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Abstract
Background  Postpartum Anxiety [PPA] is a prevalent problem in society, posing a significant burden to women, 
infant health, and the National Health Service [NHS]. Despite this, it is poorly detected by current maternal mental 
health practices. Due to the current lack of appropriate psychometric measures, insufficiency in training of healthcare 
professionals, fragmentation of maternal mental healthcare policy and practice, and the magnitude of the effects of 
PPA on women and their infants, PPA is a critical research priority. This research aims to develop a clear understanding 
from key stakeholders, of the current landscape of maternal mental health and gain consensus of the needs 
associated with clinically identifying, measuring, and targeting intervention for women with PPA, in the NHS.

Methods  Four focus groups were conducted with a total of 21 participants, via Zoom. Data were analysed using 
Template Analysis.

Results  Analysis rendered four main themes: (1) Defining Postpartum Anxiety; (2) Postpartum Anxiety in Relation to 
other Mental Health Disorders; (3) Challenges to Measurement and Identification of Maternal Mental Health; and (4) 
An Ideal Measure of Postpartum Anxiety.

Conclusions  Findings can begin to inform maternal mental healthcare policy as to how to better identify and 
measure PPA, through the implementation of a postpartum-specific measure within practice, better training and 
resources for staff, and improved interprofessional communication.
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Background
The postpartum period is generally expected to be a posi-
tive experience for a mother and her newborn. However, 
this lifecourse transition may encompass mental ill health 
[1, 2], with the prevalence of perinatal mental health 
problems in the UK estimated at 20% [3]. Postpartum 
Anxiety [PPA] is estimated to affect 8% of all mothers 
in the UK [4] and, as a result, poses a significant burden 
to women and the National Health Service [NHS], high-
lighting a major public health concern [5]. Despite this, 
PPA is under-recognised [6], emphasising the impor-
tance of identifying women who require intervention [1].

Whilst some levels of anxiety in the postpartum can 
be considered adaptive from an evolutionary perspec-
tive, a ‘tipping point’ of anxiety can be surpassed, where 
symptoms significantly impact on women’s functioning 
and precipitate negative maternal and infant outcomes. 
Some levels of anxiety may be adaptive and so promote 
caregiving [7], but negative levels that surpass a tipping 
point and/or levels of persistent anxiety in the postnatal 
period can pose risks to both mother and baby [8–10]. 
For healthcare professionals [HCPs], distinguishing adap-
tive from pathological anxiety can be challenging [11, 12]. 
Literature has documented how PPA has the potential to 
disrupt fundamentals in mothering, including: mother-
infant bonding; [13–15] breastfeeding; [16, 17] as well 
as maternal perception of infant temperament [18–20] 
infant sleep [21] and infant cognitive outcomes [22]. 
Additionally, it has been found [5] the lifetime cost per 
woman experiencing PPA was high to both the health-
care system and for loss of quality-of-life. The multitude 
of complexity surrounding PPA and the negative out-
comes reinforce this disorder as a public health priority 
[23, 24], however, identification and management of PPA 
has faced several challenges [25].

The overshadowing of Postpartum Depression [PPD] 
in research and practice has left women’s experiences 
of PPA largely misunderstood. In 2010, several recom-
mendations were made with regard to the classification 
of mental disorders during the perinatal period in the 
ICD-11, [26] including broadening the onset specifier 
to include a larger range of illnesses [27]. However, the 
ICD-11 does not currently offer a separate specifier for 
PPA, and the disorder cannot be diagnosed unless it can 
be classified elsewhere. Instead, the focus remains on 
PPD, despite suggestions that favouring PPD over PPA 
may underestimate the incidence of PPA [28]. Similarly, 
although the DSM-5 offers a “with peripartum onset” 
specifier to a range of mood disorders this does not apply 
to anxiety during the postpartum period [29], which 
presents a problem for both diagnosis and treatment 
of PPA. It has been found [30] that almost all postnatal 
women who met criteria for anxiety disorder not other-
wise specified [ADNOS] also met criteria for generalized 

anxiety disorder, further highlighting how anxiety dis-
orders are not well defined for women. This has further 
implications for the diagnosis and treatment of PPA. This 
overshadowing effect has garnered more recent atten-
tion in the field [31], but still exists as a clinical diagnos-
tic phenomenon, despite existing independently [11, 18], 
and at a higher prevalence rate [18]. PPA is often incor-
rectly diagnosed as PPD [32] or as comorbid PPA-PPD 
[33]. Regarding this comorbidity, research and clini-
cal practice consistently refer to anxiety as a product of 
depression, rather than anxiety accompanied by depres-
sion [14]. Evidently, the overshadowing effect presents 
significant challenges for the specific and targeted iden-
tification and management of PPA symptomatology and 
aetiology (1, 34–35). As such, further research is required 
to understand the current landscape of maternal mental 
healthcare in the NHS, including current measurement 
of PPA in clinical practice.

