
1 

Survey of Midwives’ perinatal mental health knowledge, confidence, attitudes and learning 

needs.  

Abstract  

Background: Midwives have a primary role in facilitating the first stage of perinatal mental health risk 

reduction through inquiring about perinatal mental health, identifying risk factors and current perinatal 

mental health problems, providing support or crisis intervention, referring for treatment and decreasing 

stigmatisation.  

Aims.  The aims of this study were to determine midwives’ a) knowledge of and confidence to identify 

and manage perinatal mental health problems, b) attitudes towards women who experience severe 

mental illness and c) perceived learning needs.   

Design: A cross-sectional survey design.  

Methods: The study was conducted between September 2016 and April 2017 in seven Maternity 

services in the Republic of Ireland with a purposeful non-random convenience sample of midwives 

(n=157).  Data was anonymously collected utilising the Perinatal Mental Health Questionnaire, the 

Mental Illness: Clinician’s Attitudes scale and the Perinatal Mental Health Learning Needs 

questionnaire.   

Findings: Midwives indicated high levels of knowledge (71.1%) and confidence (72%) in identifying 

women who experience depression and anxiety however, they reported less confidence in caring 

(43.9%) for women. Only 17.8% (n=28) of midwives felt equipped to support women whilst 15.3% 

(n=24) reported having access to sufficient information.  Midwives desire education on the spectrum 

of perinatal mental health problems. The mean score for the Mental Illness: Clinician’s Attitudes scale 

was 36.31 (SD=7.60), indicating positive attitudes towards women with severe mental illness.    

Conclusion: Midwives require further education on perinatal mental health across cultures with a skill 

focus and which explores attitudes delivered in a study day format.   
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Statement of significance  

Problem or Issue 

A midwife’s attitude towards women who experience perinatal mental health problems 

influences effective perinatal mental health care provision.   

What is Already known 

Internationally, midwives report-varying levels of confidence, knowledge, attitudes and skills 

in caring for women experiencing perinatal mental health problems. 

What this Paper Adds 

The study provides insight into midwives’ attitudes to severe mental illness and adds to the 

international discussion on how best to prepare midwives for a role in perinatal mental health.  
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1. Introduction  

Perinatal mental health (PMH) refers to the mental health of women from conception through the first 

postnatal year and this period is recognised as a uniquely opportune time for perinatal mental health 

interventions 1.  The term perinatal mental health problems (PMHPs) describes the scope of mental 

health disorders encountered by women from psychological distress to serious mental health 

problems1, 2.  

 

Prevalence rates of PMHPs in Ireland have been reported for postnatal depression (PND) and range 

from 13.2% at six weeks and 9.8% at twelve weeks 3. Moreover, the first UK study4 examining the 

incidence of PMHPs in women assessed by a midwife using the Whooley questions at the initial 

antenatal visit reported the population prevalence as 27% (95% CI 22-32) equating to 1:4 women.  

Rates of PMHPs reported: antenatal depression 11% (95% CI 8-14%), anxiety disorders 15% (95% CI 

11-19%), obsessive compulsive disorder 2% (95% CI 1-4%), post- traumatic stress disorder 0.8% 

(95% CI 0-1%), eating disorders 2% (95% CI .4-3%), bipolar disorder 1 0.3% (95% CI .1-1%), bipolar 

11 0.3% (95% CI .1-1%) and borderline personality 0.7% (95% CI 0-1%)4. 

 

PMHPs are associated with significant morbidity, affecting the wellbeing of the woman, her baby and 

significant others. Adverse outcomes for women who experience PMHPs include recurrent depression, 

increased risk of serious mental health problems, less responsive care giving and increased risk of 

suicide 5. For infants, research has identified epigenetic modifications, preterm birth, low birth weight, 

adverse effect on cognitive, behavioural, psychomotor and socio-emotional development, child and 

adult psychiatric conditions and rarely child neglect, abuse and neonaticide as impacts of PMHPs 6, 7, 8. 

Paternal perinatal depression and poor relationship satisfaction have been linked to maternal mental 

health issues 9.Therefore; the perinatal period is identified as a potentially high-risk period and PMH 

as a major public health issue 1, 5. 

 

Identification of PMHPs 
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Early identification of PMHPs during pregnancy and appropriate interventions are fundamental steps 

in a strategy that aims to promote optimal fetal and infant development 10, 11, 12. Screening, clear 

referral processes, access to specialist’s PMH services and community resources are required to 

provide effective PMH care 10, 11, 12. Although the perinatal period is a time of increased healthcare 

utilisation and offers midwives a unique opportunity to identify risk factors for PMHPs and enquire 

about the woman’s perinatal mental wellbeing, there is currently no international agreement on 

screening, screening instruments or timing of screening for PMHPs 13.  However, international 

guidelines advocate that all pregnant women should be asked about risk factors and current PMH 10, 11, 

13 as the greatest barrier to providing appropriate care and support to women experiencing PMHPs is 

the low level of identification of need12.  

