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A B S T R A C T

Background: Suicide is a leading global cause of maternal death in the first year after birth. Limited research has
explored which factors may support or prevent women from disclosing suicidality. This is important for
informing appropriate approaches to identifying perinatal women who may require support.
Aims: (i) explore perinatal women’s views and experiences regarding the barriers, facilitators, and implications of
identifying and disclosing suicidality in maternity care settings; and (ii) explore their perspectives on appropriate
approaches for healthcare practitioners (HCPs) to take when asking about suicide during pregnancy or after
birth.
Methods: Twenty-one semi-structured interviews with perinatal women in the UK. Of these women, 17 had
experienced self-reported perinatal mental health (PMH) problems and/or suicidality. Inductive thematic
analysis was used to explore the data and identify themes.
Results: Four themes, comprising 11 subthemes were identified. Barriers that affected women’s willingness and
capacity to disclose suicidality included: stigma, social expectations of motherhood, not recognising symptoms,
not being asked about PMH and/or rushed appointments, lack of care continuity, and HCPs interpersonal skills.
Important facilitators were the provision of PMH information and peer support. Women also suggested providing
more choice in how PMH and suicide-related questions are administered (e.g., via a form and in-person) and for
HCPs to frame these discussions sensitively.
Conclusions: Significant barriers impact perinatal women’s disclosure of suicidality. Appropriate approaches for
identifying suicidality in maternity contexts need to be developed that take account of these barriers and support
women to feel safe, comfortable, and able to answer suicide-related questions honestly.

Statement of Significance

Problem or issue

Suicide is a leading cause of maternal death in many countries. Up
to 50% of pregnant and postnatal women experiencing mental
health problems in the UK are not identified by maternity care
services.

What is already known

Multi-level barriers and complex risk factors affect perinatal
women’s engagement with specialist mental health services in the

UK and their willingness to disclose suicidal thoughts and/or be-
haviours in these settings.

What this paper adds

This paper adds specific insights of perinatal women’s views
regarding the barriers, facilitators, and implications of identifying
and disclosing suicidality in maternity care settings. These insights
are important for the development of appropriate approaches for
identifying women who may require support during pregnancy or
after birth.
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1. Introduction

Approximately one in five pregnant or postnatal women2 experience
mental health problems in the United Kingdom [1,2], with maternal
mortality due to mental health related causes now accounting for almost
40% of all deaths between six-weeks to one-year post birth [3]. Suicide
remains the leading direct cause of death in the UK during this time [3].
Maternal suicide is also a pressing global issue. Prevalence estimates
from high-income countries suggest that the occurrence of perinatal
suicide is between 5% and 20% of maternal deaths [2,4,5], and in low-
and middle-income countries, rates of pregnancy-related suicide are
between 1% and 5% [6]. Whilst the UK prevalence of perinatal suicide
is relatively low (3.84 per 100,000 live births) [7], evidence suggests
that many more women will attempt suicide during pregnancy or after
birth [8]. The pooled prevalence of global suicide attempts in pregnancy
is estimated to be 680 per 100,000, and 210 per 100,000 in the postnatal
period [8]. Identifying and supporting perinatal women who are expe-
riencing suicidal ideation and/or behaviours, or who may be at risk of
suicide is therefore an important public health concern. Targeted ap-
proaches for the identification, intervention, and prevention of perinatal
suicide need to be developed. However, these need to take account of the
complex risk factors, and numerous barriers and facilitators that may
affect women’s engagement with maternity services and their willing-
ness to disclose suicidality during pregnancy and after birth. Such efforts
may help to provide more timely access to the appropriate care for those
who require support, and to improve outcomes for mothers and their
babies.