This overshadowing has led to the pre-eminence of 
psychometric tools designed to assess PPD rather than 
PPA, specifically. These include the: Edinburgh Postna-
tal Depression Scale [EPDS] [36]; Perinatal Depression 
Inventory [PDI] [37]; and Whooley Questions [38]. These 
measures can include anxiety sub-scales, but holistic and 
specific measurement of anxiety remains rare. In practice, 
this may mean that PPA may be mis-diagnosed as PPD 
due to lack of appropriate measurement tools for anxi-
ety. Additionally, measures of anxiety which were devel-
oped and validated in general populations are frequently 
utilised in postpartum research and practice, including 
the State Trait Anxiety Inventory [STAI] [39]; and Gen-
eralised Anxiety Disorder [GAD] 7-item [GAD-7] [40] 
and 2-item [GAD-2] [41]. Consequently, maternal- and 
infant-focused anxieties, specific to the postpartum, 
including feeding, bonding, and sleeping, may fail to be 
captured accurately. General measures also tend to inflate 
scores by items which would generally be expected dur-
ing the postpartum [31, 42], for example, “I tire quickly” 
and “I feel rested” as found within the STAI [39]. More-
over, work conducted with the sub-scales of the Postpar-
tum Specific Anxiety Scale [PSAS] [31] demonstrated the 
prediction of unique variance above general measures in 
infant feeding [17] and maternal bonding [13], suggesting 
childbearing-specific tools are superior in their ability to 
predict maternal and infant outcomes over general mea-
sures. However, as yet, the PSAS has only been used as a 
research tool.

Evidently, general measures limit clinical measurement 
and identification in current practice. The EPDS has not 
performed well as a measure of PPA [42] and its anxiety-
based sub-scale, the EPDS-A, has not been found to have 
significantly higher correlations than the EPDS, with 
other anxiety measures [43]. The GAD-2 offered supe-
rior psychometric properties to the EPDS in measuring 



Page 3 of 14Harris et al. BMC Psychiatry          (2024) 24:680 

PPA [32, 44], and National Institute for Health and Care 
Excellence [NICE] recommends use of the GAD-2 (and 
the GAD-7 for follow-up) at all universal health visits 
[6]. However, both GAD measures have failed to achieve 
sensitivity and specificity thresholds in perinatal samples 
[45]. It has been found [46] that the prevalence of anxi-
ety symptoms to be 15.0% with the GAD-2, 28.8% with 
the EPDS-A, and 17.1% with a direct question asking 
whether women had experienced anxiety in the postpar-
tum period. Kappa coefficients suggested a ‘weak level 
of agreement’ between measures highlighting demand 
for improved psychometric scales validated for PPA 
[42]. Importantly, postpartum women of minority eth-
nic backgrounds are less likely to report self-identified 
anxiety [47], highlighting the need to develop culturally 
appropriate measures [46].

Practice to date has therefore often meant, that in the 
absence of effective measures, extrapolation from gen-
eral measures to perinatal contexts is undertaken, despite 
insufficient psychometric evidence. This is exacerbated by 
the gap between evidence, policy, and practice surround-
ing PPA [48], which must be acknowledged in order to 
enhance the wellbeing of postpartum women, as well as 
improve perceptions of care. In 2017, the Royal College 
of Obstetricians & Gynaecologists [RCOG] further high-
lighted the regional disparity of care for perinatal women 
across England [49], with the Maternal Mental Health 
Alliance [MMHA] further corroborating the so-called 
‘postcode lottery’ when accessing support [50]. Despite 
commitment by the English government to increase 
spending on perinatal mental health services [51], and 
NICE guidance highlighting and prioritising the need 
for multi-agency services [6], there remains stark dispar-
ity across all four nations of the UK in terms of access to 
perinatal mental healthcare, with only 16% of teams in 
England, 14% of teams in Scotland and no teams in Wales 
or Northern Ireland meeting standards for community 
perinatal mental health services [50]. Poor interdisciplin-
ary communications and variations in service organisa-
tions across the NHS, has created confusion from Health 
Visitors about the ever-changing clinical landscape of 
referral pathways, frustrated at the availability of special-
ist services, and waiting lists for psychological support 
[12, 52]. Clearer policies are vital to identify needs and 
improve access to support, yet maternity practice and 
policy initiatives are often unsupported by the evidence 
previously discussed [53]. Additionally, 10% of postna-
tal women reported they had not been questioned about 
their mental wellbeing by their healthcare providers [54]. 
This may be the result of HCPs feeling unequipped to 
support women with PPA, due to lack of training [12, 
33]. This raises the issue of parity of esteem, with men-
tal healthcare significantly neglected in comparison to 
physical health. Since women with PPA typically utilise 

healthcare services more frequently, an effective measure 
would directly reduce strain on resources [32, 34].

Considering the literature surrounding inadequate 
measures, poor training, fragmentation of maternal men-
tal health [MMH] policy and practice, and the magnitude 
of the effects of PPA, there is a need for further research. 
This multifactorial rationale demands understanding of 
the current landscape of PPA in the UK, including cur-
rent identification and measurement, to enable improved 
measurement, screening, and targeted intervention.

