-harm’ or ‘I'm gonna hurt my children’ for 
someone to help you. (48, p.756) [Lack of services]

My GP [general practitioner/family doctor] says go 
the HV [health visitor] and HV says go to GP. I don’t 
know what to do, I need help, don’t know where to 
go, or who to turn to (47, p.5) [Lack of collaboration 
across services]

Every time I went to see the midwife, or…, I always 
had somebody different, and I don’t want to tell 10 
people my story. (48, p.752) [Lack of continuity of 
care]

Women reported wanting care that gave them an oppor-
tunity to talk to someone and discuss their emotional 
difficulties (n=8); some women wanted this opportu-
nity within a peer support or group setting (n=12) and 
reported that an appropriate peer group could provide 
them with validation for their feelings (n=3). Care also 
needed to be individualised (n=10), and be culturally 
sensitive (n=8):

In Pakistan we only saw lady professionals, but here 
you don’t have a choice, you have to see the men as 
well otherwise you don’t get to see a doctor… (51, 
p.10)

Women also appreciated care that provided them with 
information about PMH problems (n=5). Further, the 
location of the care needs to be easy to reach or carried 
out in women’s homes (n=7), and women should not be 
discharged too early from these services (n=4).

Political factors
Political factors were defined as factors that governmental 
agencies have influence over (eg, poverty, immigration, 
housing). Eight women identified these factors.

Deciding to consult and access to care
Immigration status (n=4) and economic status (n=8) 
influenced women’s decision to consult and access to 
care:

Because when you’re legal you can take the child 
to the day-care and look for a job… if you don’t 
work, it’s like you’re dead, being alive… (52, p.13) 
[Immigration status]

…if she has no money, how is she going to find help 
[with PPD]? (53, p.12) [Economic status]

This is due to the costs of healthcare and women’s fear 
of being deported if they access help. Economic status 
was often exacerbated by immigration status with women 
reporting not being able to get health insurance due to 
their immigration status (n=4).

Women’s experience of care
Economic status also impacted women’s experience of 
care in terms of women not being able to feel any sense 
of well-being when they were unable to fulfil basic needs 
such as ‘…Not having enough money to make ends meet…’ (54, 
p.12) (n=4).

Societal factors
Societal factors were identified in 24 reviews. The main 
societal factors that influenced a woman’s journey along 
the care pathway were culture, societies’ norms of what 
a ‘good mum’ should look like (maternal norms) and 
stigma. All these factors intertwine and influence one 
another. There was only one review that only included 
studies from LMICs,46 therefore, these results mainly 
refer to western cultures.

Deciding to consult and deciding to disclose
Stigma (n=21) and the maternal norm for women to show 
they are strong, that they can cope and be a good mother 
(n=18), prevented women from deciding to consult, and 
deciding to disclose:

Mothers tend to think they should always be there. 
And mothers are supposed to be always rock solid, 
aren't they? Everyone assumes that. (56, p.568)

Adherence to cultural traditions (n=16) in women who 
had moved to Western countries, impacted their deci-
sion to consult and disclose. Two reviews reported that 
Hispanic women living in the USA felt they needed to 
remain strong (n=2), feeling they needed to show that 
they could cope, and that stigma prevented them from 
seeking help; they did not want to be seen as ‘crazy’ or 
‘loco’ (57, p.97).

Four reviews found that South Asian women living in 
the UK did not consult or disclose for similar cultural 
reasons, for example, ‘for fear of an inability to perform their 
role as a woman and a mother’ (58, p. 325), perceiving symp-
toms in religious terms ‘All illness is coming from God’ (44, 
p.e649), and stigma:

There is a huge stigma of being mentally ill in the 
public, but for us Asians there is a double disadvan-
tage. I really fear that work will find out.’ Pakistani 
woman living in the UK (47, p.5)
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Black African and Caribbean women living in the UK 
or USA were also deterred from deciding to consult and 
disclose because of the expectation of women to be strong 
and be able to cope (n=4).

Access to care, provision of optimal care and women’s experience 
of care
Women’s cultural backgrounds highlighted the need for 
culturally sensitive care. The lack of this care was as a 
barrier to access, provision of optimal care and women’s 
experiences of care (n=8). Two reviews explained how 
Hispanic women living in the USA felt that language 
barriers, cultural insensitivity, and financial difficulties 
were a barrier to them accessing care.47 48 Further, Jorda-
nian women (living in Australia) spoke of being torn 
between their own cultural practices and Western health 
advice, having HPs putting pressure demands on them to 
change their beliefs and behaviours.47 For women living 
in sub-Saharan Africa, the cultural tradition of confine-
ment after birth meant women felt unable to leave their 
house for fear of being shamed. This was further exacer-
bated by the attribution of postnatal ill health to inade-
quate adherence to tradition.46

DISCUSSION
This meta-review identified a wide range of barriers and 
facilitators to women accessing PMH care, that were influ-
ential at different levels (figure  2) and across different 
stages of the care pathway (figure 3).

Previous research has identified multiple factors that 
act as barriers to women seeking and accessing help for 
PMH problems. The factors include women not recog-
nising the need to seek help,49–53 the need for HPs to 
receive training on perinatal mental illness and cultural 
sensitivity,44 49 54–60 continuity of care49 51 56–59 61 62 and 
stigma.47–49 53 55 56 60 61 63 64 Our findings are in line with 
these previous studies and adds to the body of evidence 
by identifying barriers and facilitators to PMH care, 
across the globe and presenting them on a multilevel 
model, and at different stages of the care pathway. This 
provides opportunities for HPs, service managers and 
policy-makers to identify barriers and facilitators that are 
most relevant to their context. The mapping of barriers 
and facilitators in this way, has also led to the develop-
ment of evidence-based recommendations for design and 
delivery of PMH care.

Recommendations for PMH care
The results from this meta-review can be used to inform 
healthcare providers and policy-makers on the optimal 
characteristics of PMH care and are summarised in 
table 1. This meta-review showed a complex interplay of 
multilevel factors that influence women’s help-seeking 
and access to PMH care. Thus, recommendations for 
policy and practice also relate to both international-level 
guidelines, and guidelines for national and individual-
level care. International-level guidelines should facilitate 

more personalised care and should feed into national 
guidelines and be adopted where appropriate.