It is estimated that up to 50% of pregnant or postnatal women
experiencing mental health problems and/or suicidality in the UK are
not identified by healthcare professionals during the perinatal period [1,
9]. Of those who are identified, less than 10% are referred to specialist
perinatal services [10]. Common perinatal mental health (PMH) prob-
lems include depression, anxiety disorders, post-traumatic stress disor-
der, and adjustment disorders. Women may also experience more severe
difficulties including postpartum psychosis or suicidality, which are
often comorbid with other common PMH problems [2,11]. Suicidality is
understood as an umbrella term for someone experiencing suicidal
ideation, suicidal behaviours and/or plans, or who has made a suicide
attempt [12]. However, these are distinct processes with differing levels
of risk and/or implications in terms of care needs. Universal screening
for PMH problems has been considered as one approach for identifying
women who may need additional support. However, there is little
consensus on the best measures to use and screening recommendations
vary across countries [13,14]. Likewise, whilst screening and assessment
for PMH problems appears to be acceptable to women generally
[15–17], factors such as question content, mode of administration,
relationship with healthcare practitioners (HCPs), information about the
purpose and outcome of screening, and the perceived stigma associated
with mental health problems can significantly affect women’s comfort in
answering these questions, and/or answering them honestly [18–23].
Less is known about women’s experiences of being asked about suici-
dality. Comprehensive evidence also shows that women face multi-level
barriers to accessing PMH care, which influence their help-seeking be-
haviours [24]. A focus on woman-centred approaches, professional
training and knowledge, and developing therapeutic and trusting re-
lationships have been identified as important determinants for
improving women’s care and access to PMH services [25].

Identifying pregnant and postnatal women who may be experiencing
suicidality presents a further challenge. Perinatal women are not asked
about suicide as part of their routine maternity care in the UK, and to
date, no measure has been specifically designed to identify suicidal

ideation and/or behaviours in this group. Likewise, whilst the risk fac-
tors, prevalence, and correlates of perinatal suicidality are well-
documented in the literature [11, 26–33], there is limited research
that has specifically examined women’s views and experiences of dis-
cussing suicide in maternity settings, or the unique barriers and facili-
tators that may affect disclosure in this context. Such insights are
important for developing appropriate approaches to the initial identi-
fication of suicidality during pregnancy or after birth. Previous quali-
tative studies have mainly focussed on the experience of perinatal
suicidality, suicide attempts and associated factors, and/or tried to
theorise this phenomenon [34–39]. Other research has looked at the
factors that mental health professionals perceive as important for
identifying and reducing suicidal ideation and/or behaviours during
pregnancy or after birth (including contributory factors) [40], and has
explored possible psychological intervention priorities for those expe-
riencing perinatal suicidality [41]. Dudeney et al. [42] also assessed the
acceptability and content validity of different suicide-related screening
items with pregnant and postnatal women using the Theoretical
Framework of Acceptability [43]. Their findings indicated that these
items were largely unacceptable to perinatal women in their current
form, which has important implications for existing approaches to
screening and assessment. The content, differing response options and
recall periods affected women’s comprehension of the items, their atti-
tudes towards them, and influenced their willingness to answer the
items, with perceived stigma, judgement, and fear being central barriers
for non-disclosure.

This study therefore sought to: (i) explore perinatal women’s views
and experiences regarding the barriers, facilitators, and implications of
identifying and disclosing suicidality in maternity care settings; and (ii)
explore their thoughts and ideas about the most appropriate approaches
for HCPs to take when asking about suicide during pregnancy or after
birth. It is also important to note that this study included women who
had experienced PMH problems and/or suicidality, and those who had
not. Hence, some of the views expressed come from personal experience,
and some are based on women’s speculative thoughts about how they
might feel regarding this topic.

2. Participants, Ethics, and Methods

2.1. Ethics

Research ethics approval was granted by the School of Health and
Psychological Sciences Research and Ethics Committee at City, Univer-
sity of London prior to recruitment and data collection (reference
number: ETH2122-0757). All participants provided informed consent
before their interview. Specific procedures were also developed to
minimise any signs of distress and to ensure participant safety. No
adverse effects were observed or reported.

2.2. Design

This was a qualitative interview study that explored perinatal
women’s views and experiences regarding the barriers, facilitators, and
implications of identifying and discussing suicidality in maternity care
settings. The research adopted a pragmatist approach which posited
women’s experiences, perspectives, and meaning making as being cen-
tral to generating knowledge that also serves to address their specific
interests in real-world contexts.

