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( Abstract )

Context: Perinatal mental health (PMH) disorders are among the most common complications of pregnancy and childbirth; however, a substantial
treatment gap persists because of systemic, structural, and interpersonal barriers. This systematic review and meta-synthesis aimed to synthesize global
qualitative evidence on strategies to improve PMH care, thereby informing policy, service design, and clinical practice.

Evidence Acquisition: Guided by the Sample, Phenomenon of Interest, Design, Evaluation, Research Type (SPIDER) framework, we conducted a systematic
search of seven electronic databases (MEDLINE via PubMed, CINAHL, Scopus, Scientific Information Database (SID), PsycINFO, Embase, and Web of Science) to
identify qualitative and mixed-methods studies examining PMH care strategies, barriers, and facilitators. No date restrictions were applied. Methodological
quality was appraised using the 10-item Critical Appraisal Skills Programme (CASP) checklist, and confidence in the evidence was assessed using GRADE-
CERQual (Confidence in the Evidence from Reviews of Qualitative Research). Data were analyzed using thematic meta-synthesis following the framework of
Thomas and Harden (1). The review protocol was registered with PROSPERO (registration No. CRD420261501502).

Results: A total of 41 studies were included. The studies spanned high-, middle-, and low-income countries across 6 continents and involved diverse
participants, including perinatal women, partners, midwives, nurses, psychologists, community health workers, and policymakers. Five overarching analytical
themes were generated. First, compassionate, person-centered communication was identified as a fundamental therapeutic strategy to facilitate disclosure and
mitigate women’s fears of judgment. Second, integrated and coordinated service delivery, particularly the co-location of mental health professionals within
obstetric settings, emerged as a structural imperative to reduce referral attrition and care fragmentation. Third, community-based and peer-supported care was
highlighted as a vital strategy to reduce stigma, validate women'’s experiences, and extend the reach of formal services. Fourth, workforce development and
task-sharing were recognized as essential for sustainable care, requiring practical training and embedded specialist supervision to develop the skills of
nonspecialist providers. Finally, flexible, tailored, and technology-assisted delivery models were endorsed as equity-oriented strategies to overcome logistical
barriers, although human connection remained irreplaceable.

Conclusions: Closing the PMH treatment gap requires a paradigm shift from reactive, siloed care to proactive, integrated, and highly relational support
systems. Sustainable improvement depends on a coordinated approach that includes structural integration, workforce expansion, community partnerships,
and flexible service delivery, all underpinned by trauma-informed communication. These findings, based on stakeholder experiences and perceptions of
acceptability and feasibility, suggest that policymakers and service planners should consider mandating integrated care pathways and funding diversified,
patient-centered modalities to ensure equitable, accessible, and high-quality PMH care.

Keywords: Perinatal Care, Mental Health Services, Community Mental Health Services, Telemedicine, Rural Health Services,
Mental Health Care
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1. Introduction psychological well-being. Perinatal mental health (PMH)

disorders, predominantly depression and anxiety, are

The perinatal period, encompassing pregnancy and the among the most common complications of pregnancy and
first year postpartum, is a vulnerable time for maternal  childbirth, affecting up to 20% of women globally (2).
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Beyond the immediate distress experienced by mothers,
untreated PMH conditions have profound and enduring
consequences, adversely affecting mother-infant bonding,
infant cognitive and emotional development, and broader
family dynamics (3). Consequently, early identification and
effective management of PMH disorders are clinical
priorities and essential public health imperatives that
require robust and accessible systems of care (4).

Despite the well-documented prevalence and impact of
these disorders, a substantial treatment gap persists in
PMH systemic, interpersonal, and
structural barriers hinder optimal care delivery (5). At the
system level, maternity and mental health services are
frequently fragmented, resulting in disjointed care
pathways and a shortage of specialized PMH professionals
(6). Inadequate screening protocols, limited clinician
training, and logistical barriers, such as transportation and
childcare, often prevent women from accessing timely

care. Numerous

interventions (7). Financial constraints and limited access
to mental health facilities and specialized services in
remote and rural areas may further restrict timely access to
care, particularly for women living far from established
healthcare centers (8, 9). Deeply ingrained societal stigma
surrounding maternal mental health compounds these
issues and frequently deters women from disclosing
symptoms or seeking help. These challenges underscore
the urgent need to identify and implement comprehensive
strategies that bridge the gap between evidence-based
recommendations and routine clinical practice (10).

In response to these challenges, various strategies have
been developed and evaluated to improve the quality and
accessibility of PMH care. These range from integrated
collaborative care models and digital health interventions
to targeted workforce training and peer support initiatives
(11). Although quantitative research has established the
clinical efficacy of many of these interventions,
understanding the realities of implementation in diverse
healthcare settings requires examination of qualitative
evidence (12). Previous evidence syntheses have been
geographically restricted or have focused solely on barriers
and facilitators (5, 13-15), without identifying strategies
from stakeholders' perspectives.

Therefore, this systematic review and meta-synthesis
aims to comprehensively synthesize the qualitative
literature on strategies for improving PMH care. By
aggregating and interpreting stakeholders' experiences
and perspectives, the review seeks to elucidate the core
mechanisms perceived to underpin successful PMH care
interventions from the perspectives of all stakeholders.

2. Methods

2.1. Study Design

A systematic review and meta-synthesis of qualitative
and mixed-methods evidence was conducted to identify,
appraise, and synthesize the literature on strategies to
improve PMH care globally. The review was registered with
the International Prospective Register of Systematic
Reviews (PROSPERO) before data collection (registration
No.: CRD420261501502). The final review aligns with the
registered protocol. The only amendment was the addition
of the Scientific Information Database (SID) to enhance
coverage of Middle Eastern literature; this decision was
made during the initial search phase. Reporting follows
the Preferred Reporting Items for Systematic Reviews and
Meta-Analyses (PRISMA) guidelines (16) and the Enhancing
Transparency in Reporting the Synthesis of Qualitative
Research (ENTREQ) statement (17), which provides specific
guidance for transparent reporting of qualitative evidence
syntheses.

2.2. Eligibility Criteria

Studies included based on the Sample,
Phenomenon of Interest, Design, Evaluation, Research Type
(SPIDER) framework (18), which is recommended for
structuring qualitative review questions, as outlined in
Table 1. This framework was selected because its
components capture the nuances of qualitative review

were

questions, focusing on “Sample” and “Phenomenon of
Interest” rather than rigid “Population” and “Intervention”
categories. It was therefore more suitable for synthesizing
diverse stakeholder perspectives on complex service
delivery issues. Qualitative and mixed-methods primary
studies were eligible regardless of country, setting, or
participant group, provided they addressed experiences,
perceptions, or strategies related to PMH care delivery or
access. For mixed-methods studies, only the qualitative
component was included in the synthesis; such studies
were eligible if this component was sufficiently substantial
to allow the extraction of textual data on stakeholder
perspectives.

2.3. Search Strategy

A systematic search was conducted across 7 electronic
databases: MEDLINE (via PubMed), CINAHL (via
EBSCOhost), Scopus, SID, PsycINFO (via Ovid), Embase (via
Ovid), and Web of Science (via Clarivate). Search terms
combined Medical Subject Headings (MeSH) and free-text
keywords related to PMH, strategies, barriers, facilitators,
qualitative methods, and care delivery, using Boolean
operators (AND/OR). No date restrictions were applied;
searches were limited to English-language, peer-reviewed
publications because of the review team’s language
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Table 1. Eligibility Criteria Based on the SPIDER Framework

Exclusion Criteria

SPIDER Element Inclusion Criteria

Sampl Perinatal women (pregnant or up to 12 months postpartum), partners, healthcare Studies f ing exclusively on non-perinatal lation
ample providers, community health workers, or health system stakeholders udies focusing exclusively on non-perinatal populations

Phenomenon of Strategies, barriers, facilitators, and experiences related to perinatal mental health care  Studies unrelated to perinatal mental health care or service

Interest delivery, access, or improvement delivery

Design Qualitative or mixed-methods studies Quantltapve cgmponelnts ,Of mixed-methods studies,

systematic reviews, editorials, case reports
Evaluation Perceptions, experiences, attitudes, or views on perinatal mental health strategies Biomedical or pharmacological outcomes only
Research Type Primary qualitative or mixed-methods research with extractable qualitative data Gray literature, conference abstracts without full text

[ dentifi of studies via datak and }
e
Records identified from
£ databases (n =3,286)
_g Records removed before screening:
3 PubMed (MEDLINE) (n = 612) Duplicate records removed
€ CINAHL (n_= 478) (n=1152)
E SCOP“i (n=788) Records marked as ineligible by
& SID (n =236) automation tools (n=0)
= PsycINFO (n =347) Records removed for other reasons (n=0)
Embase (n=536)
Web of science (n = 289)
—
— I
Records screened Records excluded
(n=2134) > (n=1902)
g
B
: I
Reports sought for retrieval > Reports not retrieved
(n=232) (n=38)
=/
£ I
Reports excluded: (n =153)
g Reports assessed for eligibility Wrong population (n=46)
=S (n=194) 0 Wrong concept (n=>54)
] ‘Wrong context/setting (n=26)
‘Wrong study design (n=18)
Insufficient data (n=9)
L)
—
T — o
= Studies included in review
< (n=41)
= Reports of included studies
(n=41)
=)
Figure 1. PRISMA flowchart
capabilities and limited translation resources. The hand-searched to identify additional eligible records not

potential implications are discussed in the Limitations
section. Searches were initially conducted on May 1, 2026,
and last updated on August 30, 2026. Reference lists of
included studies and relevant systematic reviews were
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captured by database searching. The complete search
strings and strategies are provided in Appendix S1 in the
Supplementary File.
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2.4. Study Selection

Retrieved records were imported into Rayyan
systematic review software and deduplicated before
screening. Two reviewers independently screened all
records at the title and abstract level, followed by full-text
assessment of potentially eligible studies against the
predefined SPIDER criteria. Discrepancies at both stages
were resolved through discussion and, when necessary,
consultation with a third reviewer to reach consensus. The
selection process is shown in the PRISMA 2020 flow
diagram (Figure 1). A complete list of studies excluded at
the full-text stage, with reasons, is provided in Appendix S5

in the Supplementary File.