Societal factors such as stigma, maternal norms 
and culture play a large role in women accessing care. 
Research suggests that public mental health campaigns 
can increase knowledge about mental illness and improve 
attitudes about people with mental illness.65 Therefore, 
increasing women’s, families’, those who have regular 
contact with women in the perinatal period, and the 
public’s mental health literacy, could be carried out on 
an international level. This could be done through public 
health campaigns, and education within the commu-
nity, such as antenatal education, and at healthcare 
appointments.

Maternal norms identified in this meta-review related 
to women believing that they needed to be strong and 
show they could cope. There may be some potential to 
change societal beliefs around maternal norms through 
increasing societal expectations about fathers’ role in the 
family through more equal parental leave. For example, 
in countries where parental leave is more equal (eg, 
Finland), the uptake of paid paternity leave is higher.66 
Changing society’s maternal norms could also be done 
by increasing women’s equality. Research suggests that 
stereotypes of what a mother or a woman should look like 
are beginning to change in countries where women have 
gained more participation in the labour force67 and have 
the right to access contraception and abortion.68 However, 
research is needed to corroborate these findings.

At the political level, immigration and economic status, 
and healthcare costs were barriers to women accessing 
healthcare. The results from this meta-review show how 
race and gender interact to influence women’s expe-
riences of the healthcare system (intersectionality).69 
White women living within their country of birth who try 
to access PMH care are faced with barriers (eg, no child-
care support), but women of colour, migrant women, 
or migrant women of colour are faced with additional 
barriers (eg, language barriers, structural/systematic 
discrimination). This finding is supported by research 
in general healthcare that has found ethnic minority 
and migrant women are disproportionately affected by 
existing barriers to accessing healthcare.70 As found in this 
meta-review, these barriers include language and commu-
nication barriers, stigma, the cost of healthcare71 and the 
inability to access culturally appropriate services.72 This 
shows the need for equal rights to healthcare, regardless 
of immigration or economic status. Further, changes at 
the legislative level are needed to protect those who have 
migrated to a different country from being penalised for 
accessing healthcare.71

At the organisational level, this meta-review identified a 
range of factors that women viewed as ideal care. Women 
appreciated the opportunity to discuss screening results 
with HPs and for it not to be filled out as a ‘tick-box’ exer-
cise.73 In terms of treatment, women wanted the oppor-
tunity to talk to someone (a HP or a peer) about their 
difficulties.53 56 57 69 72 74 They found peer support offered 
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them a sense of validation which they appreciated.75 
To overcome logistical barriers, the location of services 
should be easily accessible, or in women’s homes.44 48 56 61 
Further, the length of treatment should be flexible and 
based on women’s needs. Women did not want a ‘one-
size-fits-all’ approach but wanted individualised treatment 
that was culturally appropriate.47 49 54–57 59 75 76

At the interpersonal and HP level, the characteristics 
of the HPs were important, as was their communication 
with women. Women reported that many HPs normalised 
their symptoms or were dismissive of their attempts to seek 
help. This may reflect the heavy workload experienced by 
many HP.77–79 For example, research suggests that consul-
tations where mental health problems are discussed take 
longer, and HPs often feel there is not enough time to 
address concerns fully.79 80 This finding could also reflect 
inadequate training.81 Within the UK, guidance states that 
all midwives and health visitors should receive training 
in order for them to identify, care for and refer women 
with PMH problems.82 However, a synthesis of 30 studies 
found that midwives lack the confidence, knowledge and 
training to do this,83 therefore, training around mental 
health is important. Another key training need is cultural 
sensitivity and cross-cultural understanding of PMH. 
Some systematic reviews in this meta-review identified 
that women were treated in a culturally insensitive way 
by HPs and that women of colour were less likely to be 
offered treatment or be asked about their mental health. 
It has been suggested that training given at medical and 
nursing school does not do enough to reduce uncon-
scious biases against marginalised groups, which in turn 
influences treatment provided by healthcare providers.84

Improved interpretation services within PMH care may 
aid culturally sensitive care. Another potential way to 
improve culturally sensitive care is through the recruit-
ment and retention of healthcare providers from diverse 
backgrounds.85 This strategy has the potential to improve 
interpersonal relationships between HPs and patients,86 87 
which may therefore increase disclosure of PMH prob-
lems to HPs. In addition, research suggests increased 
representation of diverse populations in healthcare is 
associated with improved communication between health 
providers,88 89 which therefore may reduce the risk of 
women falling through gaps in the care pathway.

Further, it has been argued that the way the western 
world views mental illness is very ethnocentric90 and that 
culture and society influences what is viewed as a mental 
illness.91 This may mean that some women’s attempts 
to seek help are missed by HPs. It is, therefore, crucial 
that cultural sensitivity and cross-cultural mental health 
training is provided to HPs.

In terms of individual-level factors, many of these 
barriers can be improved through the recommendations 
suggested above. For example, improvement of knowl-
edge around mental health is likely to reduce women’s 
fear of judgement and self-stigma and increase her 
awareness of the symptoms she is experiencing, which 
may encourage help-seeking.92 Redesign of care, such 

as providing easily accessible healthcare, may reduce the 
logistical barriers women experience.

Strengths and limitations
The strength of this meta-review is the synthesis of a large 
amount of information from 32 systematic reviews from 
many different countries in order to identify barriers 
and facilitators to women deciding to seek help, access 
help and engage in PMH care. This information was then 
used to provide recommendations for the design and 
delivery of care. A limitation of the methodology is that 
only reviews published in academic journals and written 
in English language were included. Relevant reviews from 
health services, charities, third sector organisations, and 
other grey literature may have been missed. Another 
limitation is that only 10% of studies had duplicate data 
extraction. However, concordance was high, and it is 
therefore unlikely that any key themes were missed.

A limitation about the papers included in the meta-
review was that most of them were rated as having low 
or critically low quality, meaning less confidence can be 
placed on their results. However, the qualitative sensitivity 
analysis found that most themes were supported in both 
the higher quality and lower quality reviews and including 
all reviews meant there was more focus on marginalised 
women, such as refugees, migrants and women living 
in sub-Saharan Africa. This shows that the results from 
this meta-review can be interpreted with reasonable 
confidence.