Methods
Present study and setting
The study aimed to better understand the current land-
scape of MMH within the NHS, and gain consensus 
from stakeholders, of the needs associated with clinically 
identifying, measuring, and targeting intervention for 
PPA. Focus groups with key stakeholders located across 
the UK, explored views of PPA policy and practice, and 
data were analysed through Template Analysis [55, 56]. 
Template Analysis can be adapted to different contexts 
[57] and its pragmatic and utilitarian outlook allows for 
multiple worldviews. Subsequently, this work can be con-
sidered from a dimensional position rather than dichoto-
mous positivist or constructivist perspectives [57].

Ethics
This study was approved by the University of Liverpool 
Institute of Population Health Research Ethics Commit-
tee on 09 March 2022 (ref:-11083).

Participants and recruitment
Potential participants who identified as being employed 
in maternal mental healthcare, research, or advocacy 
were recruited between March and April 2022, via 
e-mails (for stakeholders with whom the research team 
had an existing relationship), posting of recruitment 
adverts on social media, and word-of-mouth snowball-
ing. Inclusion criteria included participants who were 
aged ≥ 18years, the ability to understand and converse in 
English, availability to participate in a focus group, and 
employed within the following categories in the UK: 
Frontline HCPs, Third Sector Organisations (e.g., com-
munity groups, charities, voluntary sector), Regulatory 
Organisations, and Policy Makers. It was essential for 
participants to work within the broadly defined field of 
MMH.

Participants received an information sheet outlin-
ing the aims and procedures of the study before pro-
viding written informed consent via a form, as well as 
additional verbal consent from all participants to record 
prior to recording at the beginning of each focus group. 
Consent forms were stored on a secure drive only acces-
sible by the research team. The researcher’s emphasised 
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confidentiality of personal data and asked all partici-
pants to respect the confidentiality of fellow participants. 
Each participant was reimbursed £25, in-line with NIHR 
guidelines [58].

Twenty-three participants were recruited to four focus 
groups, which included six, eight, four, and three par-
ticipants, respectively. Two participants were deemed to 
have provided too little input to their respective focus 
groups to have made meaningful contributions (i.e. 
provided their name and role, and perhaps only add-
ing a word of agreement to other participants’ points), 
and so their data were removed, rendering analysis 
based on twenty-one participants, including: HCPs 
(n = 11; 52.38%), Policy Makers (n = 5; 23.80%), Aca-
demic Researchers (n = 12; 57.14%), individuals from 
Third Sector Organisations (n = 5; 23.80%), and indi-
viduals involved in Patient and Public Involvement and 
Engagement (PPIE; n = 2; 9.52%). Participants were geo-
graphically located across the UK, allowing for a broad 
understanding of current MMH policy. See Table  1 for 
demographic information.

Data collection
Focus groups conducted via the on-line platform Zoom 
[59], ensured a national participant pool could par-
ticipate, and were led by an experienced qualitative 
researcher [SAS], with another member of the research 
team also in attendance [EJH, SW]. The four focus groups 
ranged from 62 to 102 mins (MTime=80.75 mins). A topic 
guide facilitated consistent questioning across focus 

Table 1  Professional roles of participants
Participant Identifier Professional Role

Healthcare Professionals Policy Makers Third Sector Organisation Workers Academic
Researchers

PPIE

A ✓ ✓
B ✓
C ✓ ✓
D ✓ ✓
E ✓ ✓
F ✓
G ✓ ✓
H ✓ ✓
I ✓ ✓
J ✓ ✓ ✓ ✓
K ✓
L ✓
M ✓ ✓
N ✓ ✓
O ✓ ✓
P ✓
Q ✓
R ✓
S ✓ ✓
T ✓
U ✓
N/B

-Some participants were employed within multiple roles

-Policy makers included local and/or central government roles

Fig. 1  The Template Analysis Methodology
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groups, but allowed for individual stakeholders’ views 
and experiences to be heard (see Appendix 1). Focus 
groups investigated current national policy of MMH, 
whether regional policies were perceived to support 
national policy, how PPA is currently defined in clinical 
practice, the relationship between PPA and PPD, whether 
stakeholders perceive identification and measurement of 
PPA to be a problem, and what a measure of PPA should 
involve. Interviews were audio-recorded, transcribed by 
an approved transcription service, pseudo-anonymised, 
and accuracy checked against the original audio-record-
ing, allowing also for data familiarisation. Transcripts 
were stored on a secure drive only accessible by the 
research team. Transcripts were uploaded, managed, and 
analysed in NVivo12.

Data analysis
Template analysis can obtain meaningful results using 
smaller samples, and therefore was appropriate for the 
focus group study we conducted. A coding template was 
developed and refined according to the topic guide [56] 
and included themes: (i) Defining Postpartum Anxiety; 
(ii) Identification and Measurement of Maternal Men-
tal Health; (iii) Postpartum Anxiety in Relation to other 
Mental Health.