2.3. Participants, recruitment, and data collection

Recruitment took place between June and November 2022, via social
media and snowball sampling. Details of the recruitment procedure,
participant inclusion criteria and sample size approach are reported
elsewhere [42]. Twenty-one pregnant and postnatal women partici-
pated in a one-to-one interview with the first author, lasting between 60

2 The authors recognise that not all birthing people identify as being a
‘woman’ or ’mother’ or ’female’ (e.g.,). Although these terms have been used
throughout this paper, we aim to include any birthing person.
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and 120minutes (mean 82minutes), either online or via the telephone.
To address the research aims, the sample included women who had and
who had not experienced self-reported PMH problems and/or suici-
dality. This was important for gaining wider insight regarding the po-
tential barriers and facilitators for disclosing suicidality in maternity
care settings from multiple perspectives. To reduce participant burden
and make efficient use of research resources, each interview comprised
two-components: a semi-structured interview (reported here), and a
more structured interview using cognitive techniques. Findings
addressing the research questions from the cognitive interviews are re-
ported elsewhere [42].

The first and second authors developed a topic guide which drew
upon relevant literature and their experience of conducting research in
this area. The guide explored factors that may affect perinatal women’s
willingness to disclose suicidality and/or engage in conversations about
suicide in maternity care settings, and explored their experiences and
thoughts regarding the most appropriate approaches for HCPs to take
when discussing this. Interview questions were open-ended which
allowed for similar questions to be asked of all participants yet provided
flexibility in responses and follow-up questions. The interview schedule
was piloted with one perinatal woman and refined accordingly. All in-
terviews were audio-recorded, and later transcribed verbatim and dei-
dentified by the first author. Transcripts were analysed in NVivo 14
[44].

2.4. Data analysis

Data analysis was guided by Braun and Clarke’s [45,46] approach to
Thematic Analysis. Following familiarisation with the dataset, initial
codes were applied line-by-line to each transcript to capture the se-
mantic content or latent concepts expressed. These codes were then
organised into broader themes and sub-themes through an iterative
process of combining or splitting codes, and removing those that did not
meaningfully contribute to the emerging themes. The first author con-
ducted the initial coding and generation of themes. Themes were then
reviewed and further refined by the first and second authors to ensure
accuracy and trustworthiness of the analysis. A PhD student also inde-
pendently conducted confirmatory coding for 20% of the transcripts,
with any minor discrepancies discussed and/or amended as needed.
Final themes and subthemes were agreed by all authors. Reporting ad-
heres to the Standards for Reporting Qualitative Research (SRQR) [47].

2.5. Researcher reflexivity

The authors acknowledge that their positioning, backgrounds, and
experiences may have influenced data collection and interpretation of
findings. The first and second authors met regularly to challenge and
discuss this throughout the interview and analytic phases of the
research. The first author is a female doctoral researcher who has
completed training in identifying and signposting suicide risk, and of
conducting sensitive qualitative interviews for research purposes. The
first author conducted all interviews and sought to create a safe and non-
judgemental environment for participants to share their thoughts and
feelings, whilst being cognisant not to privilege any particular views or
opinions or impose her own. The second and third authors both have
extensive expertise and experience in PMH and measurement research,
and the fourth author specialises in professional-patient communication
in mental health care research, including how to improve outcomes for
those who experience suicidality and/or self-harm. All authors are also
mothers.

3. Results

3.1. Sample characteristics

Twenty-one women took part, three were pregnant at the time of

their interview and 19 had a child under the age of two. Ages ranged
from 29 – 42 years (mean 33.9). Sixteen women were White British, and
20 spoke English as a first language. Most women (n = 19) held a
bachelor’s degree or above. Full sociodemographic information is pre-
sented in Table 1.

Self-reported PMH problems and/or suicidality were endorsed by 17
women, although these women were not asked to specify their diag-
nosis. Five of these women had not experienced any mental health
problems and/or suicidality prior to pregnancy. Mental health problems
and/or suicidality prior to most recent pregnancy was reported by
thirteen women. Of these, only one participant did not experience PMH
problems. Fifteen women reported having received some type of treat-
ment or support for their mental health problems, either before or
during the perinatal period.