Implications for future research
This review has revealed several limitations with the 
current evidence base on this topic. Very few system-
atic reviews (n=2) addressed the severity of illness, only 
one review looked at severe PMH problems59 and most 
reviews (n=24) focused only on depression. There may 
be different barriers for other PMH problems therefore 
future research should focus on researching the barriers 
and facilitators to women with disorders other than 
depression. Another limitation with the identified reviews 
is that no reviews specified whether women had given 
birth to singletons only, or twins/higher-order multiples. 
This is important, as parents of twins or multiples report 
unique experiences in accessing PMH care.93

Furthermore, reviews only covered the inclusion of 
studies carried out in 25 countries, and only one review 
included studies that were only carried out in LMICs.46 
More research is needed in other countries to further aid 
our understanding of help-seeking and accessing care 
in women with PMH problems. In addition, none of the 
identified reviews included studies from diverse families, 
including same-sex couples and the transgender commu-
nity. It is important that future research recruits more 
diverse populations to ensure all voices are heard.

Most reviews were rated as having low or critically low 
quality meaning less confidence can be placed on their 
results. However, the qualitative sensitivity analysis found 
that most themes were supported in both the higher 
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quality and lower quality reviews and including all reviews 
meant there was more focus on marginalised women, such 
as refugees, migrants and women living in sub-Saharan 
Africa. This shows that the results from this meta-review 
can be interpreted with reasonable confidence.

Conclusion
The findings from this review point to a complex inter-
play of individual and system-level factors across different 
stages of the care pathway that can influence whether 
women seek help and access care for PMH problems. 
These factors should all be considered by policy-makers 
to improve the identification and treatment of PMH prob-
lems. Recommendations for the design and delivery of 
PMH care have been produced, building on the barriers 
and facilitators identified in this review. The identified 
barriers and facilitators point to the need for an interna-
tional effort to reduce mental health stigma, and increase 
woman-centred, flexible care, delivered by well trained 
and culturally competent HPs.

Author affiliations
1Centre for Maternal and Child Health Research, City University, London, UK
2Department of Primary Care and Public Health, Brighton and Sussex Medical 
School, Brighton, UK
3Department of Women and Children's Health, School of Life Course Sciences, 
King's College London, London, UK
4Section of Women’s Mental Health, Institute of Psychiatry, Psychology & 
Neuroscience, King's College London, London, UK
5Retired, Oxford, UK
6National Childbirth Trust, London, UK
7Bodleian Health Care Libraries, University of Oxford, Oxford, UK
8Nuffield Department of Population Health, National Perinatal Epidemiology Unit, 
Oxford, UK
9Nursing, Midwifery and Allied Health Professions Research Unit (NMAHP RU), 
University of Stirling, Stirling, UK
10Faculty of Education, University of Cambridge, Cambridge, UK

Twitter Elizabeth Ford @drelizabethford, Abigail Easter @DrAbigailEaster and Rose 
Coates @RoseCoatesBN5

Acknowledgements  We gratefully acknowledge the contribution of the MATRIx 
study team: Elaine Clark, Evelyn Frame, Simon Gilbody, Sarah McMullen, Camilla 
Rosan, Debra Salmon, Clare Thompson and Louise R Williams.

Collaborators  The MATRIx Study Team: Elaine Clark, Evelyn Frame, Simon Gilbody, 
Sarah McMullen, Camilla Rosan, Debra Salmon, Clare Thompson, and Louise R 
Williams.

Contributors  RW was involved in the design of the research and carried out 
screening, quality appraisal, analysis, write up of manuscript and editing of 
manuscript. NU contributed to screening and quality appraisal of papers and 
provided detailed feedback on the manuscript. GC contributed to screening and 
quality appraisal of papers provided detailed feedback on the manuscript. EF, 
AE and JS was involved in the conceptualisation of the project, the design of the 
research, analysis and provided detailed feedback on the manuscript. AH provided 
PPI input and detailed feedback on the manuscript. NR completed the literature 
searches. FA, AS, RC and SH contributed to the design of the research and provided 
detailed feedback on the manuscript. SA was the project manager, guarantor of 
the research, was involved in the conceptualisation of the project, the design of the 
research, analysis and provided detailed feedback on the manuscript. The MATRIx 
study team provided oversight to the running of the project, and feedback on the 
work produced.

Funding  National Institute for Health Research and Health Services and Delivery 
Research Programme (NIHR128068).

Competing interests  None declared.

Patient and public involvement  Patients and/or the public were involved in the 
design, or conduct, or reporting, or dissemination plans of this research. Refer to 
the Methods section for further details.

Patient consent for publication  Not applicable.

Provenance and peer review  Not commissioned; externally peer reviewed.

Data availability statement  Data are available on reasonable request. Data are 
available on reasonable request to the corresponding author.

Supplemental material  This content has been supplied by the author(s). It has 
not been vetted by BMJ Publishing Group Limited (BMJ) and may not have been 
peer-reviewed. Any opinions or recommendations discussed are solely those 
of the author(s) and are not endorsed by BMJ. BMJ disclaims all liability and 
responsibility arising from any reliance placed on the content. Where the content 
includes any translated material, BMJ does not warrant the accuracy and reliability 
of the translations (including but not limited to local regulations, clinical guidelines, 
terminology, drug names and drug dosages), and is not responsible for any error 
and/or omissions arising from translation and adaptation or otherwise.

Open access  This is an open access article distributed in accordance with the 
Creative Commons Attribution 4.0 Unported (CC BY 4.0) license, which permits 
others to copy, redistribute, remix, transform and build upon this work for any 
purpose, provided the original work is properly cited, a link to the licence is given, 
and indication of whether changes were made. See: https://creativecommons.org/​
licenses/by/4.0/.

ORCID iDs
Rebecca Webb http://orcid.org/0000-0002-8862-6491
Elizabeth Ford http://orcid.org/0000-0001-5613-8509
Abigail Easter http://orcid.org/0000-0002-4462-6537
Judy Shakespeare http://orcid.org/0000-0003-0770-8098

REFERENCES
	 1	 Falah-Hassani K, Shiri R, Dennis CL. The prevalence of Antenatal 

and postnatal Co-morbid anxiety and depression: A meta-analysis. 
Psychol Med 2017;47:2041–53. 

	 2	 Knight M, Bunch K, Tuffnell D, et al. Saving lives, improving 
mothers’ care: lessons learned to inform maternity care from the 
UK and Ireland confidential enquiries into maternal deaths and 
morbidity 2016-18. In: MBRRACE-UK - Mothers and Babies: 
Reducing Risk throught Audits and Confidential Enquiries across 
the UK. Oxford, 2020.

	 3	 Vigod S, Kurdyak P, Dennis C, et al. Maternal and newborn 
outcomes among women with schizophrenia: a retrospective 
Population‐Based cohort study. BJOG: Int J Obstet Gy 
2014;121:566–74. 10.1111/1471-0528.12567 Available: http://doi.​
wiley.com/10.1111/bjo.2014.121.issue-5

	 4	 McAllister-Williams RH, Baldwin DS, Cantwell R, et al. British 
Association for Psychopharmacology consensus guidance on the 
use of psychotropic medication Preconception. J Psychopharmacol 
2017;31:519–52. 