We adopted a methodical, yet reflexive approach to 
analysis, including: (1) Reading transcripts for data 
familiarisation; (2) Preliminary coding using initial tem-
plate; (3) Organisation of themes in a hierarchical struc-
ture; (4) Defining the template, permitting the addition 
and removal of themes; (5) Application of the template 
to the full dataset; (6) Providing accurate definitions 
for each theme in the template [56]; see also Fig. 1. The 
analysis was conducted by one researcher [EJH], under 
the supervision of a qualitative methods expert [SAS]. 
Findings were checked for coherence, accuracy, and logi-
cal progression from raw data to descriptive and then 

interpretive analysis with the wider study team [VF, SW]. 
This team approach allowed for rigorous interrogation 
of our analysis and eventual findings. Accuracy check-
ing throughout the final two stages confirmed thematic 
saturation, whereby final themes were supported by suf-
ficient data. An iterative and consultative approach was 
employed, repeatedly reviewing quotations, ensuring full 
representation of the dataset, and in the early part of the 
analysis, the template was adapted to include a fourth 
theme titled: ‘An Ideal Measure of Postpartum Anxiety’.

Results
The final Template Analysis comprised four themes 
(see Fig. 2 for visual presentation of themes), which are 
detailed below, with the most illustrative quotations pre-
sented and participant identifier for reference.

Theme 1: Defining postpartum anxiety
This section of the template dealt with participants’ defi-
nitions of PPA. Sub-themes included: Adaptive Anxi-
ety and the ‘Tipping Point’; and Misunderstanding and 
Pathologizing Anxiety.

Adaptive anxiety and the ‘tipping point’
Stakeholders stated the importance of understanding 
adaptive anxiety, expected of the postpartum period.

“We really need to get a handle on the distinction 
between a normative perinatal mental health so 
that that functional aspect that motivates appropri-
ate caregiving and relate, is reciprocal to the infant 
attachment system.” (Participant-D).
 
“I think it’s validating people’s anxiety to say: ‘It’s 
completely normal to have those feelings.’” (Partici-
pant-P).

Fig. 2  Template Analysis themes and sub-themes
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Moreover, stakeholders suggested anxiety was only nega-
tive when perceived as a problem by the mother.

“It is less easy to define perhaps than other mental 
health issues in the sense that there’s some element 
of it which is adaptive, so it’s probably what the 
woman says it is really… if it’s causing her an issue 
then it’s an issue.” (Participant-G).

The impact on functioning was the ‘tipping point’ which 
stakeholders used to distinguish between adaptive anxi-
ety and something more pathological.

“At some point that can translate into something 
that is really adversely affecting quality of life and 
function.” (Participant-A).
 
“It’s about recognition of when that is affecting rela-
tionships or functioning.” (Participant-P).
 
“I’ve always thought it’s an evolutionary adaptation 
if you have a very vulnerable newborn. But obvi-
ously, at some point that can translate into some-
thing that is really adversely affecting quality of life 
and function” (Participant-K).

Misunderstanding and pathologizing postpartum anxiety
Many stakeholders acknowledged the misunderstand-
ings surrounding the recognition, prevalence, and impact 
of PPA; and how commonly these misconceptions occur 
amongst HCPs.

“I think anxiety is under-recognised both in terms of 
its prevalence but also its impact and how disabling 
it is.” (Participant-T).

“I think a lot of practitioners don’t fully understand.” 
(Participant-E).

Stakeholders expressed efforts to categorise PPA as its 
own distinct disorder, rather than a feature of depression.

“It’s about trying to hold the space for anxiety being 
its own disorder… I think it’s not helped by the NICE 
guidelines.” (Participant-U).

Additionally, this misunderstanding can increase the risk 
of pathologizing PPA, which may worsen health.

“It’s always been hard to know how anxious is too 
anxious.” (Participant-U)

“They are functional, and we are pathologizing… 
normative mood which runs the risk… of… messing 
people up in terms of their normative caregiving.” 
(Participant-D).

As a result, fears were expressed surrounding labelling 
women.

“… ‘labelling’ – to what extent it is enabling and 
to what extent it’s stigmatising or puts people into 
boxes that are unhelpful.” (Participant-O).

In contrast, diagnoses were seen as being potentially 
helpful and an encouraging experience, particularly for 
those mothers in distress about their symptoms.

“I personally found it quite liberating to have it sug-
gested that what I was experiencing was anxiety 
because it gave something firm to hang onto in a 
very confusing situation.” (Participant-O).

Theme 2: Postpartum anxiety in relation to other mental 
health disorders
The second part of the template discussed PPA in Rela-
tion to other Mental Health Disorders. Sub-themes 
included: Differences in Disclosure of Maternal Mental 
Health; and Language Surrounding PPA.

Differences in disclosure of maternal mental health
Stakeholders felt a clear difference in patient disclosure 
surrounding depression and anxiety. Many believed 
symptoms of anxiety were easier to disclose.

“Depression has a negative connotation, whereas 
anxiety is something that they can just easily tell cli-
nicians without fearing any issues to do with Social 
Services.” (Participant-N).

Moreover, disclosing anxiety may be easier due to its 
advantageous caregiving connotations in comparison to 
that of PPD.

“They’re more comfortable to say: ‘I’m feeling anx-
ious’, because that almost allows them to feel that 
they’re being a good parent. You should be anxious, 
you should be worried about your child, you should 
be concerned about your child.” (Participant-R).
 