 

 Midwives caring for women in the perinatal period are challenged with identifying both women 

presenting with a pre-existing mental health problem and those for whom childbearing results in the 

onset of a PMH issue. Thereby, midwives are required to extend their knowledge beyond the 

traditional remit of postnatal depression and identify PMHPs across the spectrum. Screening for 

PMHPs in maternity settings has been found to be acceptable to women and healthcare professionals12, 

14. However, there is also evidence that the way in which midwives ask screening questions determines 

the acceptability of screening for women and screening should only be implemented when midwives 

have received appropriate training and have access to referral and integrated care pathways4. 

Screening of women’s past mental health history and current PMH is associated with appropriate 

referral rates rather than a non-specific inflation of referrals such as false positives which have 

resource implications13, 15  .Though it is important that midwives are confident and skilled in assessing 

and managing lower levels of distress appropriately 15,16,17, 18, 19. Barriers to caring for  women who 

experience  PMHPs have been identified among midwives across international studies  and include; 

varying levels of confidence, knowledge, attitudes and skills, insufficient training, inconsistent team 

working, time pressures, lack of knowledge of resources, limited links with mental health services and 

inconsistencies, and discontinuities in the system 12,16,17,18, 19,20.  
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Internationally, minimal research has examined midwives' attitudes to women who experience 

PMHPs18, 19, 20. In Ireland midwives have an enhanced public health role in the provision of PMH care 

as they frequently interact with women and an understanding of midwives’ knowledge, attitudes and 

practice in relation to PMH can be used to plan PMH service and training. Obtaining evidence on 

midwives’ knowledge of and confidence to identify and manage PMHPs, their attitudes towards 

women who experience severe mental health problems and perceived training needs relating to PMH 

ensures that education strategies and professional development opportunities are tailored to the needs 

of the midwifery workforce20.  

 

2. Methods 

2.1 Design 

A cross-sectional study utilising a paper-based questionnaire was administered to a purposeful non-

random convenience sample of midwives in the Republic of Ireland. The conduct and reporting of 

this study is guided by STROBE – Strengthening the Reporting of Observational Studies in 

Epidemiology guidelines 21.   

 

2.2 Aim 

The aims of this study were to determine midwives’ knowledge of and confidence to identify and 

manage perinatal mental health problems (PMHPs), their attitudes towards women who experience 

severe mental illness, and to explore midwives perceived training needs.  

  

2.3 Participants and setting 

A purposeful sample of midwives working within seven maternity services in Ireland (one maternity 

hospital and six maternity units within general hospitals) were invited to participate (n=428). The 

inclusion criteria were that participants must be registered with the Nursing and Midwifery Board of 

Ireland and working with women and babies. Recruitment occurred between September 2016 and 

April 2017 and the Directors of Nursing/Midwifery granted access. An appointed gatekeeper 

distributed the study pack (invitation letter, information sheet and questionnaire) which were returned 
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to a collection box in each area. No identifiable information was requested and consent was implied by 

returning completed questionnaires. Research ethics approval was obtained from three research ethics 

committees covering the seven maternity services within the study. 

 

2.4 Data collection 

Data was collected over an eight-month period through an anonymous questionnaire, which took 10-

20 minutes to complete.   

 

2.5 Survey instrument 

The questionnaire combined psychometrically tested scales and sections developed by the researchers 

after an integrative review of the literature was completed 19.  The questionnaire was piloted with ten 

midwives who provided feedback on clarity, content, format of questions and completion time. An 

expert panel consisting of eight healthcare professionals and educationalists completed the Content 

Validity Index (CVI) and clarity questionnaire. Feedback from the pilot and expert panel resulted in 

minor changes to the demographic section, wording, question ordering and open-ended questions.  

 

2.6 Survey structure 

The survey comprised seven sub-sections:  

2.6.1 Socio-demographics 

Socio-demographic information including; gender, age, qualification, number of years worked as a 

midwife, work pattern, current employment service area (i.e. antenatal, intrapartum, postnatal), highest 

educational level attained, recent post-registration PMH education, how often they worked with 

women who experience PMHPs and whether they knew someone or had a personal experience of a 

mental health problem.    

 

2.6.2 The Perinatal Mental Health Questionnaire (PMHQ) 
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The PMHQ consists of validated scales; the Perinatal Mental Health Awareness (PMHA) scale, the 

causes scale, the consequences scale and Professional Issues in Maternal Mental Health Scale 

(PIMMHS).  

 

2.6.2a The Perinatal Mental Health Awareness (PMHA) scale 

The Perinatal Mental Health Awareness (PMHA) scale (9-item) consisting of three correlated sub-

scales (i) mental health (PMHA –SAD) (ii) physical health (PMHA-MED) and (iii) 

learning/intellectual disability (PMHA-LD) 22. This scale represents key attributes (i) knowledge (ii) 

confidence in identification and (iii) confidence in management of mental health issues22. PMHA scale 

is Likert scored from “very knowledgeable, knowledgeable, not very knowledgeable, not 

knowledgeable”. Cronbach’s alpha has been reported as 0.79, with subscales PMHA-SAD 0.68, 

PMHA-MED 0.77, PMHA-LD 0.7822.    

 

2.6.2b The Causes sub-scale (17-item) examines personal ideas about aetiology of PMHPs and is 

Likert scored from “strongly agree, agree, neither agree nor disagree, disagree, strongly disagree”.  