2.5. Quality Assessment

Two reviewers (R. M. and A. S.) independently appraised
the methodological quality of all included studies using
the Critical Appraisal Skills Programme (CASP) Qualitative
Studies Checklist (19). The current 10-item version was used
to evaluate rigor, credibility, and relevance across criteria
covering study design, sampling, data collection,
reflexivity, ethics, analysis, and findings. Discrepancies
were resolved through discussion. Consistent with
established meta-synthesis methodology, no studies were
excluded solely on the basis of quality scores; instead,
quality ratings informed the confidence assigned to the
review findings. Item-level quality judgments for all
included studies are provided in Appendix S2 in the
Supplementary File.

The overall certainty of the synthesized findings was
assessed using the GRADE-CERQual (Confidence in the
Evidence from Reviews of Qualitative Research) approach
(20), which appraises confidence across 4 components:
methodological limitations, coherence, adequacy of data,
and relevance to the review question. Each synthesized
finding was assigned a confidence level of high, moderate,
low, or very low. A full summary of the CERQual
assessments, including detailed judgments for each
component, is provided in Appendix S3 in the
Supplementary File.

2.6. Data Extraction

Two reviewers independently extracted data using a
prepiloted, standardized extraction form. Extracted fields
included author, publication year, country, setting, study
design, methodological framework,
participant characteristics, sample size, data collection
method, sampling strategy, and key findings on PMH
strategies, barriers, and facilitators. Discrepancies were
resolved through discussion and cross-checking against

theoretical or

the original source. The characteristics of all included
studies are presented in Appendix S4 in the Supplementary
File.

2.7. Reflexivity

Reflexivity was maintained throughout the review in
recognition that researchers’ backgrounds, assumptions,
and perspectives may influence the interpretation of
qualitative findings. The review team included researchers
with expertise in PMH, health services research, and
qualitative methodology, representing  diverse
professional and cultural perspectives. The lead reviewers
maintained reflective journals during data extraction and
synthesis, and regular team discussions were held to
examine assumptions, challenge interpretations, and
ensure that emerging themes remained grounded in the
primary data rather than prior expectations.

2.8. Data Synthesis

A thematic meta-synthesis approach was used,
following the framework proposed by Thomas and Harden
(1) for synthesizing qualitative evidence. The synthesis was
led by S. S. S., with independent coding contributions from
R. M. and A. S. Findings from primary studies were
extracted as textual data, inductively coded line by line,
and iteratively grouped into descriptive themes. Two
reviewers initially coded the data independently, and
disagreements were resolved through discussion. Data
were managed using NVivo software to maintain an
auditable chain of evidence. Descriptive themes were
subsequently developed into higher-order analytical
themes through constant comparison across studies,
capturing strategies, barriers, and facilitators across
diverse settings and populations. This process involved
moving from summarizing the explicit content of primary
studies to generating overarching interpretations
addressing the review question. Participant quotations
were treated as first-order constructs, primary authors’
interpretations as second-order constructs, and the review
team’s syntheses as third-order constructs. GRADE-
CERQual was applied to each final synthesized finding to
communicate confidence in the evidence and highlight
areas requiring further primary research.

3.Results

3.1. Overall Characteristics of Included Studies

A systematic search was conducted across 7 databases,
identifying 612 records from PubMed (MEDLINE), 478 from
CINAHL, 788 from Scopus, 236 from SID, 347 from PsycINFO,

Health Scope. 2026; 15(4): 173937
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536 from Embase, and 289 from Web of Science, yielding a
total of 3,286 records.

After removal of 1,152 duplicate records, 2,134 unique
records were screened by title and abstract against the
predefined eligibility criteria.

During this screening phase, 1,902 records were
excluded, and the remaining 232 reports were sought for
full-text retrieval, of which 38 could not be obtained.

The full texts of the remaining 194 reports were assessed
for eligibility, resulting in the exclusion of 153 reports for
reasons including wrong population (n = 46), wrong
concept (n = 54), wrong context/setting (n = 26), wrong
study design (n=18), or insufficient data (n=g).

Consequently, 41 studies met all inclusion criteria and
were included in the final review (Figure 1).

The 41 included studies were conducted across a wide
range of countries spanning high-, middle-, and low-
income settings, including the USA (n = g), UK (n = 5),
Ethiopia (n = 3), South Africa (n = 2), Iran (n = 2), Pakistan
(n = 2), Australia (n = 2), and single studies from Ireland,
Norway, France, Spain, Belgium, Canada, Ghana, Uganda,
Indonesia, Mali, China, India, Brazil, and a cross-cultural
study spanning Spain and Brazil. This is a partial
geographic breakdown of the 41 included studies. Most
studies employed qualitative designs, predominantly
thematic analysis, phenomenology, grounded theory, and
framework analysis, with three studies using mixed
methods. The three mixed-methods studies contributed
their qualitative interview or focus group components to
the synthesis. Data were collected primarily through semi-
structured interviews and focus group discussions, with
fewer studies using workshops, diary studies, or combined
survey and interview approaches. Sampling was almost
universally purposive, reflecting the qualitative nature of
the evidence base. Sample sizes ranged from 12 to 68
participants for the qualitative components included in
this synthesis; participants included perinatal women,
midwives, nurses, community health  workers,
interprofessional clinicians, health system stakeholders,
and, in two studies, partners of women experiencing PMH
difficulties. Studies were published between 2016 and 2026,
with the majority published from 2020 onward, reflecting
the growing global research interest in PMH service
improvement. The overall characteristics of the included
studies are provided in Appendix S4 in the Supplementary
File.

3.2. Meta-Synthesis Findings

The meta-synthesis of 41 qualitative studies examining
strategies to improve PMH care identified five overarching
themes that collectively illuminate the essential

Health Scope. 2026; 15(4): 173937

components of effective service delivery. These themes
represent interconnected strategies that address the
multifaceted challenges of PMH care across diverse
contexts and populations. Rather than discrete
interventions, the findings suggest a comprehensive,
systems-level reorientation from episodic, symptom-
focused care toward relational, contextually sensitive, and
structurally integrated approaches. The themes reflect
stakeholder perceptions of what is acceptable, feasible, and
valuable, rather than definitive evidence of clinical
effectiveness.

3.2.1. Theme 1: Compassionate, Person-Centered Communication
as a Therapeutic Strategy (CERQual Confidence: High)

Across the synthesis, the relational quality of clinical
encounters was identified as one of the most decisive
strategic levers available to PMH providers. Women
consistently described clinicians’
listening quality, the presence or absence of judgment, and
language sensitivity—as fundamentally shaping whether

communication—

they engaged with care, disclosed their distress, or
withdrew entirely (21-25). This evidence supports the
systematic cultivation of communication competence as a
clinical strategy rather than an interpersonal virtue left to
individual discretion. Actionable approaches included
direct, empathic questioning during routine antenatal
visits; gradual, companion-supported delivery of
distressing news; clinician advocacy for women navigating
complex care systems; and consistent use of nonclinical
language and environments that reduced the
psychological weight of help-seeking (21, 26, 27, 28).
Trauma-informed formulation—helping women
understand their difficulties in the context of their lived
histories—was perceived to foster durable self-compassion
and improved emotional availability for their infants (22,
25).

The quality of human connection was reported to
transcend  structural  barriers = when  providers
demonstrated genuine warmth and cultural humility.
Women valued clinicians who could "put herself in my
shoes like trying to ask me the questions in a way that
would not hurt me" (23) and who empowered rather than
directed; as one participant reflected, "They never told me
what I should do. All they did was open my mind to what
was happening to me.l was empowered to make my own
decision to move on" (22). This nonjudgmental stance was
particularly critical for women from marginalized
communities who feared judgment or child removal (29-
31). One participant revealed the hidden burden of
screening, admitting, "sometimes I think I'm lying to
myselflike I put an A instead of a B because I don't want
people to think that I'm a bad mom" (31). Such disclosures
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illustrate how fear of judgment undermines screening
validity and care quality, underscoring the need to create
nonjudgmental therapeutic spaces in which women feel
safe to disclose their authentic experiences (23, 31,32).

Perinatal loss contexts further illustrated the strategic
importance of language. Nurses and midwives who
received bereavement-focused training shifted from
avoidant communication patterns to actively initiating
grief conversations, offering meaningful rituals such as
footprints and prepared viewing of the baby, and using
humanizing language—referring to the baby by name
rather than clinical descriptors—practices perceived to
meaningfully improve women'’s experiences of care (21, 33).
One mother articulated the devastating impact of
insensitive disclosure, recalling that "as soon as the doctor
started the sonography, she said that the fetus was death.
My whole world came crashing down on me and I was
going to die of shock. We all know that one should not
break such death news suddenly" (21). This insight
underscores that how information is conveyed can itself
become a source of trauma or an opportunity for healing
(21,24, 28).

