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Abstract
Background The many changes in becoming a mother increase the risk of developing a mental illness in
the perinatal period. Comprehensive, psychosocial assessment for risk of mental illness is recommended
as part of routine perinatal care for all women. In Australia, this assessment was less likely to be
undertaken for women who gave birth in a private hospital compared to women who gave birth in a
public hospital. Therefore this study aimed to explore the experience of perinatal assessment of risk of
mental illness for �rst-time mothers who gave birth in a private hospital. Method The results are from an
explanatory mixed-methods study on the risk of the development of a perinatal mental illness and its
relationship with the delivery of, or lack thereof, a parenting support service. Interviews were conducted
with �rst-time mothers, midwives, nurses, obstetricians and paediatricians at two Australian metropolitan
private hospitals. Content analysis of the interview data provided exploration and interpret their
experience of assessment of risk of mental illness. Results Interview data were gathered from 32
participants. Four themes on assessment of risk of mental illness for these women were described: part
of routine perinatal care; comprehensive psychosocial assessment; coordination between care providers
and lack of mental health resources. Conclusion For mothers who gave birth in a private hospital,
comprehensive psychosocial assessment of risk of mental illness may not have been provided as part of
the routine perinatal care and not coordinated between care providers. A lack of mental health resources
cannot be regarded as a barrier to provision of these services.

Background
The many changes experienced while becoming a mother, increase the risk of developing a mental illness
[1–4]. One in �ve women will experience mental health issues during the perinatal period [4, 5]. Mental
illness during the perinatal period may have serious long-term effects on the wellbeing of women, their
babies and families [6–9]. During pregnancy the complications of mental illness are reported to be higher
than physical complications such as gestational diabetes and hypertension [10]. Despite a quarter of
women experiencing perinatal mental illness developing chronic or recurrent illness two thirds will remain
untreated [11].

Guidelines that aim to improve this de�cit recommend a program of assessment of the risk of mental
illness for all women that: is integrated within routine care, provided as a comprehensive, psychosocial
assessment; is integrated within perinatal care; and is not withheld due to lack of resources [12–17].
However, women who gave birth in an Australian private hospital were less likely to be provided with
assessment of their risk of developing mental illness [18, 19]. National guidelines recommend that both
protective and risk factors for mental illness are assessed in the perinatal period within the context of the
parenting role, as an integral component of assessing the entire parenting and integration of assessment
tools, such as the Edinburgh Postnatal Depression Scale, is part of effective psychosocial assessment
[12]. Assessment tools provide a starting point and then allow comparison to detect change over time
[15].
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This study aimed to explore assessment of the risk of mental illness for mothers who gave birth in a
private hospital through thematic analysis of the experiences of women and clinicians. Exploration and
integration of interview data provided four themes on assessment: part of routine care, comprehensive
psychosocial assessment, coordinated perinatal care and mental health resources.

Methods
Perinatal mental illness risk assessment was examined as part of an explanatory, sequential mixed-
methods study on social support services, self-e�cacy and risk of mental illness for �rst-time mothers
who gave birth in a private hospital. A qualitative descriptive methodology provided the most �exible
method to gather, explore, interpret and present �ndings on the experiences of �rst-time mothers and
clinicians [20]. The research explored the experiences of diverse experiences in order to circumvent
generalisability [21–23].

Recruitment
Participants were recruited from two private hospitals in metropolitan NSW, Australia. Both hospitals
provided maternity care for a diverse multicultural population of 2000 women who give birth each year.
Participants included both �rst-time mothers and clinicians. Primigravid women who had received
maternity care in the hospital in the prior four to six months were recruited from both hospitals.
Additionally, clinicians who provided maternity care were recruited from both private hospitals. Midwives,
obstetricians, nursery nurses and paediatricians were invited to participate. These participants were
recruited using both convenience sampling and snowball sampling [21, 24]. To maximise diversity of
experience data multiple, simultaneous recruitment strategies were employed. These are listed in Box 1.