	 5	 Rusner M, Berg M, Begley C. Bipolar disorder in pregnancy and 
childbirth: a systematic review of outcomes. BMC Pregnancy 
Childbirth 2016;16:331. 

	 6	 Glover V. Maternal stress during pregnancy and infant and child 
outcome. In: The Oxford handbook of perinatal psychology. 2016.

	 7	 Ding X-X, Wu Y-L, Xu S-J, et al. Maternal anxiety during pregnancy 
and adverse birth outcomes: a systematic review and meta-analysis 
of prospective cohort studies. J Affect Disord 2014;159:103–10. 

	 8	 Grigoriadis S, Wilton AS, Kurdyak PA, et al. Perinatal suicide 
in Ontario, Canada: a 15-year population-based study. CMAJ 
2017;189:E1085–92. 

	 9	 Palladino CL, Singh V, Campbell J, et al. Homicide and suicide 
during the perinatal period: findings from the National violent death 
reporting system. Obstet Gynecol 2011;118:1056–63. 

	 10	 Fuhr DC, Calvert C, Ronsmans C, et al. Contribution of suicide and 
injuries to pregnancy-related mortality in low-income and middle-
income countries: a systematic review and meta-analysis. Lancet 
Psychiatry 2014;1:213–25. 

	 11	 Murray L, Fiori-Cowley A, Hooper R, et al. The impact of postnatal 
depression and associated adversity on early mother-infant 
interactions and later infant outcome. Child Dev 1996;67:2512–26.

	 12	 Liu Y, Kaaya S, Chai J, et al. Maternal depressive symptoms, and 
early childhood cognitive development: A meta-analysis. Psychol 
Med 2017;47:680–9. 

 on A
ugust 2, 2023 by guest. P

rotected by copyright.
http://bm

jopen.bm
j.com

/
B

M
J O

pen: first published as 10.1136/bm
jopen-2022-066703 on 20 July 2023. D

ow
nloaded from

 

https://twitter.com/drelizabethford
https://twitter.com/DrAbigailEaster
https://twitter.com/RoseCoatesBN5
https://creativecommons.org/licenses/by/4.0/
https://creativecommons.org/licenses/by/4.0/
http://orcid.org/0000-0002-8862-6491
http://orcid.org/0000-0001-5613-8509
http://orcid.org/0000-0002-4462-6537
http://orcid.org/0000-0003-0770-8098
http://dx.doi.org/10.1017/S0033291717000617
http://dx.doi.org/10.1111/1471-0528.12567
http://doi.wiley.com/10.1111/bjo.2014.121.issue-5
http://doi.wiley.com/10.1111/bjo.2014.121.issue-5
http://dx.doi.org/10.1177/0269881117699361
http://dx.doi.org/10.1186/s12884-016-1127-1
http://dx.doi.org/10.1186/s12884-016-1127-1
http://dx.doi.org/10.1016/j.jad.2014.02.027
http://dx.doi.org/10.1503/cmaj.170088
http://dx.doi.org/10.1097/AOG.0b013e31823294da
http://dx.doi.org/10.1016/S2215-0366(14)70282-2
http://dx.doi.org/10.1016/S2215-0366(14)70282-2
http://dx.doi.org/9022253
http://dx.doi.org/10.1017/S003329171600283X
http://dx.doi.org/10.1017/S003329171600283X
http://bmjopen.bmj.com/


12 Webb R, et al. BMJ Open 2023;13:e066703. doi:10.1136/bmjopen-2022-066703

Open access�

	 13	 Netsi E, Pearson RM, Murray L, et al. Association of persistent and 
severe postnatal depression with child outcomes. JAMA Psychiatry 
2018;75:247–53. 

	 14	 Oyetunji A, Chandra P. Postpartum stress, and infant outcome: a 
review of current literature. Psychiatry Res 2020;284:112769. 

	 15	 Prenoveau JM, Craske MG, West V, et al. Maternal postnatal 
depression and anxiety and their association with child emotional 
Negativity and behavior problems at two years. Dev Psychol 
2017;53:50–62. 

	 16	 The APrON Team, Letourneau N, Leung B, et al. Maternal and 
paternal perinatal depressive symptoms associate with 2-and 
3-year-old children’s behaviour: findings from the apron longitudinal 
study. BMC Pediatr 2019;19. 

	 17	 O’Donnell M, Maclean MJ, Sims S, et al. Maternal mental health 
and risk of child protection involvement: mental health diagnoses 
associated with increased risk. J Epidemiol Community Health 
2015;69:1175–83. 

	 18	 Rees S, Channon S, Waters CS. The impact of maternal Prenatal 
and postnatal anxiety on children’s emotional problems: a 
systematic review. Eur Child Adolesc Psychiatry 2019;28:257–80. 

	 19	 Glasheen C, Richardson GA, Fabio A. A systematic review of the 
effects of postnatal maternal anxiety on children. Arch Womens 
Ment Health 2010;13:61–74. 

	 20	 Garthus-Niegel S, Horsch A, Handtke E, et al. The impact of 
postpartum posttraumatic stress and depression symptoms on 
couples’ relationship satisfaction: a population-based prospective 
study. Front Psychol 2018;9. 

	 21	 Nicholls K, Ayers S. Childbirth-related post-traumatic stress 
disorder in couples: a qualitative study. Br J Health Psychol 
2007;12:491–509. 

	 22	 Delicate A, Ayers S, Easter A, et al. The impact of childbirth-
related post-traumatic stress on a couple’s relationship: a 
systematic review and meta-synthesis. J Reprod Infant Psychol 
2018;36:102–15. 

	 23	 Hinton L, Locock L, Knight M. Support for mothers and 
their families after life-threatening illness in pregnancy and 
childbirth: a qualitative study in primary care. Br J Gen Pract 
2015;65:e563–9. 

	 24	 Bauer A, Parsonage M, Knapp M, et al. The costs of perinatal 
mental health problems. Centre for Mental Health and London 
School of Economics 2014. Available: https://www.centreformentalh​
ealth.org.uk/sites/default/files/2018-09/costsofperinatal.pdf

	 25	 Huang L, Zhao Y, Qiang C, et al. Is cognitive behavioral therapy a 
better choice for women with postnatal depression? A systematic 
review and meta-analysis. PLoS ONE 2018;13:e0205243. 