 

2.6.2c The Consequences sub-scale (7-item) examines the expected effects and outcome on the life of 

a woman experiencing PMHPs and is Likert scored from “strongly agree, agree, neither agree nor 

disagree, disagree, strongly disagree”. The scale was adapted from the revised illness perception 

questionnaire (IPQ-R) (Moss-Morris et al. 2002) by Jomeen et al.23. Confirmatory factor analysis 

(CFA) was undertaken to determine model fit and parsimony, which identified a CFI 0.93 for the 

consequences subscale 23.  

 

2.6.2d Professional issues in maternal mental health scale (PIMMHS) 24 (7-item) comprising of two  

Sub-scales of emotion/communication (PIMMHS-Emotion sub-scale) and training (PIMMHS-

Training sub-scale) assessing the perception of professional issues associated with provision of PMH 

care. PIMMHS is Likert scored from “strongly agree, agree, neither agree nor disagree, disagree, 

strongly disagree” where higher scores indicate greater agreement with professional aspects of care 
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provision which would impact positively on the provision of appropriate PMH care and support. 

Cronbach’s alpha of the PIMMHS-Emotion sub-scale has been reported as 0.81 (0.89-0.92) and the 

PIMMHS-Training sub-scale 0.57 (0.48-0.66) 24. 

 

2.6.3 Mental Illness: Clinicians’ Attitudes (MICA-version 4)   

The Mental Illness: Clinicians’ Attitudes (MICA-4) scale (16-item) 25 examines attitudes towards 

people with severe mental illness and is scored on a Likert scale ranging from “strongly agree, agree, 

somewhat agree, somewhat disagree, disagree, strongly disagree”. A high overall score indicates more 

negative stigmatising attitudes towards mental illness and psychiatry. Reliability of the scale is 

reported by internal consistency (Cronbach’s alpha 0.72) and item-total correlations (≥0.2)25. 

 

2.6.5 Professional development 

Midwives’ professional development/learning needs were ascertained from six items developed by 

Hauck et al. 20 and adapted for use in this study. A single item (yes/no response) assessed whether 

midwives felt well equipped to support women with PMHPs and had sufficient access to information 

on PMH.  Midwives were asked to clarify their learning needs by indicating particular disorders, 

topics and skills they wanted further education on and ranked their preference for the format of PMH 

continuous professional development (CPD) options.  

 

2.6.6 Open questions 

In addition, midwives were asked to respond to a series of five questions around availability of 

guidelines, inquiry into previous history of mental health problems, current symptoms of PMHPs, 

screening tools used in practice and available referral options.  

 

2.7 Scoring and data analysis 

Data entry and analysis was performed using the Statistical Package for Social Science (SPSS) 

Version 24.  All data was checked for completeness and consistency and a 10% random comparison 

between the online data and the original paper based questionnaires was conducted by MN to ensure 
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accuracy of data coding and entry. Descriptive statistics (frequencies, percentages, means and standard 

deviations) were calculated using SPSS for demographic data, knowledge, confidence, attitude 

statements and professional development learning needs. Fisher’s exact test were used to identify 

associations between variables on the PMHA scale.  

 

3. Findings  

3.1 Demographic characteristics 

A total of 157 respondents completed the survey, representing a 36.7% response rate. A summary of 

demographic characteristics of respondents’ is presented in Table 1. Only one respondent was male.  

Half of the midwives (50.3%, n=79) were aged 40 years and older. In terms of qualifications, 74.5% 

(n=117) of midwives had dual registration as a nurse and midwife and 25.5% (n= 40) were direct entry 

midwives. Only 13.4% of respondents had completed a continuous professional development course 

relevant to PMH and of these respondent’s four had completed the course in the previous 6-12 months. 

In addition, 63.1% (n=99) of the respondents reported having a personal history of mental health 

through friend, family or self.   
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Table 1. Demographic variables (n=157 unless stated)  

Age Years worked as a midwife Education (n=156) 

20-29 (n=23) 14.7% 

30-39 (n=55) 35.0% 

40-49 (n=39) 24.8% 

50-55-> (n=40) 25.5% 

<1 (n=7) 4.5% 

1-2 (n=11) 7.0% 

2-5 (n=31) 19.7% 

5-10 (n=25) 15.9% 

>10 (n=83) 52.9% 

Certificate (n=18) 11.5% 

Diploma (n=14) 8.9% 

Degree (n=58) 36.9% 

Postgraduate diploma (n=52) 33.1% 

Masters (n=14) 8.9% 

 

Education on PMH Work pattern Contact with women with PMHPs 

Yes (n=21) 13.4% 

No (n=136) 86.6% 

Full-time (n=108) 68.8% 

Reduced hours (n=49) 31.2% 

Very often/frequently (n=87) 55.4% 

Sometimes (n=60) 38.2% 

Rarely/never (n=10) 6.4 % 

 

Qualifications held Current area of practice (n=157) 

Registered Midwife (n=157) 100% 

Registered General Nurse (n=117) 74.5% 

Registered Psychiatric Nurse (n=2) 1.4% 

Registered Children’s Nurse (n=5) 3.6% 

Registered Nurse Intellectual Disabilities (n=1) 

0.7% 

Public Health Nurse (n=1) 0.7% 

Registered Nurse Prescriber (n=3) 2.2% 

 