3.2. Overview of findings

Thematic analysis identified four main themes, comprising 11 sub-
themes: (i) Barriers to the identification and disclosure of perinatal
suicidality: social and individual determinants; (ii) Barriers to the
identification and disclosure of perinatal suicidality: determinants
within the maternity care context; (iii) Approaches for identifying and
discussing perinatal suicidality; (iv) Opportunities to facilitate the
identification and disclosure of perinatal suicidality.

In the following sections, themes and subthemes are discussed using
illustrative participant quotes to support them. All themes and sub-
themes are also presented in Fig. 1.

Table 1
Sample characteristics (n = 21)

Sociodemographic variable M (range) or n
(%)

Age 33.9 (29 – 42
years)

Perinatal phase (at time of interview)
Pregnancy
Postnatal (≤ 24-months)
Pregnant and postnatal*

2 (9%)
18 (86%)
1 (5%)

Number of additional children
0
1
2

14 (67%)
4 (19%)
3 (14%)

Mental health problems and/or suicidal thoughts during most
recent pregnancy and/or after birth
Yes
No

17 (81%)
4 (19%)

Mental health problems and/or suicidal thoughts at any other
time in life
Yes
No

13 (62%)
8 (38%)

Treatment and/or intervention for mental health problems at any
time in life (including perinatal period)
Yes
No
Not applicable

15 (72%)
3 (14%)
3 (14%)

English as first language
Yes
No

20 (95%)
1 (5%)

Education
Secondary school (e.g., GCSE, SVQ level 1)
Post-secondary (e.g., A-level, National Diploma
Bachelor’s degree, or equivalent
Master’s degree, or equivalent
Doctorate

1 (5%)
1 (5%)
8 (38%)
7 (33%)
4 (19%)

Cultural background
(White) English/Welsh/Scottish/Northern Irish/British
(White) Irish
Any other White background
(Mixed/multiple ethnic groups) White and Asian

16 (77%)
2 (9%)
2 (9%)
1 (5%)

Notes: *One participant was pregnant at the time of their interview and had a
child under two years old.
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3.2.1. Theme one: Barriers to the identification and disclosure of perinatal
suicidality: social and individual determinants

This theme concerns the individual and social factors that impacted
women’s willingness and capacity to disclose suicidal thoughts and/or
behaviours to HCPs. Women talked about how the wider social narra-
tives regarding suicidality and motherhood created barriers to their
help-seeking behaviours, and how a lack of understanding about PMH
also affected their recognition of symptoms.

3.2.1.1. Stigma, shame, guilt, and judgement. Stigma was a central bar-
rier for disclosing suicidal thoughts and/or behaviours. Women
described how the negative associations surrounding suicide created
feelings of guilt and shame, and prevented them from sharing their
concerns or symptoms with HCPs. Many women felt that HCPs would
judge and/or perceive them as a ‘bad mother’ if they revealed suicidal
thoughts.

“It’s the intent and shame I think, you know, it’s quite shameful and it
used to be a crime right, so I think there’s a lot of issues there with the
concept of suicide, there is a lot of stigma attached… like, I would feel
uncomfortable [disclosing suicidality] if I were suicidal because of
everything that’s associated with that”. (p13)

3.2.1.2. Social expectations of motherhood. Women’s sense of shame and
judgement was further exacerbated by societal norms and expectations
of motherhood. They felt a sense of loss for their pre-pregnancy lifestyle
and identity and described a disconnect between their own challenging
experiences of being a new mum and the wider perceptions of how they
‘should’ be feeling and behaving. Women said that this tension would
prevent them from wanting to share how they were feeling with HCPs.

“You feel a little bit in denial, like you don’t necessarily want to admit
that there’s something wrong because of the societal pressures about being
happy and feeling like this should be the best days of your life”. (p7)

3.2.1.3. Not recognising or understanding own feelings and symptoms.
Some women also struggled to understand their distressing thoughts and
behaviours, and were unsure as to whether these were ‘normal’ attri-
butes of motherhood. They described feeling confused, fearful, and
lonely as they tried to navigate their experiences, often not even rec-
ognising that they were having suicidal thoughts until it was discussed.