Continuity of the provider relationship was endorsed as
indispensable to effective communication: women who
had a consistent, known clinician reported greater
willingness to disclose, whereas fragmented care produced
repeated retraumatization through the need to retell
traumatic histories (24, 27, 34, 35). Specialist perinatal
expertise—encompassing knowledge of medication safety
during breastfeeding, awareness of identity transitions in
motherhood, and familiarity with the perinatal context—
was identified as a distinct and valued competency that
general mental health practitioners often lacked (27, 36).
Women reported that general psychiatrists "don't think
that they see enough pregnant women to really know what
they're, you know, to keep up to date with what they're
saying,"
demonstrated "real insight" and could confidently reassure
women that "people do come out through it" (27). This
expertise extended to practical accommodations:
clinicians who were "used to having babies there" or who

whereas  specialist  perinatal  clinicians

arranged for extra staff to engage children during
appointments created environments in which women felt
welcomed as mothers rather than judged as patients (22,

241 27)

3.2.2. Theme 2: Integrated and Coordinated Service Delivery as a
Structural Imperative

A central and recurring strategic insight across the
included studies was that effective PMH care requires
deliberate  structural integration—not merely the
coexistence of obstetric and mental health services, but

active coordination through shared protocols, joint
consultations, designated care roles, and formalized
referral pathways (34, 35,37-39). The evidence argues against
siloed, specialty-segregated models in which mental health
is addressed only after crisis presentation, and supports
stepped-care, collaborative frameworks that embed
psychological assessment and support within the routine
flow of antenatal and postnatal care (40-43). Co-location of
mental health services within obstetric settings was
endorsed as one of the most influential structural
strategies, minimizing referral attrition, reducing stigma
associated with entering a separate mental health facility,
and enabling real-time responses to positive screens (35, 38,
39)

The value of this integration was captured by clinicians
who described the transformative impact of having mental
health services on the same floor as obstetric care: "I feel
like we're really giving the patient the one-stop-shopping.
Lab is on our floor, the office is on our floor, ultrasound is
on our floor, psych care is on our floor, social work is on
our floor" (39). This physical proximity facilitated what
providers described as "joint consultations" and
multidisciplinary working, where "the connections
between health providers and so later the trust between
the patient who will refer herself to a midwife and then
will have to refer herself to a psychiatrist or a psychologist"
could be established (34). The integrated behavioral health
consultant (BHC) model exemplified this approach, with
providers noting that proactive engagement—introducing
themselves, checking in frequently, and building trust—
was perceived to facilitate better patient responses than
reactive, episodic care (35,38). One provider described how
having a BHC in the clinic enabled an immediate response
to positive screens: "when they score high on the
postpartum, I'll give it to [BHC], like because she scored
high, you might want to introduce yourself" (38).

The creation of dedicated care manager roles—
responsible for patient outreach, screening registry
management, and coordination of interdisciplinary
communication—was shown to be foundational to
program sustainability in collaborative care models (38,
39). These roles bridged the gap between detection and
engagement, ensuring that positive screens translated into
care rather than unanswered referral lists (31, 41).
Multidisciplinary working, in which obstetric clinicians,
midwives, mental health specialists, social workers, and
community health workers operated within shared
frameworks with clear role definitions and mutual
feedback mechanisms, was identified as both a facilitator
of detection and a source of professional development (34,
43, 44, 45). Midwives described how "the fact that we
communicate with each other, I have the feeling that it

Health Scope. 2026; 15(4): 173937
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reassures them.Each one in our place but working in the
same direction. Each one with our own skills and
specificities" (34).

Legislative and policy frameworks—including PMH acts
mandating postpartum screening, integration of PMH
within maternal and child health law, and recognition of
perinatal women as a distinct population requiring
dedicated protections—were identified as upstream
structural strategies capable of generating the institutional
momentum needed for systemic change (29, 37, 39).
Experts unanimously advocated legal interventions,
including amending existing laws and integrating PMH
services within maternal and child health frameworks,
emphasizing that "failure to recognize and assist a problem
known to be prevalent, harmful, and that can be assisted,
does violate the right to full health" (37). Continuity of care
across the prenatal-to-postnatal transition was identified as
a priority, with clear handover processes, shared electronic
records, and named keyworkers serving as concrete
mechanisms to prevent the experience of abandonment
that women frequently described at this vulnerable
juncture (21, 24, 27, 34). One participant captured the
distress of this transition, describing "the lack of care. I
found it hard to be abandoned.after childbirth, that I didn't
have a doctor anymore and all that" (34). Midwives echoed
this concern, noting that "we often ask ourselves about
postpartum depression during the next pregnancyThere is
a period of emptiness for women in postpartum between
the end of the private practice midwife's care and the 1st
appointment with the GP" (34).

3.2.3. Theme 3: Community-Based and Peer-Supported Care as a
Strategy for Reach and Normalization

The evidence strongly supports the strategic
deployment of community-based modalities to extend the
reach of PMH care beyond clinic walls into the everyday
environments where women live and seek support (43-47).
Community health workers, volunteer peer supporters,
women'’s associations, and trusted community figures were
shown to function as legitimate and effective components
of the care continuum—not as informal supplements to
professional services, but as strategic nodes within a
coordinated system (44-47). Their proximity to women’s
lives, cultural embeddedness, and capacity to provide
nonstigmatizing, relational support positioned them to
identify distress early and facilitate engagement with
formal services (41, 43, 46, 48). Group-based models, in
particular, emerged as powerful vehicles for reducing
stigma, validating experiences, and reducing isolation
during a life phase characterized by intense identity

renegotiation (44, 47, 49-51).

Health Scope. 2026; 15(4): 173937

Women consistently described the unique value of peer
connection, with one participant explaining how "only a
mother, who has gone through similar problems, can
understand how another mother is feeling" (47). Another
described how women’s associations functioned as de facto
support networks, where "women can give her story and
another person who is in the same situation will picture
herself in this situation" (46). This shared understanding
reduced isolation and normalized experiences that women
might otherwise interpret as personal failure (32, 49, 51).
The natural fit between group counseling and existing
community structures was noted, with rural women
described as "usefully meet[ing] in groups and talk[ing]
about the issues that concern them in daily life" (44). For
midwives, group counseling was endorsed not only for its
therapeutic value but also for operational efficiency,
enabling providers with limited resources to support
multiple women simultaneously while remaining aligned
with existing communal practices of mutual support (44,
46, 47).

Virtual group interventions extended this model into
digitally connected contexts, facilitating community
building, shared normalization of distress, and access to
evidence-based skill sets among women who could not
attend in person (49, 51-53). One participant described how
the virtual group setting allowed her to '"participate
without having to be fully dressed up" and "sit there in my
bathrobe and feel like a miserable, pregnant lady" while
still building meaningful connections with others (49).
Another reflected that "having this availability for people
with crazy schedules, or when you're pregnant and you feel
like crap and you don't want to go anywhere.that was just
really nice and made it much easier to participate every
single week" (53). The sense of community extended
beyond the sessions, with participants expressing a desire
for continued connection: "I don't know if it's allowed
because it's a study but maybe if there was some sort of
maybe a private Facebook group or something where you
could connect to the people throughout the week in
between meetings just so if you want a little bit of extra
peer support you could reach out to them" (51).

The evidence also highlighted the strategic value of peer
volunteer programs, in which women with lived
experience of PMH challenges were trained to provide
structured support to others, yielding dual benefits of
improved care access and personal empowerment among
volunteers (46, 47). One volunteer described how the
program "has given me an opportunity to learn and gain
experience. I hope I can get LHW's post, as [ would like to
contribute to house income and want my daughter to feel
proud of me" (47). Women’s informal networks—including
friendships, family structures, and savings associations—
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were recognized as existing assets to be strategically
engaged rather than overlooked (30, 44, 46). Community
health worker programs were identified as effective
mechanisms for linking these informal networks to formal
care pathways (4345, 46). Cultural tailoring of group
content, including illustrated materials for populations
with limited literacy and incorporation of culturally
resonant frameworks for understanding distress, was
reported to markedly improve acceptability and
engagement (47, 54, 55). One participant noted that "the
pictures were most effective. The majority of the mothers
in our village are not able to read, so just by looking at the
pictures you can tell the whole story" (47).

3.2.4. Theme 4: Workforce Development and Task-Sharing as
Strategic Cornerstones of Sustainable Perinatal Mental Health
Care

A robust finding across the synthesis was the
recognition that the scale of PMH need far exceeds the
capacity of specialist psychiatric services alone, and that
sustainable, equitable care requires systematic
development of a tiered, competency-based workforce in
which nonspecialist providers have formally recognized
and supported roles (34, 40-42, 45). Task-sharing—through
which midwives, nurses, community health workers, peer
volunteers, and primary care clinicians are trained and
supervised to deliver defined elements of PMH screening,
psychoeducation, and low-intensity = support—was
identified across high-, middle-, and low-income contexts
as feasible and acceptable, provided that training was
practice-grounded, role boundaries were clear, and
ongoing supervision was institutionally supported (41, 44-
47, 56). The evidence calls not for replacement of specialist
expertise but for strategic expansion of the workforce
capable of identifying need, delivering first-line care, and
facilitating timely referral (37, 43, 45, 48).

The gap between aspiration and capability was stark.
Clinicians frequently expressed discomfort with mental
health discussions, fearing they would "open Pandora's
box" by asking questions they lacked the time or expertise
to address appropriately (35, 42, 57). One obstetrician
articulated this tension: "I don't have the bandwidth to get
into thatWhen you bring it up, you have to be able to
follow through, and I can't do that adequately" (35).
Similarly, midwives acknowledged that "we were trained
extensively in the physical aspect.but in terms of mental
health, there is a huge gap, we hardly go beyond the baby
blues" (36). These competency gaps led to avoidant
practices, with some providers admitting that they avoided
mental health discussions because of time pressures or fear
of inadequate follow-up capacity (40, 42). The absence of
formal protocols compounded these challenges; one

clinician explained, "we don't have laid down procedures
to follow when you get a case of mental illness in
pregnancy so, you the nurse have to use your learnt ideas to
treat the patient” (40).