Rotate between practice areas (n=64) 40.8% 

Antenatal (n=18) 11.4% 

Intranatal (n=28) 17.8% 

Postnatal (n=23) 14.6% 

NICU (n=11) 7.0% 

Domino/homebirth services (n=7) 4.5% 

Other (n=6) 3.8% 

 

Personal experience of mental health issues (through friend, family or self)  

Yes (n=99) 63.1%  

No (n=58) 36.9% 
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3.2 The Perinatal Mental Health Awareness (PMHA) scale  

 

The level of knowledge and confidence reported by midwives in advising and caring for women with 

PMHPs is presented in Table 2. Over half of the midwives (63.2%, n=98) perceived themselves to be 

knowledgeable on stress, anxiety and depression and 8.4% (n=13) very knowledgeable. Just over a 

quarter of midwives reported not being very knowledgeable of these conditions (28.4%, n=44). In 

contrast, only 1.3% (n=2) indicated that they were not knowledgeable of medical/obstetric 

complications. In relation to learning disabilities 60.6% of midwives reported not being very 

knowledgeable.  The majority of midwives indicated that they were very confident (13.5%, n=21) or 

confident (59.4%, n=92) in identifying stress, anxiety and depression however approximately half of 

midwives (55.5%, n=86) reported not being confident in managing stress, anxiety and depression.  In 

comparison, only 3.2% reported a low level of confidence in managing medical/obstetric 

complications. Using Fisher’s exact test, a significant association (P<.000) was found to exist where 

midwives who reported that they were very knowledgeable also reported that they were very confident 

to identify stress, anxiety and depression.  Similarly, being very knowledgeable was significantly 

associated with (Fisher’s Exact test, p< .000) being very confident to manage PMHPs.   
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Table 2. Perinatal Mental Health Awareness scale (K = knowledgeable, C = confident) (n=155) 

 Very (K/C) K/C Not very 

(K/C) 

Not (K/C) 

How knowledgeable are you about the following conditions  

Stress, anxiety and depression  n=13, 8.4% n=98, 63.2% n= 42, 27.1% n=2, 1.3% 

Learning disabilities  n=4, 2.6% n=44, 28.4% n=94, 60.6% n=13, 8.4% 

Medical, obstetric complications  n=88, 56.8% n=65, 41.9% n=2, 1.3% n=0, 0% 

How confident are you in identifying the following conditions  

Stress, anxiety and depression N=21, 13.5% N=92, 59.4% N=40, 25.8% N=2, 1.3% 

Learning disabilities N=9, 5.8% N=81, 52.3% N=61, 39.3% N=4, 2.6% 

Medical, obstetric complications e N=88, 56.8% N=62, 40% N=4, 2.6% N=1, .6% 

How confident are you in managing the following conditions 

Stress, anxiety and depression N=6, 3.9% N=63, 40.6% N=78, 50.3% N=8, 5.2% 

Learning disabilities N=3, 1.9% N=41, 26.5% N=94, 60.6% N=17, 11% 

Medical, obstetric complications  N=67, 43.2% N=83, 53.5% N=3, 1.9% N=2, 1.3% 

 

 

 

 

 

 

 

 

 

 

 



 13 

 

 

3.3 Causes – Factors causing PMHPs  

 

The Causes sub-scale identified which factors midwives perceive as having a casual or contributory 

role in PMHPs.  The most frequently rated factor was stress and worry followed by a major life event.  

Only 4.5% (n=7) of respondents did not identify a psychiatric history as a cause of PMHPs and 13.4% 

(n=21) neither agreed nor disagreed with this statement. Furthermore, 9.6% (n=15) of respondents 

disagreed that a family history of PMHPs is linked to PMHPs and 28% (n=44) neither agreed nor 

disagreed with this statement. In relation to low social support 7.6% (n=12) of respondents disagreed 

that this was a contributory factor to PMHPs.  

 

3.4 Consequences of PMHPs  

There was a perception among most midwives that PMHPs had major consequences for those women 

who experience a PMH disorder (94.9%, n=148) with just 8.9% (n=14) agreeing with the statement 

that PMHPs do not have much effect on the lives of women who have them.  Midwives agreed that 

PMHPs impact on maternal fetal attachment (87.8%, n=137).  

 

 

3.5 Professional issues in maternal mental health scale (PIMMHS)  

 

A total of 70.4% (n=109) respondents who completed the scale (n=155) agreed with the statement ‘I 

know exactly who to contact if a person is experiencing mental health problems’.  However, 22.1% 

(n=34) of respondents disagreed with the statement ‘it is easy for me to obtain help for women with 

mental health problems’.  While 16.2% (n=25) of respondents were reluctant to discuss emotional 

problems that a woman might be having because they would not know what to do or who to ask for 

advice. In relation to the question ‘training pays sufficient attention to the cultural dimension of 

pregnancy, birth and postnatal’ 50.6% (n=78) of respondents disagreed with this statement. 
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Furthermore, only 3.9% (n=6) of midwives agreed that training equips midwives to manage the mental 

health needs of women from different cultural backgrounds.  Time was identified as a barrier to 

engaging in a discussion about emotional issues for 35.7% (n=55) of respondents while 20.6% (n=32) 

of respondents identified feeling uncomfortable discussing emotional problems with the woman. 