“I think for myself, and maybe a lot of other people, it’s confusing…
especially around suicidality, the thoughts are so abstract, so it’s not until
you actually answer the question, like until you actually sort of say out
loud, that you’re like, ‘oh, shit’… and that feels to me like a really
important step in the sort of process of reflecting and getting help”. (p12)

3.2.1.4. Fearing the consequences of disclosure. Women’s struggle to
identify and acknowledge their difficult thoughts and emotions were
further compounded by an intense apprehension about the conse-
quences of disclosing suicidality. Many said that a lack of knowledge
about the possible outcomes would prevent them from being honest. A
common concern was that their babies would be taken away, but women
also feared being hospitalised against their will, and that personal in-
formation would be passed on to family members and/or other services.

“I think there’s that fear of losing your child, I personally found that quite
difficult at the start, because if you sort of say ‘yes, I feel like I’m gonna
hurt myself’ you’re scared of the consequences, you know, does that mean
you’re gonna have your child taken away from you, and I think that’s
what a lot of women do fear”. (p14)

Fig. 1. Overview of themes and subthemes.
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3.2.2. Theme two: Barriers to the identification and disclosure of perinatal
suicidality: determinants within the maternity care context

This theme concerns factors within the maternity care context that
women felt contributed to their suicidality not being identified, and/or
affected their engagement with HCPs. Women described how a lack of
priority or focus on their mental health created feelings of unimportance
and frustration, and how the quality of their interactions with HCPs was
pivotal to their help-seeking decisions.

3.2.2.1. Minimisation of PMH symptoms, rushed or overlooked questions,
and focus on the baby. Many women reported that their mental health
was either not discussed during perinatal appointments, or if questions
were asked, these were rushed through and/or presented in a manner
that did not allow for an honest or meaningful response. This created an
environment where women felt unable to share their difficulties because
they perceived HCPs to be disinterested in their mental health needs.

“… they kind of assume you’re not [suicidal] because you’ve turned up
and you seem happy on the outside, and they’ve kind of dismissed you
because they’re kind of rushing through it, you know, whereas if they’re
serious about it, I’d feel more serious about answering honestly”. (p20)

For those women who did attempt to initiate or engage in a con-
versation about how they were feeling, many felt that their symptoms
were either minimised by HCPs and/or they received a non-validating
response such as, ‘oh well actually, that’s not that often’ (p5). Women
described feeling alone and overlooked, with the focus being dispro-
portionately centred around baby’s care.

“I didn’t feel like [HCP] was there for me, she was just there for baby,
which of course is important, but I’m the one looking after baby, so I need
to be OK, you know… my postnatal care was terrible, I felt completely
alone, I really struggled, they just turned up at my house and it felt like
they were just ticking boxes, it wasn’t about me”. (p15)

3.2.2.2. HCPs experience, comfort levels and interpersonal skills. Women
also talked about the importance of HCPs interpersonal skills, experi-
ence, and approach for managing difficult and personal conversations.
Many women felt that their disclosure of suicidal thoughts and/or be-
haviours was highly dependent on the quality of the relationship they
had with HCPs and their level of comfort in asking suicide-related
questions.

“They [HCPs] aren’t comfortable asking these questions, I think they are
really really uncomfortable which then makes me uncomfortable, so that
is a major issue, I mean people will still whisper things like ‘are you
depressed’, and you think like ‘oh my god, why are you whispering that”.
(p4)

“The factors that you would want to get an honest response would be like
a trusted relationship, someone who’s in touch with you fairly regularly,
so that you knew that you could trust them through experience, someone
who showed that like extra level of emotional intelligence and not just
thinking about ‘is your baby physically well, are you meeting milestones
etc”. (p21)

3.2.2.3. Lack of continuity of care. However, women said that it was
extremely difficult to build rapport and trusting relationships in the
maternity care context because they rarely saw the same HCPs. Women
found this distressing and difficult to manage, especially in terms of
discussing suicide.