Data Collection
Following recruitment, data were collected through interviews and two focus group interviews. An
important aspect of data collection and analysis was the veri�cation cycle of questioning and
con�rmation that was undertaken at each stage: during interviews, between interviews and between
phases. This process narrowed the �eld of endeavour and thus provided focus that allowed the collection
of diverse data on the assessment of risk of mental illness [25].

Midwives and nurses were invited to participate in focus-groups that encouraged discussion between
participants and facilitated a variety of perspectives [23]. To promote the likelihood of discussion
occurring, focus group questions were piloted on a group of nurses and midwives who were not
participating in the study. Obstetricians, paediatricians and �rst-time mother participants were invited to
participate in semi-structured interviews. The interview questions for clinicians were piloted on a
paediatrician and an obstetrician who were not participating in the study. The interview questions for �rst-
time mothers were piloted on two �rst-time mothers who were not participating in the study. This
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re�nement of questions ensured that they were focused on the purpose of the study, being the risk
assessment of mental illness, and as a consequence, the interview process minimised any likelihood of a
negative effect on the participant, especially on the mother-baby dyad. Given this consideration, interview
questions are provided in the supplementary information.

Analysis of the data was undertaken in two distinct steps. Analysis Step 1 began as interviews were
conducted and the researcher reviewed transcripts to discover additional questions or offer additional
�ndings [25]. Step 2 was thematic analysis of assessment of the risk of the development of mental
illness based on the literature. Box 2 de�nes the four subthemes.

Results
Interviews were conducted with eight �rst-time mothers aged in their 30s, six of whom had completed
tertiary education. Five of the babies were male and three were female. Twenty three clinicians
contributed; 11 midwives, three nurses, six obstetricians and three paediatricians. The demographic
characteristics of these participants are provided in (Tables 1 and 2).

The �ndings encapsulated the stakeholder experience of perinatal risk assessment of mental illness for
�rst-time mothers who had given birth in a private hospital. The four themes were 1) part of routine care,
2) a comprehensive psychosocial assessment 3) integrated care 4) mental health resources.
Pseudonyms have been used to maintain anonymity.

Part of Routine Care
In both focus groups, the midwives and nurses agreed with each other that perinatal psychosocial
assessment was not routinely provided for women who gave birth in that hospital. Additionally, focus
group 1 participants concurred that assessment was part of routine care for women who gave birth in a
public hospital:

Participant 2:I think a lot of that [responsibility] sort of goes on the obstetricians, in terms of antenatally.
We often don’t meet them [mothers] until they’re in hospital, or maybe a class. But in the public system
they do.

Participant 3:That’s probably handled a lot better in the public system.

This quote demonstrated the midwives’ and nurses’ belief that assessment was not provided as part of
routine care for women as well as their belief that assessment was provided for women who gave birth in
the public hospital system. These understandings were supported by all participants within both focus
groups who demonstrated agreement, either verbally or through body language (as noted within �eld note
entries).
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While psychosocial assessment is strongly advised as part of routine care for mothers it is not
consistently implemented. The nurses and midwives went on to explain that some obstetricians who
provided care at their hospital do organise a referral for screening for all of mothers for whom they
provided care.

Participant 1:Some of our obstetricians do refer all their ladies to clinical psychologist to do screening
during pregnancy.

Participant 2: But not all do.

(Field note: All other participants gestured agreement, verbally or head nod.)

The agreement among participants demonstrated their belief that risk assessment of mental illness was
provided as part of routine care for only some women. This assessment was determined by which
obstetrician was providing care.

During interviews the women were asked if they had received assessment of their emotional health and
well-being or of their mental health during the perinatal period. The following response was typical:

Interviewer: So, in regard to your emotional health and well-being, or your mental health, did you have any
formal assessment during the pregnancy?

Jessica: No? (answered with puzzled expression on face and questioning tone in voice)

Interviewer: What about after the pregnancy?

Jessica: No? (answered with puzzlement)

Jessica’s response was clear that she had no recollection of assessment, either prenatally or postnatally.
In addition, the puzzled expression on her face and her questioning tone of voice when she answered
‘No?’ conveyed that assessment was unfamiliar. Five of the eight interviewed did not recall undertaking
any assessment of emotional well-being or mental health.