“I think it does feel, in a sense, less stigmatising than 
depression, and there’s always that difficult thing 
that although people are encouraged to talk about 
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their feelings and their mental health… it’s not easy 
actually to talk to people about feeling low… and in 
a way it’s easier to talk about anxiety than depres-
sion.” (Participant-O).

Stakeholders thought this difference was linked to misun-
derstandings surrounding anxiety as its own disorder.

“I think that makes it hard for people to… err… kind 
of think about anxiety in the way that you think 
about depression. People have a really clear idea of 
what being depressed means, but being anxious, has 
a lot bigger range of symptoms or impacts possibly.” 
(Participant-U).

Moreover, stakeholders suggested that both disorders are 
often disclosed as one entity.

“I think there’s a tendency in general that anxi-
ety and depression are almost shared in the same 
breath… you ask them if they have a history of men-
tal health conditions and they say: ‘Oh, I’ve got anxi-
ety and depression’, it comes as a pair.” (Participant-
L).

Language surrounding postpartum anxiety
Stakeholders believed language surrounding anxiety to 
be different to that of depression, which may cause dif-
ferences in rates and ease of disclosure. They suggested 
the term anxiety – as a clinical disorder – is often used to 
describe short-lived emotion.

“I suppose the word anxiety has entered the general 
language that people use to talk about their mood… 
I think parents use ‘anxiety’ to mean a whole host of 
things on a huge continuum, some of which are caus-
ing them immense distress… and others of which are 
causing them a mild level of worry.” (Participant-G).

As previously mentioned, stakeholders believed anxi-
ety does not have the same negative connotations as 
depression, however, this may cause underestimation of 
severity.

“It doesn’t feel like it’s so gloomy and so dark, though 
it’s really, really important for people to recognise 
that people are desperately challenged by anxiety, 
and it is a very serious condition…” (Participant-O).

Despite stakeholders believing anxiety to be easier to dis-
close, stigma still surrounds this mental illness.

“I think there’s too much focus on treatments for 
PND whereas I think we almost do a bit of, not 
cheerleading for postnatal anxiety, but get the word 
out that it’s there and is a condition in its own right. 
Maybe stigma breaking around that.” (Participant-
T).

Theme 3: Challenges to measurement and identification of 
maternal mental health
The penultimate part of the template covered Challenges 
to Measurement and Identification of Maternal Mental 
Health, more generally. Sub-themes included: Difficulties 
with Revealing Mental Health to Healthcare Profession-
als; and Fragmentation in Policy and the Reality of Cur-
rent Practice.

Difficulties with revealing mental health to healthcare 
professionals
The relationship between HCPs and women and espe-
cially the one-to-one mother-HCP relationship which 
developed over pregnancy, was discussed as being crucial 
to disclosure of mental health and providing a source of 
stability.

“The relationship with that practitioner for the ben-
efit of the woman is so critical and that practitioner 
from a continuity point of view being able to act as a 
transitional attachment figure themselves… whoever 
is involved needs to stay involved.” (Participant-D).
 
“If you don’t know someone and they come into your 
house and just ask you some questions from a list, 
I’m really unlikely to tell them anything that’s both-
ering me.” (Participant-Q).

The lack of use of sensitive language also emerged as a 
barrier to disclosure, with many participants highlighting 
the importance of the different elements of the relation-
ship between HCPs and mothers.

“The language that you use, the communication 
that you use, are really crucial for them opening up 
about stuff in future.” (Participant-E).

Safeguarding was reported as a barrier to disclosure as 
women may fear losing their child.

“I’ve worked with families before who were quite 
worried because their family members said, ‘If you 
say this, they are going to take your children away’.” 
(Participant-E).
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Furthermore, stakeholders reported confusion about 
available support.

“In terms of perinatal anxiety, I think we don’t really 
know what is available to women, what’s acceptable 
to women and what women are being offered.” (Par-
ticipant-Q).

Staff training, or a lack thereof, was believed to be the 
fundamental issue causing difficulty in identification of 
PPA and offering an obstacle to disclosure by those who 
were struggling with mental ill health to HCPs.

“The critical thing that’s lacking… is actually any 
expertise in the broad multidisciplinary perspective.” 
(Participant-D).

Stakeholders believed this lack of training explained why 
emotional wellbeing was being disregarded.

“…you’re supposed to ask about maternal wellbe-
ing, and that’s the first thing that Midwives will skip 
because… they don’t feel that they have the required 
training to signpost women further.” (Participant-M).

It was also revealed that there is a lack of training on 
using measures in practice and some reported sourcing 
external training to provide skills for delivering postnatal 
care.

“Staff do need training on how to use measures, how 
to ask women to complete them…and how to inter-
pret what the meanings of that are in terms of the 
outcome of your clinical assessments.” (Participant-
T).
 
“We have no pre-reg training… I have sourced train-
ing which is completely outside of the NHS to enable 
me to do that client-facing work with greater effi-
cacy.” (Participant- D).

Fragmentation in policy and the reality of current practice
Stakeholders believed the level of fragmentation in both 
policy and practice was inhibiting the quality of postnatal 
care delivered.

“Overall, the problems that women experience with 
postnatal care is fragmentation of services com-
pared to the rest of their maternity journey.” (Partic-
ipant-S).