“When I was pregnant, I don’t think I ever saw the same midwife twice, so
to have some complete stranger asking you if you are feeling anything like
that [suicidality], I mean, you’d have to be extremely trusting or perhaps
in a really bad place to go ‘yeah, actually I am, please help me”. (p10)

The need for continuity of care was further reflected through

women’s reactions to being asked suicide-related questions during the
perinatal period. Those who were asked talked about the importance of
introducing these questions from the booking appointment and
continuing to ask them at regular intervals throughout pregnancy and
after birth. Women felt that this familiarity would help to normalise
these discussions, allow them to expect and prepare for them, and they
could track the severity and/or frequency of their thoughts and feelings.

“If you’re expecting the question, you kind of go into your appointment
thinking ‘how am I feeling, is something going on, this might be my op-
portunity to talk about it’… I think if it was just more routine and people
knew that they were gonna be asked about it [suicide], you can give a
more open and honest answer because you’ve had time to sort of think
about it in advance”. (p11)

3.2.3. Theme three: Approaches for identifying and discussing perinatal
suicidality

This theme concerns factors that women felt were important,
appropriate, and necessary in terms of the approach taken to ask about
suicidality in maternity settings, and for eliciting more receptive and
honest responses. Women shared their preferences for how suicide-
related screening questions might be administered, and how HCPs
could frame these types of conversations to support disclosure.

3.2.3.1. Approaches for asking about perinatal suicidality. All women
suggested that PMH and suicidality should be discussed during the
perinatal period, given certain conditions. Women highlighted the
importance of providing a safe and private space, without partners or
family members being present (at least initially). Many women also
talked about the need for choice in how screening questions are
administered and/or how such conversations might take place. Some
women described feeling more comfortable talking face-to-face with
HCPs, whereas others initially preferred to answer these types of ques-
tions on their own using a form. Most women felt that implementing a
combination of these approaches was useful and appropriate because it
aligned more with person-centred care.

“I think giving women the option to answer the questions beforehand, or
in the session is good… having a really easy questionnaire that you
complete just before your appointment, and then if anything sort of flags
as a risk, then the midwife can go into that a little bit more in your
appointment”. (p12)

3.2.3.2. Framing and normalising discussions about suicidality. Women
stressed the need for HCPs to sensitively frame and normalise suicide-
related questions, both to enable transparency of why they are being
asked, and to emphasise their purpose for identifying support needs.
Women said that this would help to provide context regarding the
occurrence of these thoughts and feelings, and lessen their fears
regarding disclosure and outcomes. One participant suggested the
following framing:

“I’ve got a few questions, we know they don’t tell us the whole story, so I
will be asking you some other questions as well, we ask these questions to
everyone, it’s not based on anything you’ve said, and the reason we ask
these questions is so we can make sure that we’re putting in the right kind
of support for you”. (p3)

3.2.4. Theme four: Opportunities to facilitate the identification and
disclosure of perinatal suicidality

This theme concerns the factors that women felt would help facilitate
their willingness and capacity to disclose suicidal thoughts and/or be-
haviours with HCPs. Women talked about the need for clear and accu-
rate information about PMH and suicidality, and described the value of
developing supportive networks around them.
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3.2.4.1. Need for appropriate and proportionate information about PMH
and suicidality. Women reported having received little or no information
about PMH or suicidality, unless they had been referred to specialist
services. This lack of knowledge about the possible occurrence of mood
changes (including depression, anxiety etc.), services available within
maternity care, and/or how to access these, created a significant barrier
to their help-seeking behaviours. Women said that providing appro-
priate and proportionate information about PMH and suicidality from
the earliest opportunity would have helped them to better recognise and
understand their symptoms, feel more comfortable sharing their con-
cerns with HCPs and reduced their fears about the outcomes of disclo-
sure. Some women also stressed the importance of PMH information
being made accessible to partners and family too.