	 26	 Loughnan SA, Wallace M, Joubert AE, et al. A systematic review 
of psychological treatments for clinical anxiety during the 
perinatal period. Arch Womens Ment Health 2018;21:481–90. 

	 27	 Molyneaux E, Telesia LA, Henshaw C, et al. Antidepressants for 
preventing postnatal depression. Cochrane Database Syst Rev 
2018;4:CD004363. 

	 28	 World Health Organization. Millennium Development Goals (MDGs). 
2000.

	 29	 World Health Organization. Improving maternal mental health. 
Geneva, 2008.

	 30	 Baron EC, Hanlon C, Mall S, et al. Maternal mental health in primary 
care in five Low- and middle-income countries: a Situational 
analysis. BMC Health Serv Res 2016;16:53. 

	 31	 Moore D, Drey N, Ayers S. Use of online forums for perinatal mental 
illness, stigma, and disclosure: an exploratory model. JMIR Ment 
Health 2017;4:e6. 

	 32	 Kozhimannil KB, Adams AS, Soumerai SB, et al. New Jersey’s 
efforts to improve postpartum depression care did not change 
treatment patterns for women on Medicaid. Health Affairs 
2011;30:293–301. 

	 33	 Perinatal Anxiety & Depression (PANDA). Submission to the 
productivity Commission mental health inquiry: the social and 
economic benefits of improving perinatal mental health. 2019. 
Available: https://www.pc.gov.au/__data/assets/pdf_file/0012/​
250203/sub674-mental-health.pdf

	 34	 Gavin NI, Meltzer‐Brody S, Glover V, et al. Is Population‐Based 
identification of perinatal depression and anxiety desirable? 
A public health perspective on the perinatal depression care 
continuum. In: Milgrom J, Gemmill AW, eds. Identifying perinatal 
depression and anxiety: evidence‐based practice in screening, 
psychosocial assessment, and management. London: Wiley 
Blackwell, 2015: 11–31. 

	 35	 Royal College of Obstetricians & Gynaecologists. Maternal mental 
health - women’s voices. n.d. Available: https://www.rcog.org.uk/​
for-the-public/rcog-engagement-listening-to-patients/maternal-​
mental-health-womens-voices/

	 36	 Milgrom J, Gemmill AW. Identifying perinatal depression and 
anxiety. In: Identifying perinatal depression and anxiety: evidence-
based practice in screening, psychosocial assessment and 
management. Chichester, UK: John Wiley & Sons, 22 May 2015. 

	 37	 Webb R, Uddin N, Ford E, et al. Barriers and Facilitators to 
implementing perinatal mental health care in health and social care 
settings: a systematic review. Lancet Psychiatry 2021;8:521–34. 

	 38	 Grant MJ, Booth A. A typology of reviews: an analysis of 14 
review types and associated Methodologies. Health Info Libr J 
2009;26:91–108. 

	 39	 Samnani SS, Vaska M, Ahmed S, et al. Review typology: 
the basic types of reviews for Synthesizing evidence for the 
purpose of knowledge translation. J Coll Physicians Surg Pak 
2017;27:635–41.

	 40	 Moher D, Liberati A, Tetzlaff J, et al. Preferred reporting items for 
systematic reviews and meta-analyses: the PRISMA statement. 
PLoS Med 2009;6:e1000097. 

	 41	 Shea BJ, Reeves BC, Wells G, et al. AMSTAR 2: A critical appraisal 
tool for systematic reviews that include randomised or non-
randomised studies of Healthcare interventions, or both. BMJ 
2017;21:j4008. 

	 42	 Thomas J, Harden A. Methods for the thematic synthesis of 
qualitative research in systematic reviews. BMC Med Res Methodol 
2008;8:1–10. 

	 43	 Ferlie EB, Shortell SM. Improving the quality of health care in the 
United Kingdom and the United States: a framework for change. 
Milbank Q 2001;79:281–315. 

	 44	 Brealey SD, Hewitt C, Green JM, et al. Screening for postnatal 
depression–is it acceptable to women and healthcare 
professionals? A systematic review and Meta‐Synthesis. J Reprod 
Infant Psychol 2010;28:328–44. 

	 45	 Cox JL, Holden JM, Sagovsky R. Detection of postnatal depression: 
development of the 10-item Edinburgh postnatal depression scale. 
Br J Psychiatry 1987;150:782–6. 

	 46	 Wittkowski A, Gardner PL, Bunton P, et al. Culturally determined 
risk factors for postnatal depression in sub-Saharan Africa: A mixed 
method systematic review. J Affect Disord 2014;163:115–24. 

	 47	 Schmied V, Black E, Naidoo N, et al. Migrant women’s experiences, 
meanings and ways of dealing with postnatal depression: A meta-
Ethnographic study. PLoS One 2017;12:e0172385. 

	 48	 Hansotte E, Payne SI, Babich SM. Positive postpartum depression 
screening practices and subsequent mental health treatment for 
low-income women in Western countries: a systematic literature 
review. Public Health Rev 2017;38:3. 

	 49	 Button S, Thornton A, Lee S, et al. Seeking help for perinatal 
psychological distress: a meta-synthesis of women’s experiences. 
Br J Gen Pract 2017;67:e692–9. 

	 50	 Viveiros CJ, Darling EK. Perceptions of barriers to accessing 
perinatal mental health care in Midwifery: a scoping review. 
Midwifery 2019;70:106–18. 

	 51	 Slade PP, Molyneux DR, Watt DA. A systematic review of clinical 
effectiveness of psychological interventions to reduce post 
traumatic stress symptoms following childbirth and a meta-
synthesis of Facilitators and barriers to uptake of psychological 
care. J Affect Disord 2021;281:678–94. 

	 52	 Sorsa MA, Kylmä J, Bondas TE. Contemplating help-seeking in 
perinatal psychological distress—a meta-ethnography. Int J Environ 
Res Public Health 2021;18:5226. 

	 53	 Staneva AA, Bogossian F, Wittkowski A. The experience of 
psychological distress, depression, and anxiety during pregnancy: a 
meta-synthesis of qualitative research. Midwifery 2015;31:563–73.

	 54	 Forde R, Peters S, Wittkowski A. Recovery from postpartum 
psychosis: a systematic review and Metasynthesis of women’s and 
families’ experiences. Arch Womens Ment Health 2020;23:597–612. 