One of the women who had received an assessment, explained her surprised that all women did not
receive assessment:

I’ve also heard that not all obstetricians do that assessment. When I’ve mentioned to a few of my friends
that doctor [name] had got me to do the [Edinburgh Postnatal Depression Scale] questionnaire, they were
quite shocked and said that not all obstetricians do that. (Rebecca)

Rebecca may have thought that the Edinburgh Postnatal Depression Scale was routine care for all
women. Her experience that other mothers were shocked that she had completed the EPDS demonstrated
that other women were unfamiliar with the assessment.
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Comprehensive Psychosocial Assessment
Three of the women did receive assessment; although not a comprehensive psychosocial assessment,
there was variety in the assessment content. Postnatal mental health was informally assessed for one
mother through the clinician asking a question. Lauren’s family doctor asked her about coping?

… she [family doctor] always asks if I’m okay? Especially because he [baby Logan] has had a lot of
issues, [she asks] how am I mentally coping? (Lauren)

The assessment approach used by this family doctor is limited to a response to a single question. A
similar approach was undertaken by one of the obstetricians, who assessed mental health of the mother
as part of routine postnatal care, using a single question on the woman’s mood:

I believe I have a better feel for the patient [mental health] if I ask them directly how their mood has been.
It is one of my standard questions in the six-week postnatal review. But I don’t use a standardised tool.
(Obstetrician 004)

The midwives and nurses in both focus groups were asked if a tool was used to assess mental health.
This participant con�rmed that midwives did not use a tool for the assessment, but she believed that
midwives should use a tool to assess risk of mental illness by stating:

Participant 1:I think we should, but we don’t.

In this group the participants agreed, either using a verbal a�rmative or through body language. The
participants’ response was the same in the second focus group, suggesting that at these two hospitals
midwives and nurses do not use tools to assess risk.

In another example Nicole explained that the obstetrician provided an Edinburgh Postnatal Depression
Scale. She explained how easily she manipulated the screening tool and pretended that she was well in
order to avoid referral to as psychologist. In this way Nicole was able to manipulate her responses and
avoid referral for assistance.

So, if you don’t want to see someone, it’s very easy to answer them, so that you don’t have a problem and
I don’t know if that’s a common thing with people with mental health but I mean, I know that I had a
psychologist that I didn’t like, so for three sessions in a row I said I was �ne. … those tests are so easy, it’s
not a secret test, you pick the right answer and you get a good score. So, if you don’t want help, or if you
don’t want to admit you’ve got a problem, then it’s very easy to avoid it. (Nicole)

This description from Nicole showed how tailoring Edinburgh Postnatal Depression Scale responses
either enables access to psychological support or to avoid this potential diagnosis of mental illness and
subsequent support.

Coordinated Between Care Providers
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Coordination of assessments of risk of mental illness between care providers was not evident in the
�ndings. Some of the women recalled being assessed by different clinicians at different times. Nicole
recalled that in the postnatal weeks she completed one EPDS with her obstetrician and on multiple
occasions, with a child and family health nurse.

… my obstetrician, she did one [Edinburgh Postnatal Depression Scale]. Um, I scored badly. I then did one
[Edinburgh Postnatal Depression Scale] with the family health woman [nurse]. I scored worse. [Laughs]
21 out of 30 or something, on the Edinburgh thing [Edinburgh Postnatal Depression Scale]. I then did
another one, because she [nurse] likes to keep up on that, and I needed to get another referral so that I
could see my psychologist. And no doubt, I will probably end up having to do another one again. (Nicole)

Her tone of voice and turn of phrase suggested that she appeared resigned to the inevitability of
completing another Edinburgh Postnatal Depression Scale in order to obtain a referral to a psychologist
and of having to complete further Edinburgh Postnatal Depression Scale in the future. Such an
experience suggests a lack of integration of postnatal care between the obstetrician and the nurse.

Mental Health Resources and Assessment
The clinicians provided women with information to access support for mental illness when they
recognised a need. The following examples were typical of the support organisations for women
experiencing perinatal emotional distress or illness that clinicians described. This midwife listed three
mental health resources that she recommends to all women in her care.