“My initial fear of answering these questions was that I didn’t have the
information and knowledge… I had no idea that a perinatal team even
existed in the NHS, but if that information was given upfront, I think it
would have felt a bit of a safer environment where ‘it’s OK, I don’t mind
being honest and doing these questionnaires because the men in white
coats aren’t gonna come and drag me away’, but if hospitalisation is
something that has to be done, there’s ‘mother and baby units’, I didn’t
know anything about that…”. (p9)

3.2.4.2. Importance of peer and family support. Access to peer support
networks also appeared to be an important facilitator for helping women
to acknowledge and share their suicidal thoughts in a safe and sup-
portive environment. Women described how hearing other mothers’
stories and building meaningful relationships made them feel more
confident to discuss and address their own mental health struggles.

“I only made it through because I made a group of friends in [support
group], and we would regularly meet together, and having that support
network, and knowing that you’re not the only one going through it, and
you’re not the only one that has these thoughts is just priceless isn’t it,
maybe just a support group, a coffee morning where newmums can go and
meet, that’s all I needed”. (p16)

4. Discussion

This study explored the barriers, facilitators, and implications that
influence pregnant and postnatal women’s disclosure of suicidality in
the maternity care context and inhibit the identification of those who
may require support. It also explored women’s views regarding the most
appropriate approaches for HCPs to take when asking about suicide in
these settings. Findings indicated that perinatal women face complex
and interrelated barriers that affect their capacity and willingness to
share suicidal ideation and/or suicidal behaviours with HCPs. Women
reported that their help-seeking behaviours were influenced by indi-
vidual and societal factors (including stigma, social expectations of
motherhood, and fearing the consequences), and by factors within the
maternity context itself (such as HCPs interpersonal skills, continuity of
care and the provision of PMH information). Whilst these findings are
consistent with research that has identified multi-level barriers and fa-
cilitators to women’s access of PMH care more broadly [25], this study
adds knowledge regarding perinatal suicidality specifically.

For pregnant and postnatal women there is a conflicting and nuanced
interplay between the social stigma of suicidality and dominant expec-
tations of what motherhood should look like. Women described how this
tension created feelings of guilt and shame, which led them to believe
they were failing in their role, both in terms of their own inner-voice and
the perceived judgement from others including HCPs. Whilst this finding
is in line with previous research [34,37,38] women further talked about
the impact this had on their help-seeking behaviours, and particularly
their fears regarding the consequences of disclosure in maternity set-
tings. Many women said that they would struggle to answer

suicide-related questions honestly because they believed their baby
would be taken away. Such fears have been reported in other studies
examining barriers to PMH care and disclosure (e.g., [21,24]), but this
fear appeared to be amplified in relation to discussing suicidality. It is
therefore important for HCPs to approach conversations about suicide in
a sensitive manner which does not unwittingly reinforce unconscious
biases, but instead positively reframes women’s perceptions of moth-
erhood and addresses their disclosure concerns by focusing on available
support. Likewise, given that women reported a lack or absence of PMH
and suicidality information during their pregnancies and post-birth care,
many felt unable to make informed decisions about discussing dis-
tressing thoughts and emotions because they were unaware of the
possible symptoms, outcomes, and services available should they
require support. There is a need for appropriate and proportionate PMH
information to be made available from the earliest opportunity. It would
also be helpful for HCPs to signpost women to peer support services as
this was identified as an important facilitator for improving help-seeking
behaviours.