 

3.6 Attitudes – Mental Illness: Clinicians’ Attitudes (MICA-version 4)   

The mean score for the MICA-4 was 36.31 (SD=7.6). The majority of midwives reported that they 

would not mind working with a colleague with severe mental illness but would be hesitant to disclose 

a personal diagnosis of mental illness. In response to the statement “If I had a mental illness, I would 

never admit this to my friends because I would fear being treated differently” 37.9% (n=58) of 

midwives agreed (somewhat agree, agree, strongly agree) and 60.5% (n=92) agreed that “If I had a 

mental illness I would never admit this to my colleagues for fear of being treated differently”.  While 

the majority of midwives 81% (n=124) disagreed that “People with a severe mental illness are 

dangerous more often than not”, 53.1% (n=80) of respondents somewhat disagreed, disagreed or 

strongly disagreed with the statement “The public does not need to be protected from people with a 

severe mental illness”. Midwives regarded psychiatry in high status when compared to other fields of 

health and social care (Table 3).   
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Table 3.  MICA-4 (St A = strongly agree, A = agree, So A = somewhat agree, So D = somewhat 

disagree, D = disagree, St D = strongly disagree)  

 St A  A So A  So D D St D  

I just learn about mental health when I 

have to, and would not bother reading 

additional material on it 

1 

 (.6%) 

11 

(7.1%) 

49 

(31.8%) 

25 

(16.2%) 

54 

(35.1%) 

14 

 (9.1%) 

People with severe mental illness can never 

recover enough to have a good quality of 

life 

1  

(.6%) 

1 

 (.6%) 

12 

(7.8%) 

20 

(13%) 

74 

(48.1%) 

46 

(29.9%) 

Working in the mental health field is just as 

respectable as other fields of health and 

social care  

92 

(60.1%) 

48 

(31.4%) 

6 

(3.9%) 

1 

 (.7%) 

5 

(3.3%) 

1  

(.7%) 

If I had a mental illness, I would never 

admit this to my friends because I would 

fear being treated differently  

4 

(2.6%) 

18 

(11.8%) 

36 

(23.5%) 

27 

(17.6%) 

48 

(31.4%) 

20 

(13.1%) 

People with severe mental illness are 

dangerous more often than not  

2 

(1.3%) 

5 

(3.3%) 

22 

(14.4%) 

30 

(19.6%) 

58 

(37.9%) 

36 

(23.5%) 

Health/social care staff know more about 

the lives of people treated for a mental 

illness than do family members or friends. 

4  

(2.6 %) 

13 

(8.6%) 

43 

(28.3%) 

24 

(15.8%) 

47 

(30.9%) 

21 

(13.8%) 

If I had a mental illness, I would never 

admit this to my colleagues for fear of 

being treated differently  

14 

(9.2%) 

28 

(18.4%) 

50 

(32.9%) 

18 

(11.8%) 

36 

(23.7%) 

6  

 (3.9%) 

Being a health/social care professional in 

the area of mental health is not like being a 

real health/social care professional 

 3  

(2%) 

2 

(1.3%) 

14 

(9.2%) 

44 

(28.9%

) 

89 

(58.6%) 
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If a senior colleague instructed me to treat 

people with a mental illness in a 

disrespectful manner, I would not follow 

their instructions  

130 

(85%) 

16 

(10.5%) 

2 

(1.3%) 

0 1  

(.7%) 

4  

(2.6%) 

I feel as comfortable talking to a person 

with a mental illness as I do talking to a 

person with a physical illness 

42 

(27.5%) 

46 

(30.1%) 

35 

(22.9%) 

20 

(13.1%) 

8  

(5.2%) 

2 

 (1.3%) 

It is important that any health/social care 

professional supporting a person with a 

mental illness also ensures that their 

physical health is assessed 

71 

(46.7%) 

71 

(46.7%) 

8 

(5.3%) 

0 2  

(1.3%) 

0 

The public does not need to be protected 

from people with a severe mental illness  

12 

(7.9%) 

25 

(16.6%) 

34 

(22.5%) 

38 

(25.2%) 

33 

(21.9%) 

9  

(6%) 

If a person with a mental illness complained 

of physical symptoms (such as chest pain) I 

would attribute it to their mental illness 

1 

 (.7%) 

1  

(.7%) 

7 

(4.6%) 

19 

(12.5%) 

57 

(37.5%) 

67 

(44.1%) 

General practitioners should not be 

expected to complete a thorough 

assessment for people with psychiatric 

symptoms because they can be referred to 

a psychiatrist  

 1 (.7%) 9 (6%) 10 

(6.6%) 

9 

(6.0%) 

64 

(42.4%) 

58 

(38.4%) 

I would use the terms ‘crazy’, ‘nutter’, 

‘mad’ etc. to describe to colleagues, people 

with a mental illness who I have seen in my 

work  

4 

(2.6%) 

1 

 (.7%) 

14 

(9.2%) 

8 

(5.3%) 

36 

(23.7%) 

89 

(58.6%) 

If a colleague told me they had a mental 

illness, I would still want to work with them  

90 

(59.2%) 

43 

(28.3) 

13 

(8.6%) 

1  

(.7%) 

2  

(1.3%) 

3 

 (2%) 
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3.7 Professional development  

 

A summary of self-reported PMH learning needs is presented in Table 4. The majority of respondents 