So, Internet wise, I talk [to the women] about PANDA, I talk about Beyond Blue, I talk about Gidget
Foundation, as they all have great online resources. (SF002)

All of the midwives and nurses in the focus group indicated their agreement, through their body language
(nodded their heads) or verbally (‘yes’). In the other focus group the same resources were listed by one
participant and the other participants con�rmed agreement. Paediatricians and obstetricians also
provided women with access to support for mental illness

One of the paediatricians discussed facilitating access to mental health resources. In this example the
paediatrician accessed a support service on the woman’s behalf.

I’ve had a few patients who have had signi�cant psychiatric problems and if I feel they’re not coping I
de�nitely speak to the obstetricians. We’ve accessed in-home care for some of those families [where the
woman has signi�cant psychiatric problems]. (NP003)

Although no formal assessment of mental illness was undertaken, an awareness of mental illness
prompted the paediatrician to access in-home support services. Obstetricians also facilitated access to
mental health resources.
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In this example the woman explained that the obstetrician accessed a support service on her behalf, after
she completed an Edinburgh Postnatal Depression Scale. Her obstetrician referred her to her family
doctor to have a mental health plan developed that would allow access to some additional resources.

… he [family doctor] had to do a whole mental health assessment thing. (Rebecca)

The obstetrician assessed the risk of mental illness using the Edinburgh Postnatal Depression Scale,
which prompted a referral to the woman’s family doctor to access support services. This suggests that
the obstetrician was aware of how the mother may be able to access the additional services through
community services, yet did not undertake the mental health plan, possibly due to time constraints or
experience.

Another woman recalled a prenatal assessment at the hospital that
led to support from a psychologist:
I had one [emotional health assessment] just before Eli was born … they offered it as part of the [hospital]
service and I saw a psychologist at the hospital and she was great. (Amanda)

Amanda went on to describe how the support assisted her with the transition to parenthood.

She just helped me talk about the differences there were going to be from going … from quite a big job
that I have … into being a mum. You know, a big change, and taking time off, and how things will be hard.
And she was really good at that and making sure that I knew what was my purpose and I de�ned myself,
so I didn’t get lost in myself. (Amanda)

Amanda has provided a thoughtful response that identi�es the potential values for her of a one-off
psychological intervention to provide encouragement for the development of protective intervention.
Unfortunately mental health resources were only available to women, if the need was recognised by the
clinician. This would suggest that a lack of resources was not a barrier to risk assessment as part of
routine care, but required the active commitment of clinicians to facilitate access to these resources and
support.

These �ndings demonstrated that in these private hospitals perinatal assessment of risk of mental illness
was not provided as part of routine care for all women. When assessment was undertaken it was not as a
comprehensive psychosocial assessment and there was a lack of coordination of assessment between
hospital and community providers. A lack of mental health support services was not demonstrated as a
barrier to undertaking assessment.

Discussion
There is limited research published into assessment of risk of mental illness for women who gave birth in
a private hospital. The studies that have been published show that assessment was not provided as part
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of routine care. Studies on assessment of perinatal mental illness have determined that neither the
Edinburgh Postnatal Depression Scale nor the use of a single interview question provide comprehensive
psychosocial information. Studies on care across the perinatal period have demonstrate fragmentation
of care between hospital and community providers.

Part of Routine Care
The �ndings from this new study indicate that the women were not provided with a comprehensive
psychosocial assessment to identify the of risk of mental illness as part of their routine perinatal care.
This concurred with a previous study that examined perinatal risk of mental illness and demonstrated
that women who gave birth in a private hospital were less likely to undertake formal assessment [18].
Two studies of private hospitals that had implemented an assessment program demonstrated high levels
of acceptability [19, 26]. One of the focus group participants explained that as women are under the care
of an obstetrician prenatally the midwives may be restricted in the assessment they can conduct.