Women who did attempt to engage with HCPs about their mental
health often felt that their experiences were minimised or overlooked
whilst HCPs disproportionately focussed attention on the baby’s care,
which is consistent with previous research [35]. Women reported that
mental health and/or suicidality questions were rushed through (if
asked at all) which made them feel dismissed and disinclined to speak
further about their feelings. Evidence also suggests that HCPs may
negatively frame suicide-related questions to prompt a ‘no’ response
and/or use closed questions that inhibit further discussion [48]. Such
approaches are unhelpful for eliciting authentic or meaningful re-
sponses, so it is important for HCPs to ask about suicidality in a way that
allows women to share their individual experiences and to explore
protective factors. Similarly, women talked about the need to build a
strong and trusting rapport with HCPs to facilitate disclosure. However,
many described their experiences as uncomfortable because HCPs did
not appear to have the experience, training, and/or interpersonal skills
to hold difficult conversations, nor did the women generally see the
same HCPs at their appointments. This meant that the opportunity to
develop a trusting relationship was not presented. Previous research
examining perinatal women’s experiences of depression screening and
PMH care has reported similar findings [20,49]. Likewise, research from
Australia found that some midwives and maternal and child nurses do
not feel comfortable assessing suicide risk with perinatal women [50,
51], and other HCPs are fearful about engaging in suicide-related con-
versations in case it produces iatrogenic effects [52]. This underscores
the need for HCP-related and interpersonal barriers for identifying
perinatal suicidality to be addressed. Whilst systemic factors such as lack
of resources, competing demands, financial constraints, and staff
shortages heavily impact upon continuity and women’s maternity care
experiences, there is a need for maternity HCPs to receive more mental
health, suicidality, and communication skills training to build their
confidence, knowledge, and ability to create a safe and welcoming
environment for women to share suicidal ideation and/or behaviours.

Whilst women felt that it was important and necessary for HCPs to
ask about suicidality at regular intervals throughout the perinatal
period, their preference for how this might occur differed, and their
receptiveness was heavily influenced by the factors outlined above. Most
women saw value in being asked suicide-related items alongside current
depression and anxiety questions and they generally felt that answering
a brief screening questionnaire was an appropriate initial step for
identifying those who may require further assessment and support.
Screening measures do offer a pragmatic solution in busy maternity care
services; however, HCPs also need to be aware of the limitations of
screening tools. For example, the content of suicide-related items might
not be acceptable to perinatal women [42], and screening measures
should not be used to diagnosis or to predict suicide risk. Furthermore,
women said that it was important for HCPs to sensitively frame and
normalise why mental health and suicide-related questions are being
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asked to help facilitate disclosure, and it was clear that women wanted
more choice and agency in how questions might be administered to
allow for individual differences. Some women felt more comfortable
completing these questions on their own prior to an appointment
because it allowed for privacy and time to reflect on their answers
without feeling ‘put on the spot’, whereas others preferred to be asked
face-to-face in a conversational style. Previous research similarly found
little consensus regarding pregnant women’s preferences for mental
health screening [19], which suggests that having options may help to
overcome some barriers to disclosure. It is important that all approaches
give women the opportunity to discuss PMH and/or suicidality
in-person, should they wish.

4.1. Strengths, limitations, and future research

Recruiting pregnant and postnatal women for suicide-related
research is challenging. A strength of this study was the sample size
and inclusion of women from across the UK. However, most participants
were White British and had attained a bachelor’s degree or above.
Future research should seek to recruit perinatal women from more
diverse ethnic and minority groups as their views may differ to those
reflected here. Evidence suggests that women from these backgrounds
encounter greater inequalities and unique barriers to accessing PMH
care [53], so it is important that their experiences and views are
explored. It would also be useful to look at the perceptions of perinatal
women in treatment settings, women with neurodiversity, birthing
persons who do not identify as women, and HCPs who work in maternity
care to further inform approaches for identifying those who may require
additional support. Lastly, some women who participated in this study
were pregnant or had a young baby during the COVID-19 pandemic and
UK lockdowns. Given the pressure on the UK National Health Service at
that time, it is possible that their care was negatively affected, which
may have also influenced their views and experiences.

4.2. Conclusions

Pregnant and postnatal women experiencing suicidality face com-
plex barriers and facilitators that influence their willingness and ca-
pacity for disclosure in maternity care settings. HCPs need to consider
these factors when asking perinatal women about suicide to prevent
barriers from being reinforced, and to create a safer environment for
these conversations to take place. Appropriate approaches for discussing
suicidality in maternity contexts need to be developed that offer women
choice in how suicide-related questions are administered. Such ap-
proaches may help to identify those who require further assessment and
support sooner. It is also important for HCPs to provide proportionate
information regarding PMH and suicidality from the earliest
opportunity.
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