Training initiatives that addressed these gaps were
highly valued. Participants in perinatal bereavement
training reported transformative changes in practice,
including improved communication skills, greater
confidence in addressing sensitive topics, and enhanced
awareness of the multifaceted needs of grieving families
(21, 33). One nurse described overcoming her fear of
communicating with bereaved women: "now when I see
the bereaved women and their families, I will tell them the
following precautions for labor induction. I have received
training and learned many courses, so I have a certain
knowledge reserve. I have the confidence and ability to
communicate with them" (33). Similarly, community
health workers who received mental health training
described increased motivation and capacity to identify
and support women with mental health concerns (44, 46,
47). One midwife stated that "if we are taught, we will have
motivation to identify them [women]| and give them
explanations and help.If you can chat with them in these
places they can accept it, and especially if we give
explanations to them" (46). The importance of practical,
skills-based training aligned with clinical practice was
emphasized, with providers requesting "more clinical
cases" and opportunities for interactive learning rather
than passive didactic content (33, 41, 56).

Integrating BHCs directly within obstetric clinic
settings was shown to reduce provider stress, redistribute
clinical burden, and enable obstetric staff to respond to
mental health needs without exceeding their competence
boundaries, highlighting embedded specialist support as a
high-yield workforce strategy (35, 38, 39). Providers
described how the BHC "helped reduce workload and
stress by managing sensitive conversations that patients
might feel uncomfortable having with physicians or
nurses" (38). Feedback loops—including structured
supervision, post-referral outcome communication from
mental health specialists, and joint consultations—were
identified as sustaining
nonspecialist providers’ motivation and competence over
time (34, 41, 44, 56). For pharmacists, doulas, childbirth
educators, and other providers in nontraditional PMH
roles, targeted training and clearly delineated screening
responsibilities were identified as feasible pathways for
broadening the detection architecture without requiring
specialist credentialing (29, 50, 58, 59). One participant
suggested that "maybe having one person in the pharmacy
that's trained in mental health, just having somebody with
a qualification makes it a lot stronger to have that around"

essential mechanisms for
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(58). Given the moderate confidence in these findings,
further research is needed to confirm the feasibility and
impact of task-sharing across diverse healthcare settings.

32.5. Theme 5: Flexible, Tailored, and Technology-Assisted
Delivery as an Equity-Oriented Strategy

The final theme highlights the strategic imperative to
expand the modalities through which PMH care is
delivered, so that access is not contingent on proximity to
specialist services, freedom from caregiving obligations, or
financial capacity to attend appointments (22, 24, 51-53, 60,
61). Flexible scheduling, home visiting, off-site session
locations, telehealth, mobile health applications, and
virtual group programs emerged as concrete strategies that
expanded the reach of PMH care to populations whose
circumstances had previously excluded them (22, 24, 27, 38,
45). The evidence consistently showed that
accommodating the structural realities of women’s lives—
including infant care demands, transportation constraints,
financial pressures, and anxiety about clinical
environments—was not a secondary consideration but a
primary determinant of engagement and retention (22, 24,
27,51, 53)-

Telehealth and virtual care were particularly valued for
convenience and accessibility. One participant stated,
"honestly, I probably would opt for the virtual care, just
because gas prices are going up. And a lot of the time these
appointments are pretty far away from where I'm living"
(52). Another described how the external location option
was decisive: "The external location to the hospital—I can't
stress highly enough having that off-site kind of option. It
was probably the only reason why I took it up as much"
(24). The flexibility of virtual delivery enabled women to
participate from private settings; one participant
explained, "the only reason I said yes is because I could go
to my master bedroom, lock the door and I didn't have to
find a babysitter, I didn't have to schedule an
appointment.I could nurse my baby and be in group" (51).
However, technological challenges, including connectivity
issues and platform difficulties, could create frustration
and barriers to engagement, with one participant
describing a "perfect storm" in which "technology was a
drag" (51,52).

Mobile health applications offered promising avenues
for extending reach, although implementation required
careful attention to user needs and potential barriers (52,
53, 61). Participants preferred short, simple questions using
yes/no responses, scales, or emoji-based formats rather
than lengthy text: "I prefer to just be able to click yes/no or
swipe or [check] a smiley face, sad face.or something quick
like that" (61). The importance of anonymity for honest

Health Scope. 2026; 15(4): 173937

disclosure was emphasized; one participant noted, "on
Reddit, I talked to a lot of people. You know, you can make
a comment or post, and then they will comment on that,
and we can talk back, or you can privately message, and it's
anonymous.that's a big one, anonymity when you're
venting is a big ONE to consider" (53). However, the value
of human connection was repeatedly emphasized,
particularly among postpartum mothers who stated that "l
need the most is someone who can listen to me kindly in a
place, someone who can give me the time, and place with
no distractions, not online but face to face" (22, 24, 53).

Assertive outreach through home visits and proactive
phone contact was described as essential for reaching
women who would not otherwise initiate contact with
services and was identified as a distinguishing feature of
high-performing PMH teams (22, 27, 38, 45). Community
health workers described the effectiveness of informal
approaches; one explained, "I usually spend time to visit
occasionally, during a spare time. So, it is not in a particular
time, because it would be seen as a serious matter. Just pop
in, have a chat, sharing as a neighbour friend" (45). This
destigmatizing approach built trust and enabled
identification of women who might never present to
formal services (43-46). For women navigating postpartum
psychosis, early and sustained partner involvement in care
—including practical information about warning signs,
inclusive communication from clinical teams, and
dedicated support for partners’ own well-being—was
identified as a strategic priority with implications for both
safety and long-term family recovery (27, 34, 60). Partners
described the overwhelming burden of responsibility, with
one participant reflecting on "lots of things that my wife
doesn't remember about everything that
happened.whereas I can't forget any of it. I saw it all.there's
no forgetting for us" (60).

Culturally tailored digital content, anonymized peer-
support
resources were endorsed as equity-oriented adaptations
capable of reaching women from marginalized
backgrounds for whom formal services remained
inaccessible or unsafe (29, 30, 53, 55, 59). One participant

platforms, and language-accessible digital

described the importance of cultural congruence, noting
that "as a Black woman, that was really quite nice to see
other women of ethnic minorities in a professional field to
do with mental health because there can be more stigma in
our communities about that stuff' (30). Collectively, the
evidence supports a diversified delivery portfolio in which
in-person, virtual, peer-delivered, and digitally augmented
modalities are offered in combination, with women
exercising meaningful choice regarding the pathway that
best fits their circumstances and preferences (22, 24, 51-53,
60, 61). The moderate confidence rating for these findings
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reflects the rapidly evolving nature of digital health
technologies and the need for ongoing evaluation.

3.3. Conceptual Model

Based on the synthesized findings, the proposed
conceptual model positions equitable and effective PMH
care as the product of a synergistic, multilayered
ecosystem in which structural capacity and relational
quality are mutually reinforcing. At the core of the model
is compassionate, person-centered communication, which
serves as the foundational therapeutic mechanism that
builds trust, mitigates stigma, and facilitates authentic
disclosure. This relational core is situated within an
integrated and coordinated structural framework that
breaks down clinical silos by co-locating mental and
physical health services, establishing formalized
multidisciplinary care pathways, and ensuring continuity
across the perinatal transition. To operationalize this
structure, the model relies on workforce development and
task-sharing, expanding system capacity by training,
supervising, and integrating nonspecialist providers and
embedded BHCs. The reach of this formal system is then
extended into everyday life through community-based and
peer-supported networks, which normalize distress and
bridge clinical environments with women’s lived realities
via culturally embedded group and peer models. Finally,
the model is encompassed by a flexible, tailored, and
technology-assisted delivery layer, ensuring that the entire
system adapts to the logistical, cultural, and
socioeconomic realities of diverse populations, thereby
transforming fragmented, reactive care into a proactive,
accessible, and holistic continuum. The confidence ratings
for the components of this model align with the CERQual
assessments for the corresponding themes, with the
relational core (Theme 1) and structural framework
(Theme 2) having high confidence, and the workforce
(Theme 4) and flexible delivery (Theme 5) layers having
moderate confidence. Figure 2 shows the conceptual model
of the study.

4.Discussion

This  systematic  review and  meta-synthesis
demonstrates that improving PMH care requires a dual
focus on the relational quality of clinical encounters and
the structural integration of services. The finding that
compassionate, person-centered communication
functions as a primary therapeutic lever aligns with
existing literature emphasizing the therapeutic alliance in
maternity care. Consistent with prior research, women in
this synthesis reported that fear of judgment and child
removal severely undermined screening validity,
suggesting that communication competence must be

systematically cultivated rather than left to individual
discretion (62). Furthermore, the findings reinforce the
global consensus that siloed care is detrimental. The strong
endorsement of co-located, multidisciplinary models with
formalized referral pathways echoes previous evaluations
of collaborative care, which demonstrate improved uptake
when mental health services are embedded within routine
obstetric settings (63). However, while much of the
literature focuses on the availability of services (64), the
current synthesis highlights that structural integration is
hollow without relational continuity; fragmented care
repeatedly retraumatized women through the need to
retell traumatic histories, underscoring that how care is
delivered is as critical as where it is delivered.

The identified imperative for workforce development
and task-sharing reflects a pragmatic response to the
global shortage of specialist PMH providers. Consistent
with the broader global mental health literature, training
and supervising nonspecialist providers—such as
midwives, community health workers, and BHCs—was
perceived as a feasible and acceptable strategy to expand
detection and first-line support (65). Our findings align
with studies showing that obstetric providers often avoid
mental health discussions due to the "Pandora's box" effect,
fearing that they lack the time and competence to manage
distress (66). By embedding BHCs and implementing
structured supervision with clear feedback loops, the
burden on primary maternity staff is reduced, and clinical
confidence is enhanced. Although some literature cautions
that task-sharing may dilute the quality of care or
overburden frontline workers (67), the current synthesis
suggests that when role boundaries are clearly delineated
and specialist backup is readily available, nonspecialists
can deliver highly acceptable, culturally resonant care
without compromising safety, thereby bridging the
aspiration-to-capability gap. However, given the moderate
confidence in these findings, they should be interpreted
cautiously, and further research is needed to confirm the
feasibility and impact of task-sharing in diverse contexts.