Comprehensive Psychosocial Assessment
These �ndings indicated assessment was not undertaken as a comprehensive psychosocial assessment.
Participants in this study recalled either being asked one question on coping or completing the Edinburgh
Postnatal Depression Scale. Use of a single form of assessment allowed some women to avoid
detection. Neither the women, clinician or administrator participants discussed comprehensive
psychosocial assessment although guidelines recommend a comprehensive clinical psychosocial
interview, which may include the use of a structured tool such as Edinburgh Postnatal Depression Scale
[17, 27, 28] to facilitate earliest identi�cation of risk of mental illness. The aim of comprehensive
psychosocial assessment is to provide a multi-dimensional picture of the mother’s psychosocial
circumstance, not just symptoms of a mental illness [27]. The recommendation is for inclusion of risk
factors; inadequate social support, intimate partner relationship issues, isolation, stressful life events,
personality vulnerabilities, poverty, history of trauma and history of mental illness or substance abuse
[27]. An Australian study of a public hospital screening program identi�ed that 69.1% of midwives
screened for depression using Edinburgh Postnatal Depression Scale [29]. Edinburgh Postnatal
Depression Scale is a valuable instrument to assist recognition of perinatal mental illness; it was
originally validated by health visitors of 84 women, revealing sensitivity over time and judged as
successful in increasing the delivery of both sensitivity and speci�city when family members were not
present [30]. A review of 36 Edinburgh Postnatal Depression Scale studies showed moderate consistency
and accuracy [31]. Edinburgh Postnatal Depression Scale has been known to include ambiguity, exclude
certain types of distress, have low positive predictive value, attempt to provide validation against a
questionable gold-standard and misdiagnosis of transient distress; thus users of the scale should be
aware that it, like other measures, has limitations. [32]. Appropriate care was shown to be problematic
following administration of a screening tool at a single time point [33]. In a study of a residential EPS
service, experienced child and family health nurses integrated information from assessment tools into
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psychosocial assessment when inconsistencies or mismatches exist in order to pinpoint or con�rm areas
of risk [34]. Mental health aspects are entwined within the parenting issues and cannot be isolated from
them [35]. In particular, perinatal psychosocial risk factors include recent stressors, mental health history,
lack of partner support and history of abuse. (Austin & Committee 2013; Austin; Leigh & Milgrom 2008;
Milgrom et al. 2011; National 2007). In Australia, child and family health nurses have a comprehensive
knowledge of perinatal mental health risk assessment within child health and parenting framework from
specialist education [36]. Most importantly, in a study of residential early parenting services, the
experienced child and family health nurses determined vulnerability to perinatal mental illness may
compromise ability to parent and identify interventions that diminish the risk of developing a mental
illness [34]. The completion of a questionnaire may decrease the likelihood that women will be truthful,
where a comprehensive assessment of risk factors obtained through conversation may build rapport and
increase trust, resulting in a more accurate assessment of risk as well as development of resources for
the woman.

Coordinated Perinatal Care
The �ndings of this study describe that assessment may not be coordinated between hospital and
community providers. This �nding is supported by other studies of perinatal services that demonstrated
fragmentation and lack of co-ordination between early parenting support services [37, 38]. Guidelines
recommend that perinatal care is integrated between primary, secondary and tertiary health systems;
across health disciplines; between assessment and referral; across the perinatal time periods; and
between service settings [27]. An American study disclosed that obstetrician assessment was lacking in
detection, treatment and referral [39]. Midwives were more likely than obstetricians to ask about mental
health [40]. A qualitative study of perinatal psychosocial assessment described a negative emotional
effect on the midwives from the cumulation of complex disclosure, frustration regarding referral and lack
of support [41].

Mental Health Resources
The clinicians provided examples of actions taken when a women was identi�ed as having potential risk
factor. Importantly, a lack of resources or support service was not a barrier to assessment, as when
clinicians recognised a need they did provide mothers with mental health resources. As this suggests that
a lack of mental health resources was not the reason that perinatal assessment of risk of mental illness
was not routinely provided to these women, the bene�ts of perinatal assessment are to provide
information on factors that impact wellbeing and raise awareness on care options [27]. National
guidelines suggest one outcome of psychosocial assessment may be referral to mental health services
[28]. Additionally the Australian Longitudinal Study on Women’s Health Women subsample (778) showed
that women who were not asked about their emotional health were less likely to seek support during the
perinatal period [42]. Perinatal assessment of risk of mental illness provides an opportunity for women to
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develop social supports, potentially both as an individual support service and a community support
network, proving an effective mechanism that can ameliorate the risk of perinatal mental illness [27].