	 55	 Jones A. Help seeking in the perinatal period: a review of barriers 
and Facilitators. Soc Work Public Health 2019;34:596–605. 

	 56	 Hadfield H, Wittkowski A. Women’s experiences of seeking 
and receiving psychological and Psychosocial interventions 
for postpartum depression: a systematic review and thematic 
synthesis of the qualitative literature. J Midwifery Womens Health 
2017;62:723–36. 

	 57	 Morrell CJ, Sutcliffe P, Booth A, et al. A systematic review, evidence 
synthesis and meta-analysis of quantitative and qualitative studies 
evaluating the clinical effectiveness, the cost-effectiveness, safety 
and acceptability of interventions to prevent postnatal depression. 
Health Technol Assess 2016;20:1–414. 

	 58	 Watson H, Harrop D, Walton E, et al. A systematic review of ethnic 
minority women’s experiences of perinatal mental health conditions 
and services in Europe. PLoS One 2019;14:e0210587. 

	 59	 Scope A, Booth A, Morrell CJ, et al. Perceptions and experiences 
of interventions to prevent postnatal depression. A systematic 

 on A
ugust 2, 2023 by guest. P

rotected by copyright.
http://bm

jopen.bm
j.com

/
B

M
J O

pen: first published as 10.1136/bm
jopen-2022-066703 on 20 July 2023. D

ow
nloaded from

 

http://dx.doi.org/10.1001/jamapsychiatry.2017.4363
http://dx.doi.org/10.1016/j.psychres.2020.112769
http://dx.doi.org/10.1037/dev0000221
http://dx.doi.org/10.1186/s12887-019-1775-1
http://dx.doi.org/10.1136/jech-2014-205240
http://dx.doi.org/10.1007/s00787-018-1173-5
http://dx.doi.org/10.1007/s00737-009-0109-y
http://dx.doi.org/10.1007/s00737-009-0109-y
http://dx.doi.org/10.3389/fpsyg.2018.01728
http://dx.doi.org/10.1348/135910706X120627
http://dx.doi.org/10.1080/02646838.2017.1397270
http://dx.doi.org/10.3399/bjgp15X686461
https://www.centreformentalhealth.org.uk/sites/default/files/2018-09/costsofperinatal.pdf
https://www.centreformentalhealth.org.uk/sites/default/files/2018-09/costsofperinatal.pdf
http://dx.doi.org/10.1371/journal.pone.0205243
http://dx.doi.org/10.1007/s00737-018-0812-7
http://dx.doi.org/10.1002/14651858.CD004363.pub3
http://dx.doi.org/10.1186/s12913-016-1291-z
http://dx.doi.org/10.2196/mental.5926
http://dx.doi.org/10.2196/mental.5926
http://dx.doi.org/10.1377/hlthaff.2009.1075
https://www.pc.gov.au/__data/assets/pdf_file/0012/250203/sub674-mental-health.pdf
https://www.pc.gov.au/__data/assets/pdf_file/0012/250203/sub674-mental-health.pdf
http://dx.doi.org/10.1002/9781118509722
http://dx.doi.org/10.1002/9781118509722
http://dx.doi.org/10.1002/9781118509722
https://www.rcog.org.uk/for-the-public/rcog-engagement-listening-to-patients/maternal-mental-health-womens-voices/
https://www.rcog.org.uk/for-the-public/rcog-engagement-listening-to-patients/maternal-mental-health-womens-voices/
https://www.rcog.org.uk/for-the-public/rcog-engagement-listening-to-patients/maternal-mental-health-womens-voices/
http://dx.doi.org/10.1002/9781118509722
http://dx.doi.org/10.1002/9781118509722
http://dx.doi.org/10.1002/9781118509722
http://dx.doi.org/10.1016/S2215-0366(20)30467-3
http://dx.doi.org/10.1111/j.1471-1842.2009.00848.x
http://dx.doi.org/29056126
http://dx.doi.org/10.1371/journal.pmed.1000097
http://dx.doi.org/10.1136/bmj.j4008
http://dx.doi.org/10.1186/1471-2288-8-45
http://dx.doi.org/10.1111/1468-0009.00206
http://dx.doi.org/10.1080/02646838.2010.513045
http://dx.doi.org/10.1080/02646838.2010.513045
http://dx.doi.org/10.1192/bjp.150.6.782
http://dx.doi.org/10.1016/j.jad.2013.12.028
http://dx.doi.org/10.1371/journal.pone.0172385
http://dx.doi.org/10.1186/s40985-017-0050-y
http://dx.doi.org/10.3399/bjgp17X692549
http://dx.doi.org/10.1016/j.midw.2018.11.011
http://dx.doi.org/10.1016/j.jad.2020.11.092
http://dx.doi.org/10.3390/ijerph18105226
http://dx.doi.org/10.3390/ijerph18105226
http://dx.doi.org/10.1007/s00737-020-01025-z
http://dx.doi.org/10.1080/19371918.2019.1635947
http://dx.doi.org/10.1111/jmwh.12669
http://dx.doi.org/10.3310/hta20370
http://dx.doi.org/10.1371/journal.pone.0210587
http://bmjopen.bmj.com/


13Webb R, et al. BMJ Open 2023;13:e066703. doi:10.1136/bmjopen-2022-066703

Open access

review and qualitative evidence synthesis. J Affect Disord 
2017;210:100–10. 

	 60	 Giscombe T, Hui A, Stickley T. Perinatal mental health amongst 
refugee and asylum-seeking women in the UK. MHRJ 
2020;25:241–53. 

	 61	 Megnin-Viggars O, Symington I, Howard LM, et al. Experience of 
care for mental health problems in the Antenatal or postnatal period 
for women in the UK: a systematic review and meta-synthesis of 
qualitative research. Arch Womens Ment Health 2015;18:745–59. 

	 62	 Dennis CL, Chung-Lee L. Postpartum depression Help‐Seeking 
barriers and maternal treatment preferences: A qualitative 
systematic review. Birth 2006;33:323–31.

	 63	 Tobin CL, Di Napoli P, Beck CT. Refugee and immigrant women’s 
experience of postpartum depression: A meta-synthesis. J Transcult 
Nurs 2018;29:84–100. 

	 64	 Lucas G, Olander EK, Ayers S, et al. No straight lines – young 
women’s perceptions of their mental health and wellbeing during 
and after pregnancy: a systematic review and meta-Ethnography. 
BMC Womens Health 2019;19:152. 