Poor communication between services was often cited as 
causing fragmentation.

“There needs to become some kind of flexibility, find-
ing a better way for services to work alongside each 
other because the communication between GP, like 
primary care and secondary care and then mental 
health services is really poor.” (Participant-E).

Stakeholders also expressed that the guidance on care 
they receive, is not based upon perinatal research 
evidence.

“If you look at how the guidance is developed, it isn’t 
actually drawn from any perinatal studies.” (Partic-
ipant-A).

Within the focus groups, stakeholders also discussed 
general measures used within clinical practice:

“We use the GAD-2 questions and if they get a score 
of three or above then we would proceed to use the 
GAD-7… there hadn’t been very much research with 
perinatal populations, a lot of that is based on the 
GAD-2 in general population.” (Participant-P).

They often expressed negative views surrounding the 
measures available.

“I honestly don’t think there is a good option for anx-
iety at the moment.” (Participant-G).

Many stakeholders admitted to drawing on their own 
expertise to adapt guidance to individual needs.

“There isn’t specific perinatal mental health guid-
ance for those sorts of services, so I’m constantly 
having to adapt and use what is quite often clinical 
guidance and use in a more socially oriented and 
community setting.” (Participant-L).

Stakeholders discussed the reality of trying to access 
desired support whilst suffering from mental ill health.

“It’s a very complex process and incredibly difficult 
to navigate if you are already experiencing poor 
mental health.” (Participant-F).
 
“There is a mass of often conflicting information 
about just getting help and I believe that contributes 
to anxiety and for women who then need help with 
their anxiety, it’s hard to find and you almost need 
to be absolutely sane and on top of your game to be 
able to find the help you need.” (Participant-S).
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Flexibility was noted as a requirement to tailor national 
guidelines to local levels but may cause inconsistencies 
with care.

“Although NHS England makes recommenda-
tions, they’re often left to local implementation and 
whereas one organisation within my service might 
agree that something is the right thing to do, the 
other organisations may not.” (Participant-T).

Theme 4: An ideal measure of postpartum anxiety
The final section of the template was dedicated to per-
ceptions of An Ideal Measure of Postpartum Anxiety, 
which covered what stakeholders believed to be essen-
tial criteria for an effective clinical measure. Sub-themes 
included: An Informal, Maternally-Centred, Support-
ive Conversation; and Utility of a Measure Focused on 
Function.

An informal, maternally-centred, supportive conversation
Stakeholders expressed fears surrounding the risk of stig-
matising PPA whilst using a clinical measure and that it 
should be based solely around support.

“As long as it’s put in the context of giving support… 
not stigmatising… to detect people who could do 
with extra support.” (Participant-B).
 
“What’s the point in assessing mental health, why 
would we do that, and it’s to ensure that families get 
the right support that they need” (Participant-C).

Giving supportive information alongside the items of the 
measure, may increase disclosure and decrease fear.

“I guess having examples… like 'Some anxiety is 
normal… are you feeling a lot more anxious than 
you expected or than your peers are?' and then that 
leading to hopefully a useful conversation.” (Partici-
pant-I).

Stakeholders preferred a measure in the form of a con-
versation to a tick box type measure.

“I’ve always felt the measurements interrupt and 
disrupt the conversation and make it more tick-boxy 
and difficult rather than actually opening up the 
conversation.” (Participant-G).
 
“I think I’d prefer to be able to have a measure that I 
could use in a more informal, conversational chatty 
type of a way.” (Participant-G).

It was also established that a useful measure should take 
a maternal focus.

“Permitting women to focus on themselves rather 
than the baby.” (Participant-S).

With this in mind, some stakeholders preferred the idea 
of a single open-ended question to instigate a meaningful 
conversation.

“So, we’ll ask the Whooley questions and parents 
might well say no, and then ask, 'So have you ever 
suffered with…depression but never spoken to any-
one about it?' And the majority would say yes.” (Par-
ticipant-D).
 
“A kind of general help for women to disclose, was 
to say ‘How are you finding being a mum? Is it bet-
ter than you expected or not to so good as you 
expected?’… if she suspects there are things the 
woman is not really disclosing but still looks wor-
ried.” (Participant-S).

The importance of the safety of the measure, if utilised 
for self-diagnosis, was stressed amongst stakeholders.

“I think it’s also really important to be aware that 
lots of women will use this as a self- diagnosis 
test…  how we can make that a safe thing as well.” 
(Participant-F).

To overcome issues with disclosure and facilitate conver-
sation, a motivational style of interviewing may be a use-
ful method.

“So, it’s about being able to have that discussion with 
people, ‘Is this something that’s affecting your life?… 
What can I do for you?’ Getting them to verbalise it, 
so using that kind of motivational interviewing style 
with people.” (Participant-P).

Utility of a measure focused on function
Stakeholders reported that a useful measure for PPA 
must be clinically actionable.

“So, there’s something about it being clinically 
actionable; what does it change about your treat-
ment plan or your care pathway or what you offer a 
family that meant that that tool was useful to you as 
a practitioner?” (Participant-J).
 