Conclusion
In line with international recommendations and Australian legislation, this study provided evidence that
comprehensive psychosocial assessment of risk of mental illness was not provided as part of routine,
integrated perinatal care for women who gave birth in private hospitals, although mental health support
services being available.

Recommendations

The comprehensive assessment of risk of mental illness as part of routine, coordinated perinatal care has
been demonstrated to be feasible and highly acceptable in the private hospital setting [26, 43] and should
be available to all women who give birth in a private hospital.

Limitations
The sampling strategy that was used for this study, snowball sampling, makes it impossible to make
inferences about populations based on the obtained sample. Future studies may investigate the situation
at other private hospitals in other settings.

In order to de�ne the issue future studies may determine the prevalence of perinatal mental illness for
women who gave birth in a private hospital compared to women who gave birth in a public hospital. A
description of assessment experiences between new mothers who gave birth in a public hospital
compared to �rst-time mothers who gave birth in a private hospital would provide greater depth on this
topic.

Additionally, as paternal depression has been shown to correlate with maternal depression in 10% of
partners during the perinatal period [44], further research that considers assessment experience of �rst-
time fathers may provide practical information to develop services for mothers who give birth in a private
hospital.

Issues of debate on screening; sensitivity, speci�city, positive predictive value and clinical cut-off remain
outside the scope of this study.

Clinical Practice Contribution

This evidence may strengthen implementation of services to provide comprehensive assessment of risk
of mental illness as part of routine, coordinated perinatal care for women who give birth in a private
hospital. Provision of this services may facilitate early intervention that has the potential to ameliorate
the risk of mental illness and improve outcomes for women and their families.
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Table 1 Characteristics of clinicians and administrators
Factor Value Clinicians Administrators

(A)*

Number

 

Sex

 

Male

Female

Total

7

19

23

0

0

3

7

19

26
Years of

experience

in  specialty

0-9

10-19

20-29

30+

Total

6

6

6

5

23

0

0

0

3

3

6

6

6

8

26
Duration of practice

at hospital

0-9

10-19

20-29

30+

Total

7

14

1

1

23

0

0

3

0

3

7

14

4

1

26
 

 

 

 

Quali�cation

Midwives (M*)

Nurses (N*)

Obstetricians (O*)

Paediatricians (P*)

Total

11

3

6

3

23

3

0

0

0

3

14

3

6

3

26
*Denotes participant’s profession at end of each quote
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Table 2 Characteristics of Women Participants
Participant Pseudonym  

Participant Professional Background
Sarah Manager

Jessica Accountant

Rebecca Teacher and Social Worker

Melissa Doctor

Lauren Hair Stylist

Emma Lawyer

Nicole Real Estate Broker

Amanda HR Director
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Box 1 – Recruitment Strategies
Participant Strategy
midwives and nursery nurses Distribution of study announcement via email, by maternity

administrator

Study posters placed in maternity clinician common areas

Invitation to attend an in-service education session on
Transition to Parenthood, provided by DS

Snowball recruitment was undertaken to recruit nurses and
midwives

visiting medical o�cers (VMOs) -
obstetricians and paediatricians

DS visited VMO consulting rooms to discuss the study with 
clerical staff and provide a study �yer

DS telephoned to follow-up with interested VMOs

Snowball recruitment was undertaken to recruit additional
VMOs

women participants Recruited directly by the researcher at hospital prenatal
classes

Recruited directly by the researcher at postnatal clinics

Snowball recruitment was undertaken through clinicians, to
recruit women participants

Box 2 - Themes and Subthemes on Assessment of Risk of Mental Illness

Theme Subtheme
1. Characteristics of assessment Part of routine perinatal care

Comprehensive psychosocial assessment

Coordinated between care providers
2. Barriers to assessment Lack of mental health resources

Non-referral for mental health services

 