	 65	 OECD - Social Policy Divisiod. Parents’ use of childbirth-related 
leave. 2019. Available: https://www.oecd.org/els/family/PF2-2-Use-​
childbirth-leave.pdf

	 66	 Eagly AH, Nater C, Miller DI, et al. Gender stereotypes have 
changed: a cross-temporal meta-analysis of US public opinion polls 
from 1946 to 2018. Am Psychol 2020;75:301–15. 

	 67	 Valiquette-Tessier SC, Gosselin J, Young M, et al. A literature review 
of cultural stereotypes associated with motherhood and fatherhood. 
Marriage & Family Review 2019;55:299–329. 

	 68	 Centre for Reproductive Rights. The world’s abortion laws. 
resources. 2021. Available: https://reproductiverights.org/​
worldabortionlaws

	 69	 Crenshaw K. Mapping the margins: Intersectionality, identity 
politics, and violence against women of color. Stanford Law Review 
1991;43:1241. 

	 70	 Jayaweera H. Access to Healthcare for vulnerable migrant 
women in England: a human security approach. Current Sociol 
2018;66:273–85. 

	 71	 Germain S, Yong A. COVID-19 highlighting inequalities in access to 
Healthcare in England: A case study of ethnic minority and migrant 
women. Fem Leg Stud 2020;28:301–10. 

	 72	 Kassam S. Understanding experiences of social support as coping 
resources among immigrant and refugee women with postpartum 
depression: an integrative literature review. Issues Ment Health Nurs 
2019;40:999–1011. 

	 73	 Sambrook Smith M, Lawrence V, Sadler E, et al. Barriers to 
Accessing mental health services for women with perinatal mental 
illness: systematic review and meta-synthesis of qualitative studies 
in the UK. BMJ Open 2019;9:e024803. 

	 74	 Evans K, Spiby H, Morrell JC. Non-pharmacological interventions 
to reduce the symptoms of mild to moderate anxiety in pregnant 
women. A systematic review and narrative synthesis of women’s 
views on the acceptability of and satisfaction with interventions. 
Arch Womens Ment Health 2020;23:11–28. 

	 75	 Jones CCG, Jomeen J, Hayter M. The impact of peer support in the 
context of perinatal mental illness: A meta-Ethnography. Midwifery 
2014;30:491–8. 

	 76	 Evans-Lacko S, Malcolm E, West K, et al. Influence of time to 
change’s social marketing interventions on stigma in England 2009-
2011. Br J Psychiatry Suppl 2013;55:s77–88. 

	 77	 Bailey S, West M. Naming the issue: chronic excessive workload in 
the NHS. 2021. Available: https://www.kingsfund.org.uk/blog/2021/​
06/naming-issue-chronic-excessive-workload-nhs

	 78	 Trindade L de L, Pires DEP de. Implications of primary health care 
models in workloads of health professionals. Texto Contexto - 
Enferm 2013;22:36–42. 

	 79	 Zantinge EM, Verhaak PFM, Kerssens JJ, et al. The workload of 
Gps: consultations of patients with psychological and somatic 
problems compared. Br J Gen Pract 2005;55:609–14.

	 80	 Parker D, Byng R, Dickens C, et al. Barriers and Facilitators to GP–
patient communication about emotional concerns in UK primary 

care: a systematic review. Fam Pract 2020;37:434–44. 10.1093/
fampra/cmaa002 Available: https://academic.oup.com/fampra/​
article/37/4/434/5714005?login=false

	 81	 Knaak S, Mantler E, Szeto A. Mental illness-related stigma in 
Healthcare: barriers to access and care and evidence-based 
solutions. Healthc Manage Forum 2017;30:111–6. 

	 82	 Royal College of Midwives. Specialist mental health midwives: what 
they do and why they matter. 2018. Available: https://www.rcm.org.​
uk/media/2370/specialist-mental-health-midwives-what-they-do-​
and-why-they-matter.pdf

	 83	 Coates D, Foureur M. The role and competence of midwives 
in supporting women with mental health concerns during the 
perinatal period: A Scoping review. Health Soc Care Community 
2019;27:e389–405. 10.1111/hsc.12740 Available: https://​
onlinelibrary.wiley.com/toc/13652524/27/4

	 84	 Crear-Perry J, Maybank A, Keeys M, et al. Moving towards anti-
racist Praxis in medicine. The Lancet 2020;396:451–3. 

	 85	 Davis CE, Lamson AL, Black KZ. Medfts’ role in the recruitment and 
retention of a diverse physician population: a conceptual model. 
Contemp Fam Ther 2022;44:88–100. 

	 86	 Kurek K, Teevan BE, Zlateva I, et al. Patient-provider social 
Concordance and health outcomes in patients with type 2 diabetes: 
a retrospective study from a large federally qualified health center in 
Connecticut. J Racial Ethn Health Disparities 2016;3:217–24. 

	 87	 Thornton RLJ, Powe NR, Roter D, et al. Patient–physician 
social Concordance, medical visit communication and patients’ 
perceptions of health care quality. Patient Educ Couns 
2011;85:e201–8. 

	 88	 Hughes TM, Merath K, Chen Q, et al. Association of shared 
decision-making on patient-reported health outcomes and 
Healthcare utilization. Am J Surg 2018;216:7–12. 

	 89	 Mozafaripour S. Diversity in Healthcare and the importance of 
representation [Internet]. University of St. Augustine for health 
sciences. 2021. Available: https://www.usa.edu/blog/diversity-in-​
healthcare/

	 90	 Watters E. Crazy like us: the globalization of the American Psyche. 
New York: Free Press, 2010.

	 91	 Ventevogel P, Jordans M, Reis R, et al. Madness or sadness? 
local concepts of mental illness in four conflict-affected African 
communities. Confl Health 2013;7:3. 

	 92	 Hom MA, Stanley IH, Joiner TE Jr. Evaluating factors and 
interventions that influence help-seeking and mental health service 
utilization among suicidal individuals: A review of the literature. 
Clinical Psychology Review 2015;40:28–39. 

	 93	 Wenze SJ, Battle CL. Perinatal mental health treatment needs, 
preferences, and barriers in parents of multiples. J Psychiatr Pract 
2018;24:158–68. 

	 94	 Moher D, Liberati A, Tetzlaff J, et al. Preferred reporting items for 
systematic reviews and Meta[1]Analyses: the PRISMA statement. 
PLoS Med 2009;6:e1000097. 

	 95	 Dietrich S, Mergl R, Freudenberg P, et al. Impact of a campaign 
on the public’s attitudes towards depression. Health Educ Res 
2010;25:135–50. 