(79.6%, n=125) did not feel well equipped to support women with PMHPs.  Furthermore, only 15.3% 

(n=24) felt they had sufficient information. Over half of all respondents indicated a need for further 

education on all of the listed PMHPs with depression (71.3%, n=112) and Schizophrenia (70.1%, 

n=110) reported most frequently.  Similarly, over 60% of respondents reported a need for additional 

education on all topics with the highest level of demand for education on impact of childbearing on 

mental illness (77.1%, n=121).  Over 80% of midwives requested skill development for assessment of 

mental health and 72.6% (n=114) for assessment of risk of mental illness. While, 38.9% (n=61) 

requested additional skill development for breastfeeding in the context of PMH.   Midwives were 

requested to rank in order their preference for preferred educational format for continuous professional 

development.  The majority of midwives (35%, n=55) identified study days as their preferred format 

followed closely by mandatory in-service education programmes (29.9%, n=47) with just 6.4% (n=10) 

reporting a preference for online delivery. 
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Table 4: Perinatal mental health learning needs  

Variable  n % 

Feels well equipped to support women with perinatal mental health 

disorders (n=153) 

  

Yes  28 17.8 

No  125 79.6 

Has sufficient access to information on pregnancy and perinatal 

mental health disorders (n=153) 

  

Yes  24 15.3 

No  129 82.2 

Mental health disorders –additional education desired (n=157)   

Depression  112 71.3 

Schizophrenia  110 70.1 

Bipolar disorder  102 65 

Personality disorder  101 64.3 

Anxiety disorder  98 62.4 

Substance related disorder  96 61.1 

Tocophobia  93 59.2 

Other  3 1.9 

No further training required  0 0 

Topics additional education desired (n=157)   

Impact of childbearing on mental illness 121 77.1 

Understanding service options  119 75.8 

Signs and symptoms  115 73.2 

Roles of other healthcare professionals  97 61.8 
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Child safety  96 61.1 

Other  3 1.9 

No additional knowledge required  0 0 

Skills – additional education required (n=157)   

Assessment of mental health  128 81.5 

Assessment of risk of mental illness  114 72.6 

Handling stress and aggression  111 70.1 

Discharge planning  94 59.9 

Clinical management   91 58 

Working with families and carers 84 53.5 

Communication skills  78 49.7 

Support with breastfeeding  61 38.9 

Other  0 0 

No additional skills required  0 0 

Preferred educational format (1st choice) (157)   

Study days  55 35 

Mandatory in-service education programme  47 29.9 

Skills workshop  33 21 

Postgraduate module  20 12.7 

Seminars  12 7.6 

Online  10 6.4 

Other  1 0.6 
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3.8 Open questions 

In response to open questions, 40.4% (n=63) of midwives had access to policy/guidelines on PMH, the 

majority of midwives (72.6%, n=114) ask women about a previous history of mental health problems 

and 58.6% (n=92) ask about current symptoms of PMHPs, which drops, to 47.1% (n=74) of midwives 

who routinely inquire about current symptoms of PMHPs at routine follow up antenatal and postnatal 

visits.  Furthermore, 77% (n=120) indicated that they do not use a screening tool when screening for 

current symptoms of PMH issues with only one midwife referring to using the Whooley questions26 

and 16.6 % (n=26) midwives referencing the Edinburgh Postnatal Depression Scale (EPDS)27.  

Referral to the Psychiatric Liaison Nurse (44.6%, n=70) was the most common referral option reported 

by midwives followed by referral to the psychiatric team (29.8%, n=46). Only 1.3% (n=2) of 

midwives had access to specialists PMH midwives. 

 

 

4. Discussion  

This study aimed to examine midwives’ knowledge of and confidence to identify and care for women 

who experience PMHPs, their attitudes towards women who experience severe mental illness, and 

their perceived training needs relating to PMH. The findings of this study show relatively high levels 

of knowledge in relation to depression and anxiety and positive attitudes towards women with severe 

mental illness among midwives.  Midwives desire further education on PMH across cultures and 

across the spectrum of PMHPs to include a skills and attitude component in the format of study days.   

 

4.1 Knowledge and confidence 

Within this study, the majority of midwives reported that they were very knowledgeable of high 

prevalence mental health disorders. Internationally, previous conceptualisations of PMHPs in practice 

and in undergraduate education programmes had a limited focus and primarily concentrated on 

postnatal depression19. This might explain why over 70% of midwives reported they were 
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knowledgeable about stress, anxiety and depression however indicated high education needs for the 

spectrum of PMHPs. Similarly, in previous studies midwives have reported high awareness of 

perinatal depression 28, 29.   Internationally the focus has now moved from postnatal depression to 

encompass the full spectrum of PMHPs 1, 4.   Midwives also reported good knowledge of the 

consequences and causes of PMHPs though, 18% of midwives did not agree that a psychiatric history 

and 38.1% did not agree that a family history is a contributory factor to PMHPs, both of which are 

identified across the international research literature as high-risk factors for the development of 

PMHPs6.  