The strategic deployment of community-based and
peer-supported care emerged as a vital mechanism for
reducing stigma and extending the reach of formal
services. In line with existing research, women in this
synthesis consistently valued the lived experience of peer
supporters, noting that shared identity uniquely reduced
isolation and self-stigma (68). Group-based models, both
in-person and virtual, were particularly effective in
facilitating mutual support and operational efficiency (4).
However, our findings diverge slightly from studies that
position peer support as a standalone, informal
intervention; here, peer supporters and community health
workers were most effective when functioning as
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Figure 2. Conceptual model

integrated nodes within a coordinated system, actively
bridging the gap between informal community networks
and formal clinical pathways. While this contrasts with the
literature suggesting that group settings may deter women
with severe social anxiety or profound trauma (69), the
results of this study indicate that cultural tailoring and the
option of anonymous digital peer platforms can mitigate
these barriers, making community-based modalities a
highly adaptable and strategic component of the care
continuum.

Flexible, tailored, and technology-assisted delivery
models were identified as essential, equity-oriented
strategies to dismantle structural barriers such as
transportation, childcare, and stigma. The strong
preference for telehealth and mobile health applications
aligns with the recent surge in the digital health literature,
which highlights the convenience and anonymity of
virtual modalities (70). Consistent with previous studies,
women reported that virtual groups allowed them to
engage in care while managing infant demands (71).
However, the current synthesis also reflects inconsistencies
in the literature regarding the limitations of technology;
participants frequently emphasized that digital modalities
cannot fully replace human, face-to-face connection,
particularly for postpartum women experiencing
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profound isolation (72). Furthermore, technological
barriers and connectivity issues risked exacerbating
inequities for marginalized populations. Therefore, rather
than viewing technology as a panacea (73), our findings
suggest that it should be deployed as part of a diversified
delivery portfolio, offering women meaningful choice and
combining the accessibility of digital tools with the depth
of assertive, in-person outreach, such as home visits. The
moderate confidence in the evidence on technology-
assisted delivery, coupled with the rapid evolution of
digital platforms, underscores the need for ongoing
evaluation of these modalities.

Collectively, the findings of this meta-synthesis support
a comprehensive, multilayered approach to PMH care that
transcends traditional clinical boundaries. The integration
of our five themes suggests that sustainable improvement
requires synergistic action: structural integration and task-
sharing provide the necessary infrastructure
workforce, whereas compassionate communication,
community peer support, and flexible delivery ensure that

and

this infrastructure is accessible, acceptable, and responsive
to women's lived realities. For policymakers and service
planners, these findings underscore the need for legislative
backing to mandate integrated care pathways and to fund
specialized PMH roles, including dedicated care managers

10
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and BHCs. Future efforts must prioritize the systematic
training of the broader maternity workforce in trauma-
informed communication and ensure that digital and
community-based innovations are rigorously evaluated for
their ability to bridge the treatment gap.

4.1. Limitations

Despite the robust synthesis of qualitative evidence,
several limitations must be acknowledged. First, as a
qualitative meta-synthesis, the findings are not statistically
generalizable but instead offer transferable, context-
dependent insights; the included studies span diverse
geographic, cultural, and healthcare settings, meaning that
specific structural strategies (such as co-location or digital
health) may not be universally feasible or equally effective
across resource environments. This review is inherently
interpretive, and the final themes represent our
construction of the evidence. Second, reliance on the
published literature introduces potential publication bias,
as studies demonstrating successful implementation
strategies are more likely to be reported than those
detailing failed or unsustainable interventions. A
comprehensive search of gray literature was not
conducted, which may have excluded relevant reports and
unpublished studies, further contributing to this bias.
Third, the search was restricted to English-language
publications, which may have systematically excluded
relevant evidence from non-English-speaking countries,
particularly in Latin America, Francophone Africa, and
Asia, thereby limiting the global representativeness of the
findings. Fourth, the included studies exhibited
methodological heterogeneity, varying in research
objectives, designs, data-collection methods, and analytical
approaches, which may have influenced how findings were
generated, interpreted, and synthesized. Furthermore, the
synthesis is limited by the potential for interpretive
subjectivity during the translation and aggregation of
findings. Finally, the rapid evolution of digital health
technologies means that findings regarding
telehealth and mobile applications may quickly become
outdated as platforms and post-pandemic healthcare
norms continue to shift, highlighting the need for
ongoing, real-time evaluation.

some

4.2. Implications

The findings of this review suggest several potential
implications for policymakers, healthcare systems, and
frontline clinicians. For service planners and policymakers,
the evidence points to the value of dismantling siloed care
by legislatively and financially supporting the structural
co-location of mental health services within obstetric
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settings, establishing dedicated care manager roles, and
formalizing task-sharing frameworks that expand
workforce capacity. At the clinical level, healthcare
institutions may benefit from shifting communication
from an assumed interpersonal virtue to a systematically
trained, competency-based requirement, mandating
trauma-informed and culturally humble training for all
maternity providers. Additionally, the integration of peer
supporters and community health workers should be
considered for formalization through sustainable funding
and structured supervision, elevating them from informal
adjuncts to recognized nodes within the care continuum.
Finally, service delivery could adopt an equity-oriented
portfolio approach, offering a blended model of in-person,
digital, and community-based options that empowers
women to choose the care pathway that best aligns with
their structural realities and personal preferences.

4.3. Conclusions

In conclusion, this systematic review and meta-
synthesis demonstrates that closing the PMH treatment
gap may require a paradigm shift from reactive,
fragmented care to proactive, integrated, and deeply
relational systems of support. The synthesized evidence
suggests that stakeholders perceive effective PMH care as
being delivered not through a single intervention, but
through an orchestrated network of strategies: structural
integration, workforce task-sharing, community-based
stigma reduction, and flexible, technology-assisted
delivery, all of which must be wunderpinned by
compassionate, person-centered communication. By
elevating the lived experiences of women and the practical
realities of providers, this review highlights that
sustainable improvement hinges on treating the perinatal
period as a distinct, protected clinical phase requiring
specialized, culturally responsive support. Ultimately,
stakeholders suggest that equitable PMH care depends on
recognizing that the structural capacity to detect distress is
effective only when inextricably linked to the relational
capacity to foster trust, safety, and healing.

Supplementary Material

Supplementary material(s) is available here [To read
supplementary materials, please refer to the journal
website and open PDF/HTML].

Footnotes

Al Use Disclosure: DeepSeek was used for translation in
the abstract section at a Moderate level.

Health Scope. 2026; 15(4): 173937


https://brieflands.com/journals/healthscope/articles/173937
https://services.brieflands.com/cdn/serve/31772/f41e8b5f6ddda12ca72a9caef419b6c08128885f/healthscope-15-4-173937-s001.pdf

Shajari Sales S et al.

Brieflands

Authors' Contribution: Study Contribution:S.S.S., R. M,,

Z.F,A.S,EA,S.Z,FEK A, and S. A. M,; Study Concept and
Design: S. S. S. and S. A. M.; Data Collection and Analysis: R.
M, Z. E, and A. S.; Results Interpretation and Manuscript

Preparation: F. A, S. Z., and E K. A; Project Supervision and
Corresponding Authorship: S. A. M.; All authors reviewed
and approved the final manuscript.

Conflict of Interests Statement: The authors declare no

competing interests.

Data Availability: Data is

provided within the

manuscript or supplementary information files.

Funding/Support: The authors declare that no funding

was received for this study.

References

10.

Thomas ], Harden A. Methods for the thematic synthesis of
qualitative research in systematic reviews. BMC medical research
methodology. 2008;8(1). 45. [PubMed ID: 18616818]. [PubMed Central
ID: PM(C2478656]. https://doi.org/10.1186/1471-2288-8-45.

Massaer M, Franck E, Van Haeken S, Bogaerts A, Timmermans O.
Exploring perinatal mental well-being: a concept analysis from
conception to one year postpartum. BMC pregnancy and childbirth.
2025;25(1). 1068. [PubMed ID: 41074011]. [PubMed Central ID:
PMC12512377]. https:[/doi.org[10.1186/s12884-025-08015-y.

Sanadi R, Rao R, Klier C, Das N, Chandra PS. Optimal care for mother
and baby in severe postpartum mental illness. Neuropsychiatrie:
Klinik, Diagnostik, Therapie und Rehabilitation: Organ der Gesellschaft
Osterreichischer Nervenarzte und Psychiater. 2026;40(2):93-101.
[PubMed ID: 40965582]. https://doi.org/10.1007/s40211-025-00550-6.

Carter M, Russolillo A, Ou C, Zusman EZ, Hall WA, Cheung IW, et al.
Models and key elements of integrated perinatal mental health care:
A scoping review. PLOS mental health. 2025;2(3). €0000164. [PubMed
ID: 41661784]. [PubMed Central ID: PMC12798406].
https://doi.org/10.1371/journal.pmen.0000164.

Sambrook Smith M, Lawrence V, Sadler E, Easter A. Barriers to
accessing mental health services for women with perinatal mental
illness: systematic review and meta-synthesis of qualitative studies
in the UK. BMJ open. 2019;9(1). e024803. [PubMed ID: 30679296].
[PubMed Central ID: PMC6347898]. https://doi.org/10.1136/bmjopen-
2018-024803.

Webb R, Uddin N, Ford E, Easter A, Shakespeare ], Roberts N, et al.
Barriers and facilitators to implementing perinatal mental health
care in health and social care settings: a systematic review. The Lancet
Psychiatry. 2021;8(6):521-34. [PubMed ID: 33838118].
https://doi.org/10.1016/S2215-0366(20)30467-3.

World Health Organization. . Geneva: World Health Organization;
2022.

Iranpour A, Rajabalipour M. Psychometric properties of the Persian
version of the Warwick-Edinburgh mental wellbeing scale (PR-
WEMWRBS). Health Scope. 2024.