“It’s not that we label someone with ‘You have post-
natal anxiety’, it’s ‘you have these particular symp-
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toms which are making your life really difficult and 
therefore that informs what support we need to put 
in place for you’.” (Participant-U).

Many stakeholders commented on the length of what 
they deemed to be an ideal measure.

“When I’m thinking about my kind of ideal tool for 
measuring postnatal anxiety, realistically it needs 
to be something which is short, initially, that has an 
initial screening and then a longer version.” (Partici-
pant-U).

When discussing current measures in practice, shorter 
measures were favoured due to heavy workloads.

“The GAD-2 perhaps, but definitely not the GAD-
7, there are too many questions for Midwives to go 
through that one, even though that would be pre-
ferred, it’s just too much I think for them on top of all 
the other things that they have to check in a postna-
tal visit.” (Participant-M).

However, benefits to longer tools were discussed.

“The other thing that has come out is that some of 
these tools are so long… going into really such detail 
that it becomes a psychological intervention.” (Par-
ticipant-T).

Stakeholders expressed the difficulty in producing 
an ideal short measure which encompasses sufficient 
breadth and depth.

“I think one of the things which is always going to be 
difficult is that kind of conflict between getting the 
breadth you want to cover all anxiety disorders and 
having it as brief as it needs to be to be realistically 
used in clinical practice, in a routine way. And that 
is a really difficult balance.” (Participant-U).

Regardless of a tool’s length, stakeholders highlighted the 
importance of a focus on maternal functioning.

“If you wanted to make it truly a postnatal anxiety 
tool, that functionality also has to include function-
ing as a new mother and not just day-to-day func-
tioning.” (Participant- M).

Frequency and intensity of symptoms also emerged as a 
priority for an effective measure of PPA.

“Because if the person’s showing symptoms, finding 
it difficult to function and experiencing these symp-

toms on a frequent basis, then they will need a lot 
more support than someone who may not be experi-
encing it frequently.” (Participant-H).

Discussion
The study aimed to acquire understanding from key 
stakeholders, including Frontline HCPs, Third Sector 
Organisations, Policy Makers, and Academic Research-
ers, of the landscape of current MMH policy and prac-
tice, in the NHS. A secondary aim was to gain consensus 
of the needs associated with clinically identifying, mea-
suring, and targeting intervention for women with PPA.

Defining postpartum anxiety
Stakeholders addressed the under-recognised prevalence 
and severity of PPA. It has been reported [11] that the 
concept of perinatal anxiety was ill-defined, presenting 
as a barrier to its identification and management, and 
the potential for poorer health outcomes. Consequently, 
the absence of clear definitions prevents stakeholders 
from distinguishing between adaptive and pathological 
anxiety. The ‘tipping point’ identified by stakeholders also 
coincides with findings of others [60], suggesting anxiety 
to only be problematic upon the impairment of everyday 
functioning. The study’s findings, reinforced by literature, 
highlights PPA as under-researched causing challenges to 
deliver effective support.

Stakeholders expressed mixed views on labelling 
women with a disorder, with some suggesting it to be 
unhelpful and others suggesting its benefits for validat-
ing experiences. In support of this, previous research has 
reported [61] that General Practitioners were reluctant to 
diagnose and medicalise women’s experiences. However, 
more recent research [47] suggests specialist care and 
support for perinatal mental health may positively affect 
women who find healthcare hard to access, to engage 
with wider health services. Further research is required 
regarding safe methods to identify MMH.

Postpartum anxiety in relation to other maternal mental 
health
The current study suggested anxiety was easier to disclose 
than depression, due to fewer negative connotations. Fur-
thermore, previous reports suggest [11] perinatal anxiety 
was not understood well in comparison to depression. 
Similarly, stakeholders also acknowledged that depres-
sion may be readily disclosed due clarity in its definition, 
as it has remained at the focus of research and practice, 
overshadowing PPA and its recognition as a disorder 
[62]. This may inhibit effective articulation of anxiety 
symptoms and reinforces within women that PPD is the 
disorder of importance. Subsequently, feelings of mar-
ginalisation may emerge when unable to resonate with 
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PPD symptoms with no alternative explanation [63, 64]. 
This domination of depression and the under-recognition 
of PPA combined, present as a major issue for identifi-
cation. The ICD-11 only provides a diagnosis for PPA 
when not otherwise specified; definitions for disorders 
with and without presentation of psychosis largely relate 
to PPD and PPA is not specifically mentioned. Although 
PPA is often comorbid with PPD [65], increasingly evi-
dence suggests that both prevalence [18] and severity of 
PPA means it requires attention in its own right. Further 
evidence needs considering in PPA. Stakeholders dis-
cussed that anxiety and depression can be shared within 
the same breath. Symptoms of anxiety can be subsumed 
within depression, and therefore dismissed when depres-
sion is absent [66]. This inter-relationship is challenging 
to disentangle which can further inhibit effective identifi-
cation [62]. This highlights the importance of recognising 
both anxiety and depression separately, to avoid women 
and the severity of their mental health being overlooked 
and undervalued [63]. It also further emphasises the need 
for an appropriate measure of anxiety to be used in the 
NHS in order to effectively distinguish, identify, and treat 
the disorders.