 

Our findings highlight knowledge alone does not reflect midwives’ preparation to provide effective 

PMH care 20. Only 17.8% of midwives felt well equipped to support women. Furthermore, there was 

evidence from the PIMMHS that previous education did not prepare midwives to respond to the PMH 

needs of women from different cultural backgrounds. Midwives are now only grappling with the 

foundations of mental health and must extend their knowledge and skills to understand and respond to 

women’s psychological distress from all ethnic backgrounds. This is supported in the literature where 

women reported that midwives appeared to lack the knowledge and skills to respond sensitively and 

responsively to psychological needs 30.  

 

4.2 Screening and PMH 

The majority of midwives reported a need for further information on PMH and this may be explained 

by the finding that only 40.4% of midwives had access to local or national PMH guidelines at the time 

of the study. It may also explain the low use of screening tools to identify current symptoms of 

depression or anxiety. Findings demonstrate substantial variation in screening practices with 77% of 

midwives indicating that they do not use a screening tool to enquire about current symptoms of mental 

health issues with only one midwife referring to Whooley questions26 and 16.6% midwives 

referencing the EPDS27.  Cox 31 suggests that women experiencing moderate to severe perinatal 

depression will not be identified if screening tools are not part of the assessment process. One of the 

questions for policy makers and healthcare practitioners is whether universal screening for PMHPs or 
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nationally implemented targeted screening is desirable, ethical or practical and sustainable in the long 

term 31. Further evidence in the form of effectiveness trials are required to determine whether the 

potential benefits of perinatal depression and anxiety screening out weight the potential costs and 

harms of a universal screening programme 15, 32.  The potential harms associated with PMH screening 

include maternal distress, stigma associated with a positive screen and misuse of screening tools as 

diagnostic resulting in inappropriate referral with resource implications 32.  The wide spectrum of 

referral options identified by midwives and the limited availability of PMH specialist referral options 

raises concerns given that screening should be accompanied by the availability of appropriate referral 

pathways. Higgins et al.30 highlight a lack of PMH specialist services and inter-disciplinary referral 

between maternity and mental health services resulted in women experiencing fragmented care.  

 

4.3 Professional development needs 

The professional development component of the questionnaire was adapted from work undertaken by 

Hauck et al. 20 in Australia.  Similar to findings by Hauck et al. 20 only a minority of midwives felt 

well equipped to support women with PMHPs and the majority indicated a need for further 

information.  In contrast to findings by Hauck et al. 20 respondents in this study reported a higher need 

for skill development. This may be explained by the context of care provision where over the last two 

decades Australia has taken the lead in developing national public PMH health policy supported by a 

comprehensive PMH assessment framework, which incorporates guidelines, assessment strategies and 

is paralleled by training programmes 1. Ireland has only recently developed best practice principles for 

midwives33, has limited educational opportunities available to midwives and varied access to specialist 

PMH services exist.   

 

The findings identify the need for further educational opportunities to prepare midwives to optimally 

fulfil their role in the provision of effective PMH care. Education has been identified as effective in 

prevention of PMHPs and midwives who are knowledgeable and confident in relation to PMH are 

more likely to engage in asking relevant questions and to explore responses in-depth thus ensuring 

accurate identification and referral of women at risk or currently experiencing PMHPs. Only 13.4% of 
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respondents had received continuous professional development specific to PMH.  However, 

educational interventions alone do not always lead to changes in midwives’ attitudes, skills and 

behaviour required to provide effective PMH care.   Noonan et al. 19 concluded that education 

programmes would have little benefit if midwives do not have access to integrated PMH care 

pathways, clinical supervision, mentoring and opportunities for midwives to debrief.  Clinical 

supervision and support pathways for HCPs implementing screening and intervention programs are 

central components of training and effective PMH training promotes consistency in evidence-based 

practices, which in turn results in greater equity in access to PMH services for women 34.  The 

preferred format for education was study days with only 6% identifying online delivery as their first 

choice. The high requirement for skill development would lend itself to an interactive component, 

which midwives may not perceive that online delivery would achieve.   

 

4.5 Attitudes to mental illness  

The attitudes of midwives who care for women who experience severe PMHPs is important in the 

context of national and international initiatives aimed at reducing the stigma and exclusion associated 

with mental illness 35. Attitudes towards women with mental health problems are influenced by 

different socio-demographic characteristics such as gender, ethnicity, or knowing someone or having a 

personal experience of mental illness 25, 36. It is now acknowledged that HCPs involved in providing 

care to persons with mental health issues may themselves be in need of de-stigmatisation 35. Negative 

attitudes held by midwives may influence behaviour, have implications for screening and care 

practices and stigmatize women 19, 30, 35, 37. Cultural variations in mental health stigma underlie the 

importance of examining attitudes to mental health among midwives in their context of care 19, 25, 35.  

Research has highlighted the importance of healthcare professionals including midwives having 

awareness of their attitudes and potentially stigmatising views towards women with mental illness25.   