Shafiee-Kandjani AR, Davtalab Esmaeili E. Balancing Psychiatric Care
and Policy Frameworks for Gender Dysphoria: A Policy-Oriented
Letter to the Editor. Health Scope. 2026;15(3). el71416.
https://doi.org/10.5812/healthscope-171416.

Hajure M, Alemu SS, Abdu Z, Tesfaye GM, Workneh YA, Dule A, et al.
Resilience and mental health among perinatal women: a systematic

Health Scope. 2026; 15(4): 173937

11.

12.

13.

14.

15.

16.

17.

18.

19.

20.

21.

22.

23.

review. Frontiers in psychiatry. 2024;15.1373083. [PubMed ID: 39104881].
[PubMed Central ID: PMC11298415].
https://doi.org/10.3389/fpsyt.2024.1373083.

Rumano RP, Gordon RD, Winters C, Schwimmer E, Voisin C, Smith B,
et al. Evaluating Contextual Factors and Implementation of Peer
Support Interventions to Address Postpartum Mental Health: A
Scoping Review. Women's Health Reports. 2026;7. 26884844261434500.
https://doi.org[10.1177/26884844261434507.

Pyo ], Lee W, Choi EY, Jang SG, Ock M. Qualitative Research in
Healthcare: Necessity and Characteristics. Journal of preventive
medicine and public health = Yebang Uihakhoe chi. 2023;56(1):12-20.
[PubMed ID: 36746418]. [PubMed Central ID: PMC9925284].
https://doi.org/10.3961/jpmph.22.451.

Webb R, Uddin N, Constantinou G, Ford E, Easter A, Shakespeare ], et
al. Meta-review of the barriers and facilitators to women accessing
perinatal mental healthcare. BMJ open. 2023;13(7). €066703. [PubMed
ID: 37474171]. [PubMed Central ID: PMC10360426].
https://doi.org/10.1136/bmjopen-2022-066703.

Megnin-Viggars O, Symington I, Howard LM, Pilling S. Experience of
care for mental health problems in the antenatal or postnatal
period for women in the UK: a systematic review and meta-synthesis
of qualitative research. Archives of women's mental health.
2015;18(6):745-59. [PubMed ID: 26184835].
https://doi.org/10.1007/s00737-015-0548-6.

Adlington K, Vasquez C, Pearce E, Wilson CA, Nowland R, Taylor BL, et
al. 'Just snap out of it-the experience of loneliness in women with
perinatal depression: a Meta-synthesis of qualitative studies. BMC
psychiatry. 2023;23(1). 110. [PubMed ID: 36849948]. [PubMed Central
ID: PMC9970854]. https://doi.org[10.1186/s12888-023-04532-2.

Page M], McKenzie JE, Bossuyt PM, Boutron I, Hoffmann TC, Mulrow
CD, et al. The PRISMA 2020 statement: an updated guideline for
reporting systematic reviews. bmj. 2021;372:n71. [PubMed ID:
33782057). [PubMed Central ID: PMC8005924].
https:[/doi.org[10.1136/bmj.n71.

Tong A, Flemming K, McInnes E, Oliver S, Craig ]. Enhancing
transparency in reporting the synthesis of qualitative research:
ENTREQ. BMC medical research methodology. 2012;12(1). 181. [PubMed
ID: 23185978]. [PubMed Central ID: PM(3552766].
https://doi.org/10.1186/1471-2288-12-181.

Cooke A, Smith D, Booth A. Beyond PICO: the SPIDER tool for
qualitative evidence synthesis. Qualitative health research.
2012;22(10):1435-43. [PubMed ID: 22829486).
https://doi.org/10.1177/1049732312452938.

Long HA, French DP, Brooks JM. Optimising the value of the critical
appraisal skills programme (CASP) tool for quality appraisal in
qualitative evidence synthesis. Research Methods in Medicine & Health
Sciences. 2020;1(1):31-42. https:|/doi.org[10.1177/2632084320947559.

Lewin S, Bohren M, Rashidian A, Munthe-Kaas H, Glenton C, Colvin
CJ, et al. Applying GRADE-CERQual to qualitative evidence synthesis
findings: introduction to the series. Implementation Science.
2018;13(Suppl 1). 10. [PubMed ID: 29384082]. [PubMed Central ID:
PMC5791047]. https://doi.org[10.1186/s13012-017-0689-2.

Allahdadian M, Irajpour A, Kazemi A, Kheirabadi G. Strategy for
Mental Health Improvement of Iranian Stillborn Mothers From
Their Perspective: A Qualitative Study. Iranian Red Crescent medical
Jjournal. 2016;18(1). €21081. [PubMed ID: 26889389]. [PubMed Central
ID: PMC4752696). https://doi.org/10.5812/ircmj.21081.

Coates D, Davis E, Campbell L. The experiences of women who have
accessed a perinatal and infant mental health service: a qualitative
investigation. Advances in Mental Health. 2017;15(1):88-100.
https://doi.org/10.1080/18387357.2016.1242374.

Field S, Abrahams Z, Honikman S. Adolescent mothers: A qualitative
study on barriers and facilitators to mental health in a low-resource
setting in Cape Town, South Africa. African journal of primary health

12


https://brieflands.com/journals/healthscope/articles/173937
http://www.ncbi.nlm.nih.gov/pubmed/18616818
https://www.ncbi.nlm.nih.gov/pmc/PMC2478656
https://doi.org/10.1186/1471-2288-8-45
http://www.ncbi.nlm.nih.gov/pubmed/41074011
https://www.ncbi.nlm.nih.gov/pmc/PMC12512377
https://doi.org/10.1186/s12884-025-08015-y
http://www.ncbi.nlm.nih.gov/pubmed/40965582
https://doi.org/10.1007/s40211-025-00550-6
http://www.ncbi.nlm.nih.gov/pubmed/41661784
https://www.ncbi.nlm.nih.gov/pmc/PMC12798406
https://doi.org/10.1371/journal.pmen.0000164
http://www.ncbi.nlm.nih.gov/pubmed/30679296
https://www.ncbi.nlm.nih.gov/pmc/PMC6347898
https://doi.org/10.1136/bmjopen-2018-024803
https://doi.org/10.1136/bmjopen-2018-024803
http://www.ncbi.nlm.nih.gov/pubmed/33838118
https://doi.org/10.1016/S2215-0366(20)30467-3
https://doi.org/10.5812/healthscope-171416
http://www.ncbi.nlm.nih.gov/pubmed/39104881
https://www.ncbi.nlm.nih.gov/pmc/PMC11298415
https://doi.org/10.3389/fpsyt.2024.1373083
https://doi.org/10.1177/26884844261434507
http://www.ncbi.nlm.nih.gov/pubmed/36746418
https://www.ncbi.nlm.nih.gov/pmc/PMC9925284
https://doi.org/10.3961/jpmph.22.451
http://www.ncbi.nlm.nih.gov/pubmed/37474171
https://www.ncbi.nlm.nih.gov/pmc/PMC10360426
https://doi.org/10.1136/bmjopen-2022-066703
http://www.ncbi.nlm.nih.gov/pubmed/26184835
https://doi.org/10.1007/s00737-015-0548-6
http://www.ncbi.nlm.nih.gov/pubmed/36849948
https://www.ncbi.nlm.nih.gov/pmc/PMC9970854
https://doi.org/10.1186/s12888-023-04532-2
http://www.ncbi.nlm.nih.gov/pubmed/33782057
https://www.ncbi.nlm.nih.gov/pmc/PMC8005924
https://doi.org/10.1136/bmj.n71
http://www.ncbi.nlm.nih.gov/pubmed/23185978
https://www.ncbi.nlm.nih.gov/pmc/PMC3552766
https://doi.org/10.1186/1471-2288-12-181
http://www.ncbi.nlm.nih.gov/pubmed/22829486
https://doi.org/10.1177/1049732312452938
https://doi.org/10.1177/2632084320947559
http://www.ncbi.nlm.nih.gov/pubmed/29384082
https://www.ncbi.nlm.nih.gov/pmc/PMC5791047
https://doi.org/10.1186/s13012-017-0689-2
http://www.ncbi.nlm.nih.gov/pubmed/26889389
https://www.ncbi.nlm.nih.gov/pmc/PMC4752696
https://doi.org/10.5812/ircmj.21081
https://doi.org/10.1080/18387357.2016.1242374

Shajari Sales S et al.

Brieflands

24.

25.

26.

27.

28.

29.

30.

31.

32.

33.

34.

35.

13

care & family medicine. 2020;12(1):e1-e9. [PubMed ID: 32501029].
[PubMed Central ID: PMC7300943].
https://doi.org/10.4102/phcfm.vi2i1.2279.

Gibbons M, Atkinson S, Mohamad M, Imcha M, Noonan M. Strategies
supporting women's engagement with specialist perinatal mental
health services after traumatic pregnancy or birth: A qualitative
study. Women and birth: journal of the Australian College of Midwives.
2026;39(2). 102193. [PubMed ID: 41887044).
https:|/doi.org[10.1016/j.wombi.2026.102193.

O’Brien |, Gregg L, Wittkowski A. "Finding my voice again" - women's
experiences of psychological therapy in perinatal secondary care
settings: a qualitative study. Frontiers in psychiatry. 2024;15. 1240855.
[PubMed ID: 38863602]. [PubMed Central ID: PMCI11165924].
https://doi.org[10.3389/fpsyt.2024.1240855.

Fuglestein B, Vange Fredagsvik K, Pajalic Z. Midwives' descriptions of
strategies and requirements when following up pregnant women at
risk of developing perinatal depression - a qualitative study. Journal
of Health Sciences. 2023. https://doi.org/10.17532[jhsci.2023.2052.

Lever Taylor B, Kandiah A, Johnson S, Howard LM, Morant N. A
qualitative investigation of models of community mental health
care for women with perinatal mental health problems. Journal of
mental health (Abingdon, England). 2021;30(5):594-600. [PubMed ID:
32000552]. https://doi.org/10.1080/09638237.2020.1714006.