Challenges to measurement and identification of maternal 
mental health
Stakeholders discussed the issue of staff training espe-
cially in regard to effective utilisation and interpre-
tation of psychometric measures. Research has also 
documented HCPs’ confusion approaching the use of 
measures in practice [34], and that HCPs lack the neces-
sary competencies to effectively identify and manage dis-
orders [67]. This highlights training as a significant factor 
in the quality of postpartum care delivered. As such, any 
new measure that needs to be developed must also offer 
clear instructions on how the measure needs to be com-
pleted, emphasising which scores may indicate the need 
for further intervention. Stakeholders also expressed dis-
satisfaction with current measures and acknowledged 
that general measures had not been evidenced within 
perinatal populations, causing women to be overlooked 
for referral to support [31]. These findings emphasise 
the poor reality of postpartum care in the identification, 
management, and treatment of mental health disorders, 
especially in relation to PPA [68]. Furthermore, the soci-
etal silencing of negative experiences of motherhood, 
reveals stigma as source of anxiety and barrier to support 
[69] with women feeling stigmatised when disclosing 
mental health to HCPs [70]. This emphasises the sig-
nificance of addressing safeguarding fears to encourage 
disclosure.

Moreover, relational care was presented as a poignant 
aspect of effective postpartum practice. It has been pre-
viously reported  [71] that women required a trusting 

relationship with HCPs, regardless of the screening mea-
sure used, to disclose information. However, others have 
found [72] that no individual HCP would take responsi-
bility for the emotional care of women and due to heavy 
workloads. The lack of follow up from a consistent HCP, 
further inhibited disclosure [66, 73]. This fragmentation 
of postpartum care highlights the accountability that 
stakeholders must take to address these issues within 
policy and practice [52].

An ideal measure of postpartum anxiety
With the dissatisfaction stakeholders displayed towards 
current practice, important components of an ideal mea-
sure of PPA were suggested. A supportive maternally 
focused approach was deemed essential with a measure 
in the form of a conversation, preferred over a tick box 
type measure. Importantly, HCPs may have the oppor-
tunity to reinvent society’s concept of a ‘good mum’ as 
a mother who discloses, accesses help and recovers, to 
increase self-worth and foster a new identity [69]. Stake-
holders also required the measure to be clinically action-
able, similar to others [74], who emphasised that measure 
outcomes should indicate a clear referral pathway. Stake-
holders’ negative views of the GAD and the Whooley 
questions are reinforced by evaluations of current mea-
sures [42, 43, 46] concluding that there is no effective 
measure of PPA [74].

Stakeholders’ demands regarding what an effective 
measure needs to encompass, highlights potential modi-
fications that can be actioned to measures. The flaws of 
general measures have motivated the creation of perina-
tal-specific tools, such as the Perinatal Anxiety Screening 
Scale [PASS] [75] and the Postpartum Specific Anxiety 
Scale [PSAS] [31]. The PASS has been validated in perina-
tal women. However, by measuring both the prepartum 
and postpartum, it suggests that symptoms are compara-
ble, despite both encompassing unique experiences [31]. 
In contrast, the PSAS has been validated and utilised 
within research around the world. Its successful imple-
mentation within research, opens doors for modifications 
for use in clinical practice. Despite its research success, 
the PSAS does not cover maternal functioning aspects, 
an essential component of the current study’s results, and 
key for the diagnosis of PPA (e.g., anxiety may be experi-
enced often but is not debilitating, or may be experienced 
infrequently but severely which may require interven-
tion). This suggests that any tool used to measure PPA in 
clinical settings also needs to consider functioning. These 
tools provide the foundations of an effective measure of 
PPA, to be modified and adapted for use within the NHS.

Strengths, limitations, and future directions
To our knowledge, this is the first study to report the 
perspectives of a range of stakeholders on the current 
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landscape of MMH policies and the effective measure-
ment of PPA. Despite the sample’s ethnic diversity, 
the variety of professions proved to be an overarching 
strength, allowing a holistic exploration of PPA in current 
policy and practice. However, the use of remote focus 
groups is argued to build weaker rapport compared to 
a face-to-face discussion [76]. The profile of PPA needs 
significant elevation to increase awareness and improve 
identification and management. HCPs in direct contact 
with women, require improved training and resources on 
PPA as a disorder, the ever-changing referral pathways, 
and the appropriate measures to use. Work must be done 
to have specific tools embedded into clinical practice and 
use of general measures should be avoided.

Conclusions
This research has obtained clearer understanding of the 
complex national landscape of MMH through insight 
from Frontline HCPs, Third Sector Organisations, Policy 
Makers, and Academic Researchers. A thorough argu-
ment for the implementation of postpartum-specific 
measures into healthcare, specifically warranted for anxi-
ety, has been developed which allows for conversation 
surrounding anxieties specific to motherhood in order to 
inform appropriate intervention. This study addressed a 
multi-factorial rationale, drawing research attention to 
the under-recognition, under-detection, misunderstand-
ings, and the significant burden PPA poses to women, 
infants, and the NHS. Overall, this study has contributed 
important findings to literature around the identification, 
management, and current policy and practice of PPA.
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