 

The MICA 4 scale used in this study is applicable to professionals within any healthcare discipline 

where a higher MICA score indicates more negative stigma-related mental health attitudes.  This is the 

first study to use the MICA scale with midwives and the mean MICA-4 score 36.31 (SD=7.6), can be 
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compared to the findings of international studies that have examined a variety of healthcare 

professionals’ attitudes to severe mental illness using the MICA scale. Gabbidon et al.25 reported a 

slightly lower mean MICA v4 score of 34.55 (SD = 7.11, n=183) for nursing students in their 

foundation year of an English university.  Likewise, Vendsborg et al. 38 examined staff’s attitudes to a 

person with schizophrenia at two psychiatric units in Copenhagen and reported a slightly higher mean 

MICA score of 37.3.   Li et al. 39 examined community mental health staff‘s attitudes in China to 

mental illness using the MICA scale and total scores were 51.69 (SD = 6.94), scores ranged from 29-

68. In the current study, the MICA score suggests positive attitudes to persons with severe mental 

illness; however, 65% of midwives reported that they would be hesitant to disclose a personal 

diagnosis of mental illness to friends and colleagues suggesting that they perceive a stigma associated 

with mental illness.  

 

Hauck et al.20 used two separate components to examine Australian midwives’ attitudes to mental 

health.  The first component addressed common beliefs and/or misconceptions about a midwife’s role 

in handling PMH needs and the Stereotype Content Model (SCM) was used to assess how different 

groups of childbearing women were perceived by midwives in terms of their competence/capability 

and warmth/friendliness. The findings suggest a range of positive attitudes towards women who 

experience mental health disorders though the results of the SCM indicated pervasive negative 

stereotyping where women with a mental health disorder were judged as being low in warmth and 

competence. Likewise, in a study of Australian midwives, more than 60% identified negative 

responses to women with mental illness and reported that most of the time the midwives they worked 

with avoided women with mental illness 40.  

 

Similarly, nursing studies have explored attitudes to mental health.  A recent integrative review that 

examined nurses’ attitudes toward mental illness across twenty countries41 found that nurses tend to 

have mixed attitudes toward different aspects of mental illness, comparable to attitudes among the 

public and which may partly be explained by different culture beliefs. Furthermore, in a study that 

examined attitudes of qualified versus student mental health nurses towards an individual diagnosed 
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with schizophrenia found that negative attitudes exist among mental health nurses in relation to their 

patients and that greater experience was associated with more positive attitudes35.   

 

The impact of HCPs mental health related stigma is emerging in the literature as a barrier toward help 

seeking behaviour of women with mental health problems41, 42, 43, 44. Systematic reviews that have 

examined women’s experiences of PMHPs have highlighted the importance of receiving care from 

non-judgemental healthcare professionals 42, 43. Women also reported feeling stigmatised by midwives 

where they encountered what they perceived as surveillance and monitoring of their psychological 

distress and believed that midwives were sceptical of their ability to care for their infant30. Stigma is a 

barrier to effective perinatal care which midwives have the most potential to influence or change45.  

Midwives have a role to play in reducing PMH stigma but it is important that they have support to 

reduce their own stigma46. In the current study, the majority of midwives would not mind working 

with a colleague with severe mental illness but would be hesitant to disclose a personal diagnosis of 

mental illness.  Healthcare professionals are among a group identified as being disproportionately 

deterred by stigma 44.  

 

PMH education needs to extend beyond improving knowledge of the spectrum of PMHPs and combat 

healthcare professionals’ own tendencies to stigmatise 39, 46. Education regarding mental illness could 

potentially promote positive attitudes by midwives towards women with mental health problems 41. 

Attitudinal barriers also require positive systematic changes such as a health culture that routinely 

screens, refers and engages women with PMHPs in treatment and this in turn can reciprocally impact 

on midwives’ attitudes 45. Opportunities should be provided for midwives to explore their own 

personal attitudes, assumptions and stereotypes towards women with severe PMHPs with the objective 

of reducing negative attitudes35. Furthermore, clinical supervision and support pathways that 

incorporate reflection and discussion of personal and professional issues that may arise in caring for 

women with severe mental illness should be available to midwives35.  Social contact interventions in 

which women who have experienced a PMHP share their experiences of engaging in maternity 



 26 

services may alert midwives to how personal attitudes and behaviour may impact on the woman’s 

experience of care35.   

 

5. Strengths and limitations  

The survey used internationally psychometrically validated scales to obtain information from 

midwives across seven maternity services. The findings of the current study must be viewed in the 

context of its methodological limitations.  Limitations include the response rate and whilst 36.7% was 

acceptable for a general survey, results should be interpreted with caution and despite the anonymous 

nature of the survey, the response rate may be reduced due to the sensitivity of the topic. No 

information was collected about non-responders and it is possible that those with an interest in mental 

health related issues participated in this study and were attitudinally and/or behaviourally different to 

those who choose not to participate.  Social desirability responses may be more likely to occur with 

sensitive questioning around attitudes to persons with severe mental illness present in this current 

study.   

 

 Conclusion  

If midwives are to be effective in supporting women who experience PMHPs and their families, they 

must have access to ongoing education and training, have organisational support that recognises the 

importance of PMH and the time that midwives will require to address this issue, and have access to 

appropriate referral pathways with a variety of options. Training must also focus on developing 

midwives’ PMH cultural competence. Professional development opportunities need to provide 

midwives with an opportunity to explore their own personal attitudes and potentially stigmatising 

views towards women who experience severe PMHPs with the objective of reducing negative 

stereotypes and attitudes. Development of an attitude scale specific to PMH and for use with 

healthcare professionals working with women and their families would be useful so that international 

comparisons can be made and that the impact of education on changes in attitudes can be assessed.   
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