Taheri M, Taghizadeh Z, Jafari N, Takian A. Perceived strategies to
reduce traumatic childbirth amongst Iranian childbearing women:
a qualitative study. BMC pregnancy and childbirth. 2020;20(1). 350.
[PubMed ID: 32513238]. [PubMed Central ID: PMC7282136].
https://doi.org/10.1186/s12884-020-03045-0.

DeRoche C, Hooykaas A, Ou C, Charlebois ], King K. Examining the
gaps in perinatal mental health care: A qualitative study of the
perceptions of perinatal service providers in Canada. Frontiers in
global women's health. 2023;4. 1027409. [PubMed ID: 37009091].
[PubMed Central ID: PMC10050873].
https://doi.org[10.3389/fgwh.2023.1027409.

Pilav S, De Backer K, Easter A, Silverio SA, Sundaresh S, Roberts S, et al.
A qualitative study of minority ethnic women's experiences of access
to and engagement with perinatal mental health care. BMC
pregnancy and childbirth. 2022;22(1). 421. [PubMed ID: 35585579].
[PubMed Central ID: PMC9116695]. https://doi.org[10.1186/5s12884-022-
04698-9.

Sudhinaraset M, Woofter R, Ebuehi EP, Richards MC, Thomas Tobin
CS, Rao R. Levers of care in the health system: A qualitative study of
experiences with perinatal mental health screening, referrals, and
treatment among birthing people of color in California. SSM -
Qualitative Research in Health. 2025;8. 100610.
https:|/doi.org[10.1016/j.ssmqr.2025.100610.

Baldisserotto ML, Miranda Theme M, Gomez LY, dos Reis TBQ.
Barriers to Seeking and Accepting Treatment for Perinatal
Depression: A Qualitative Study in Rio de Janeiro, Brazil. Community
mental health journal. 2020;56(1):99-106. [PubMed ID: 31512080].
https://doi.org[10.1007/s10597-019-00450-4.

Qian J, Chen §, Jevitt C, Sun S, Wang M, Yu X. Experiences of obstetric
nurses and midwives receiving a perinatal bereavement care
training programme: A qualitative study. Front Med (Lausanne).
2023;10. 1122472. [PubMed ID: 37007785]. [PubMed Central ID:
PMC10056219]. https://doi.org/10.3389/fmed.2023.122472.

Dubreucq M, Dupont C, Thiollier M, Tebeka S, Fourneret P, Leboyer M,
et al. Improving education in perinatal mental health, a
participatory qualitative analysis. Sci Rep. 2025;15(1). 21836. [PubMed
ID: 40594161]. [PubMed Central ID: PMCi12216707].
https://doi.org/10.1038/s41598-025-04781-z.

Harrison JM. Integrating Mental Health In Perinatal Care:
Perspectives Of Interprofessional Clinicians. Health affairs (Project

36.

37.

38.

39.

40.

41.

42.

43.

44,

45.

46.

47.

Hope). 2024;43(4):540-7. [PubMed ID:
https://doi.org/10.1377/hlthaff.2023.01427.

Navarro Maldonado R, Moreno-Poyato AR, Albacar Riobodé NM.
Women' and midwives' experiences of perinatal mental health care:
A qualitative study. International journal of nursing studies advances.
2026;10. 100467. [PubMed ID: 41551856]. [PubMed Central ID:
PMC12808837]. https:[/doi.org[10.1016/j.ijnsa.2025.100467.

38560808].

Behl R, Nemane V, Gurpur S. Legal interventions for perinatal
depression in India: a qualitative study with clinical specialists
having expertise in perinatal mental health. BMJ open. 2025;15(1).
€093027. [PubMed ID: 39894521]. [PubMed Central ID: PMC11792277].
https:|/doi.org[10.1136/bmjopen-2024-093027.

Kannikeswaran AP, Johnson AM, Issa M, Muzik M. A mixed methods
analysis of U.S. perinatal providers' attitudes towards culturally
relevant infant mental health integration in obstetrical care.
Frontiers in psychiatry. 2025;Volume. 1644836. [PubMed ID: 41323484].
[PubMed Central ID: PMC12661312].
https://doi.org[10.3389/fpsyt.2025.1644836.

Taple BJ, Haldar S, Tandon SD, Reddy M, Mohr DC, Miller ES. A
qualitative examination of the implementation of a perinatal
collaborative care program. Primary health care research &
development. 2022;23. e51. [PubMed ID: 36043371]. [PubMed Central
ID: PMC9433954]. https://doi.org/10.1017/5146342362200038X.

Asare SF, Adjorlolo S, Brysiewicz P. Clinicians' perspectives of
managing common mental disorders among pregnant women in
primary care settings: a qualitative exploratory study. Discov Ment
Health. 2025;5(1). 170. [PubMed ID: 41196529]. [PubMed Central ID:
PMC12592609]. https://doi.org[10.1007/s44192-025-00164-y.

Bimrew M, Field S, Beniova L, Meudec M, Gebremedhin S, Workicho A,
et al. Maternal health workers' knowledge, practices, and
influencing factors in screening and managing perinatal mental
health conditions in primary healthcare facilities in Addis Ababa,
Ethiopia: a qualitative study. BMC health services research. 2026;26(1).
387. [PubMed ID: 41787401]. [PubMed Central ID: PMCi13011635].
https://doi.org[10.1186/s12913-026-14284-w.

Brown S, Sprague C. Health care providers' perceptions of barriers to
perinatal mental healthcare in South Africa. BMC Public Health.
2021;21(1). 1905. [PubMed ID: 34670531]. [PubMed Central ID:
PM(C8528557]. https://doi.org/10.1186/s12889-021-11954-8.

Feyissa G, Pouget E, Kitila S, Terfa Y, Wong T. Integrating Mental
Health Services Into Perinatal Care: Challenges and Opportunities.
Journal of multidisciplinary healthcare. 2025;18:4317-39. [PubMed ID:
40761588]. [PubMed Central ID: PMCi12319722].
https://doi.org/10.2147[JMDH.S536732.

Nakku JEM, Okello ES, Kizza D, Honikman S, Ssebunnya ],
Ndyanabangi S, et al. Perinatal mental health care in a rural African
district, Uganda: a qualitative study of barriers, facilitators and
needs. BMC health services research. 2016;16(1). 295. [PubMed ID:
27443346]. [PubMed Central ID: PMC4957344].
https://doi.org/10.1186/512913-016-1547-7.

Surjaningrum ER, Minas H, Jorm AF, Kakuma R. The feasibility of a
role for community health workers in integrated mental health care
for perinatal depression: a qualitative study from Surabaya,
Indonesia. Int | Ment Health Syst. 2018;12(1). 27. [PubMed ID: 29881450].
[PubMed Central ID: PMC5984432]. https:|/doi.org[10.1186/s13033-018-
0208-0.

Lasater ME, Murray SM, Keita M, Souko F, Surkan PJ, Warren NE, et al.
Integrating Mental Health into Maternal Health Care in Rural Mali: A
Qualitative Study. Journal of midwifery & women's health.
2021;66(2):233-9. [PubMed ID: 33325644]. [PubMed Central ID:
PM(C8345229]. https://doi.org/10.1111/jmwh.13184.

Atif N, Lovell K, Husain N, Sikander S, Patel V, Rahman A. Barefoot
therapists: barriers and facilitators to delivering maternal mental
health care through peer volunteers in Pakistan: a qualitative study.

Health Scope. 2026; 15(4): 173937


https://brieflands.com/journals/healthscope/articles/173937
http://www.ncbi.nlm.nih.gov/pubmed/32501029
https://www.ncbi.nlm.nih.gov/pmc/PMC7300943
https://doi.org/10.4102/phcfm.v12i1.2279
http://www.ncbi.nlm.nih.gov/pubmed/41887044
https://doi.org/10.1016/j.wombi.2026.102193
http://www.ncbi.nlm.nih.gov/pubmed/38863602
https://www.ncbi.nlm.nih.gov/pmc/PMC11165924
https://doi.org/10.3389/fpsyt.2024.1240855
https://doi.org/10.17532/jhsci.2023.2052
http://www.ncbi.nlm.nih.gov/pubmed/32000552
https://doi.org/10.1080/09638237.2020.1714006
http://www.ncbi.nlm.nih.gov/pubmed/32513238
https://www.ncbi.nlm.nih.gov/pmc/PMC7282136
https://doi.org/10.1186/s12884-020-03045-0
http://www.ncbi.nlm.nih.gov/pubmed/37009091
https://www.ncbi.nlm.nih.gov/pmc/PMC10050873
https://doi.org/10.3389/fgwh.2023.1027409
http://www.ncbi.nlm.nih.gov/pubmed/35585579
https://www.ncbi.nlm.nih.gov/pmc/PMC9116695
https://doi.org/10.1186/s12884-022-04698-9
https://doi.org/10.1186/s12884-022-04698-9
https://doi.org/10.1016/j.ssmqr.2025.100610
http://www.ncbi.nlm.nih.gov/pubmed/31512080
https://doi.org/10.1007/s10597-019-00450-4
http://www.ncbi.nlm.nih.gov/pubmed/37007785
https://www.ncbi.nlm.nih.gov/pmc/PMC10056219
https://doi.org/10.3389/fmed.2023.1122472
http://www.ncbi.nlm.nih.gov/pubmed/40594161
https://www.ncbi.nlm.nih.gov/pmc/PMC12216707
https://doi.org/10.1038/s41598-025-04781-z
http://www.ncbi.nlm.nih.gov/pubmed/38560808
https://doi.org/10.1377/hlthaff.2023.01427
http://www.ncbi.nlm.nih.gov/pubmed/41551856
https://www.ncbi.nlm.nih.gov/pmc/PMC12808837
https://doi.org/10.1016/j.ijnsa.2025.100467
http://www.ncbi.nlm.nih.gov/pubmed/39894521
https://www.ncbi.nlm.nih.gov/pmc/PMC11792277
https://doi.org/10.1136/bmjopen-2024-093027
http://www.ncbi.nlm.nih.gov/pubmed/41323484
https://www.ncbi.nlm.nih.gov/pmc/PMC12661312
https://doi.org/10.3389/fpsyt.2025.1644836
http://www.ncbi.nlm.nih.gov/pubmed/36043371
https://www.ncbi.nlm.nih.gov/pmc/PMC9433954
https://doi.org/10.1017/S146342362200038X
http://www.ncbi.nlm.nih.gov/pubmed/41196529
https://www.ncbi.nlm.nih.gov/pmc/PMC12592609
https://doi.org/10.1007/s44192-025-00164-y
http://www.ncbi.nlm.nih.gov/pubmed/41787401
https://www.ncbi.nlm.nih.gov/pmc/PMC13011635
https://doi.org/10.1186/s12913-026-14284-w
http://www.ncbi.nlm.nih.gov/pubmed/34670531
https://www.ncbi.nlm.nih.gov/pmc/PMC8528557
https://doi.org/10.1186/s12889-021-11954-8
http://www.ncbi.nlm.nih.gov/pubmed/40761588
https://www.ncbi.nlm.nih.gov/pmc/PMC12319722
https://doi.org/10.2147/JMDH.S536732
http://www.ncbi.nlm.nih.gov/pubmed/27443346
https://www.ncbi.nlm.nih.gov/pmc/PMC4957344
https://doi.org/10.1186/s12913-016-1547-7
http://www.ncbi.nlm.nih.gov/pubmed/29881450
https://www.ncbi.nlm.nih.gov/pmc/PMC5984432
https://doi.org/10.1186/s13033-018-0208-0
https://doi.org/10.1186/s13033-018-0208-0
http://www.ncbi.nlm.nih.gov/pubmed/33325644
https://www.ncbi.nlm.nih.gov/pmc/PMC8345229
https://doi.org/10.1111/jmwh.13184