	 96	 Jorm AF, Christensen H, Griffiths KM. The impact of Beyondblue: 
the National depression initiative on the Australian public’s 
recognition of depression and beliefs about treatments. Aust N Z J 
Psychiatry 2005;39:248–54. 

	 97	 Jorm AF, Christensen H, Griffiths KM. Changes in depression 
awareness and attitudes in Australia: the impact of Beyondblue: the 
National depression initiative. Aust N Z J Psychiatry 2006;40:42–6. 

	 98	 Makowski AC, Mnich EE, Ludwig J, et al. Changes in beliefs and 
attitudes toward people with depression and schizophrenia - results 
of a public campaign in Germany. Psychiatry Res 2016;237:271–8. 

	 99	 Sampogna G, Bakolis I, Evans-Lacko S, et al. The impact of social 
marketing campaigns on reducing mental health stigma: results 
from the 2009-2014 time to change programme. Eur Psychiatry 
2017;40:116–22. 

	100	 Lopez-Zafra E, Garcia-Retamero R. Do gender stereotypes change? 
the dynamic of gender stereotypes in Spain. Journal of Gender 
Studies 2012;21:169–83. 

 on A
ugust 2, 2023 by guest. P

rotected by copyright.
http://bm

jopen.bm
j.com

/
B

M
J O

pen: first published as 10.1136/bm
jopen-2022-066703 on 20 July 2023. D

ow
nloaded from

 

http://dx.doi.org/10.1016/j.jad.2016.12.017
http://dx.doi.org/10.1108/MHRJ-01-2020-0008
http://dx.doi.org/10.1007/s00737-015-0548-6
http://dx.doi.org/10.1177/1043659616686167
http://dx.doi.org/10.1177/1043659616686167
http://dx.doi.org/10.1186/s12905-019-0848-5
https://www.oecd.org/els/family/PF2-2-Use-childbirth-leave.pdf
https://www.oecd.org/els/family/PF2-2-Use-childbirth-leave.pdf
http://dx.doi.org/10.1037/amp0000494
http://dx.doi.org/10.1080/01494929.2018.1469567
https://reproductiverights.org/worldabortionlaws
https://reproductiverights.org/worldabortionlaws
http://dx.doi.org/10.2307/1229039
http://dx.doi.org/10.1177/0011392117736307
http://dx.doi.org/10.1007/s10691-020-09437-z
http://dx.doi.org/10.1080/01612840.2019.1585493
http://dx.doi.org/10.1136/bmjopen-2018-024803
http://dx.doi.org/10.1007/s00737-018-0936-9
http://dx.doi.org/10.1016/j.midw.2013.08.003
http://dx.doi.org/10.1192/bjp.bp.113.126672
https://www.kingsfund.org.uk/blog/2021/06/naming-issue-chronic-excessive-workload-nhs
https://www.kingsfund.org.uk/blog/2021/06/naming-issue-chronic-excessive-workload-nhs
http://dx.doi.org/10.1590/S0104-07072013000100005
http://dx.doi.org/10.1590/S0104-07072013000100005
http://dx.doi.org/16105369
http://dx.doi.org/10.1093/fampra/cmaa002
https://academic.oup.com/fampra/article/37/4/434/5714005?login=false
https://academic.oup.com/fampra/article/37/4/434/5714005?login=false
http://dx.doi.org/10.1177/0840470416679413
https://www.rcm.org.uk/media/2370/specialist-mental-health-midwives-what-they-do-and-why-they-matter.pdf
https://www.rcm.org.uk/media/2370/specialist-mental-health-midwives-what-they-do-and-why-they-matter.pdf
https://www.rcm.org.uk/media/2370/specialist-mental-health-midwives-what-they-do-and-why-they-matter.pdf
http://dx.doi.org/10.1111/hsc.12740
https://onlinelibrary.wiley.com/toc/13652524/27/4
https://onlinelibrary.wiley.com/toc/13652524/27/4
http://dx.doi.org/10.1016/S0140-6736(20)31543-9
http://dx.doi.org/10.1007/s10591-021-09627-0
http://dx.doi.org/10.1007/s40615-015-0130-y
http://dx.doi.org/10.1016/j.pec.2011.07.015
http://dx.doi.org/10.1016/j.amjsurg.2018.01.011
https://www.usa.edu/blog/diversity-in-healthcare/
https://www.usa.edu/blog/diversity-in-healthcare/
http://dx.doi.org/10.1186/1752-1505-7-3
http://dx.doi.org/10.1016/j.cpr.2015.05.006
http://dx.doi.org/10.1097/PRA.0000000000000299
http://dx.doi.org/10.1371/journal.pmed1000097
http://dx.doi.org/10.1093/her/cyp050
http://dx.doi.org/10.1080/j.1440-1614.2005.01561.x
http://dx.doi.org/10.1080/j.1440-1614.2005.01561.x
http://dx.doi.org/10.1080/j.1440-1614.2006.01739.x
http://dx.doi.org/10.1016/j.psychres.2016.01.029
http://dx.doi.org/10.1016/j.eurpsy.2016.08.008
http://dx.doi.org/10.1080/09589236.2012.661580
http://dx.doi.org/10.1080/09589236.2012.661580
http://bmjopen.bmj.com/

	Meta-­review of the barriers and facilitators to women accessing perinatal mental healthcare
	Abstract
	Introduction﻿﻿
	Method
	Patient and public involvement
	Data sources and searches
	Study selection
	Data collection process and data items

	Critical appraisal of reviews
	Synthesis of results

	Results
	Review selection and review characteristics
	Risk of bias within studies
	Synthesis of results
	Determining the barriers and facilitators to women help-seeking and accessing PMH care

	Individual-level factors
	Deciding to consult
	Deciding to disclose
	Access to care

	HP-related factors
	First contact with HPs
	Assessment/screening
	Deciding to disclose
	Referral
	Access to care, provision of optimal care and women’s experiences of care

	Interpersonal factors
	Deciding to consult, deciding to disclose and women’s experience of care
	First contact with HPs, assessment and provision of optimal care

	Organisational factors
	Screening/assessment
	Access to care

	Political factors
	Deciding to consult and access to care
	Women’s experience of care

	Societal factors
	Deciding to consult and deciding to disclose
	Access to care, provision of optimal care and women’s experience of care


	Discussion
	Recommendations for PMH care
	Strengths and limitations
	Implications for future research
	Conclusion

	References