Shajari Sales S et al.

Brieflands

48.

49.

50.

51.

52.

53.

54.

55.

56.

57.

58.

59.

International journal of mental health systems. 2016;10(1). 24. [PubMed
ID: 26985235]. [PubMed Central ID: PMC4793537].
https://doi.org/10.1186/s13033-016-0055-9.

Dadi AF, Miller ER, Azale T, Mwanri L. "We do not know how to screen
and provide treatment": a qualitative study of barriers and enablers
of implementing perinatal depression health services in Ethiopia.
International journal of mental health systems. 2021;15(1). 41. [PubMed
ID: 33952338]. [PubMed Central ID: PMC8098000].
https://doi.org/10.1186/s13033-021-00466-y.

Iacob E, Kausler R, Williams M, Dorn U, Simonsen S, Smid M, et al. A
Randomized Controlled Trial of a Telehealth Group Intervention to
Reduce Perinatal Depressive Symptoms: A Mixed Methods Analysis.
Journal of midwifery & women's health. 2025;70(3):431-41. [PubMed ID:
40450703]. [PubMed Central ID: PMC12172582].
https://doi.org/10.1111/jmwh.13767.

Meireles LGV, Peniacoba C, Ecija C, Gutiérrez L, Arribas C, Catala P.
Perspectives on Perinatal Support and Maternal Mental Health: A
Qualitative Cross-Cultural Study in Spain and Brazil. Psychiatry
International. 2025;6(2):70.
https://doi.org/10.3390/psychiatryint6020070.

Parameswaran UD, Pentecost R, Williams M, Smid M, Latendresse G.
Experiences with use of technology and telehealth among women
with perinatal depression. BMC pregnancy and childbirth. 2022;22(1).
571. [PubMed ID: 35850663]. [PubMed Central ID: PMC9289084].
https://doi.org/10.1186/s12884-022-04889-4.

Howard A, Wang S, Adachi ], Yadama A, Bhat A. Facilitators of and
barriers to perinatal telepsychiatry care: a qualitative study. BMJ
open. 2023;13(10). e071084. [PubMed ID: 37802623]. [PubMed Central
ID: PMC10565296]. https://doi.org/10.1136/bmjopen-2022-071084.

Progga FI, Rubya S. Women's Perspectives and Challenges in
Adopting Perinatal Mental Health Technologies. Proceedings of the
ACM on Human-Computer Interaction. 2025;9(1):1-30.
https://doi.org/10.1145/3701217.

Atif N, Rauf N, Nazir H, Maryam H, Mumtaz S, Zulfiqar S, et al. Non-
specialist-delivered psychosocial intervention for prenatal anxiety
in a tertiary care setting in Pakistan: a qualitative process evaluation.
BMJ open. 2023;13(2). e069988. [PubMed ID: 36822801]. [PubMed
Central ID: PMC9950893]. https://doi.org/10.1136/bmjopen-2022-
069988.

Puttemans F, Hompes T, Jansen L, Andreou V, Bruffaerts R, Lannoo L,
et al. Equitable and culturally sensitive perinatal mental health
screening and referral for all: experiences and needs from primary
care and community-based healthcare providers. BMC health services
research. 2026;26(1). 468. [PubMed ID: 41814266]. [PubMed Central ID:
PMC13049847]. https://doi.org[10.1186/s12913-026-14346-z.

Xiao X, Ma H, Zhu S, Li Q, Chen Y. The perceptions and attitudes of
obstetric staff and midwives towards perinatal mental health
disorders screening: a qualitative exploratory study in Shenzhen,
China. BMC Nurs. 2023;22(1). 313. [PubMed ID: 37705010]. [PubMed
Central ID: PMC10498526). https:|/doi.org[10.1186/s12912-023-01475-7.

Jovanovi¢ N, Packer KC, Conneely M, Bicknell S, Copello A, McCabe R,
et al. Barriers to accessing perinatal mental health services and
suggestions for improvement: qualitative study of women of Black
and south Asian backgrounds. BJPsych bulletin. 2025;49(5):299-306.
[PubMed ID: 39391930]. [PubMed Central ID: PMCI12501512].
https://doi.org[10.1192/bjb.2024.82.

Pham L, Moles R], O'Reilly CL, Carter S, Raynes-Greenow C, Chen TF, et
al. Perinatal Women's Views of Pharmacist-Delivered Perinatal
Depression Screening: A Qualitative Study. Int | Environ Res Public
Health. 2022;19(23):16295. [PubMed ID: 36498368]. [PubMed Central
ID: PM(C9738857]. https:/[doi.org/10.3390/ijerph192316295.

Zimmermann M, Schaefer A, Tong X], Palmer S, Millen L, Arowosegbe
A, et al. Perinatal care professional perspectives of screening for
perinatal mood and anxiety disorders: a qualitative analysis. Journal

Health Scope. 2026; 15(4): 173937

60.

61.

62.

63.

64.

65.

66.

67.

68.

69.

70.

71.

of reproductive and infant psychology. 2025:1-24. [PubMed ID:
41266956]. https://doi.org/10.1080/02646838.2025.2587670.

Roxburgh E, Taylor BL, Hodgekins J. Experiences of Care from Mental
Health Services among Partners of Women Accessing Support for
Postpartum Psychosis: a Qualitative Study. Community mental health
Jjournal. 2025;61(7):1406-17. [PubMed ID: 40478520]. [PubMed Central
ID: PMC12408760]. https://doi.org[10.1007/s10597-025-01479-4.

Varma DS, Mualem M, Goodin A, Gurka KK, Wen TST, Gurka MJ, et al.
Acceptability of an mHealth App for Monitoring Perinatal and
Postpartum Mental Health: Qualitative Study With Women and
Providers. JMIR formative research. 2023;7. €44500. [PubMed ID:
37285185). [PubMed Central ID: PMC10285622].
https://doi.org/10.2196/44500.

Howard LM, Khalifeh H. Perinatal mental health: a review of
progress and challenges. World psychiatry: official journal of the World
Psychiatric Association (WPA). 2020;19(3):313-27. [PubMed ID: 32931106].
[PubMed Central ID: PMC7491613]. https://doi.org/10.1002/wps.20769.

Ferrario CA, Shannon C, Petrovic N, Gray S, Linonis R, Rao R, et al.
Collaborative Care in Perinatal Mental Health: Implementation and
Insights From the UCLA MOMS Clinic. Journal of psychiatric practice.
2025;31(6):312-8. [PubMed ID: 41325174].
https://doi.org/10.1097/PRA.0000000000000891.

Viveiros CJ, Darling EK. Perceptions of barriers to accessing perinatal
mental health care in midwifery: A scoping review. Midwifery.
2019;70:106-18. [PubMed ID: 30611114].
https://doi.org/10.1016/j.midw.2018.11.011.

Subba P, Shrestha P, Rahman A, Luitel N, Waqas A, Sikander S.
Feasibility and acceptability of community-based psychosocial
interventions delivered by nonspecialists for perinatal common
mental disorders: A systematic review using an implementation
science framework. Global mental health (Cambridge, England).
2025;12. e54. [PubMed ID: 40556715]. [PubMed Central ID:
PMC12186571]. https://doi.org/10.1017/gmh.2025.10010.

Cull J, Thomson G, Downe S, Fine M, Topalidou A. Views from women
and maternity care professionals on routine discussion of previous
trauma in the perinatal period: A qualitative evidence synthesis. PloS
one. 2023;18(5). e0284119. [PubMed ID: 37195971]. [PubMed Central ID:
PMC10191284]. https://doi.org/10.1371/journal.pone.0284119.

Hoeft TJ, Fortney ]C, Patel V, Uniitzer ]. Task-Sharing Approaches to
Improve Mental Health Care in Rural and Other Low-Resource
Settings: A Systematic Review. The Journal of rural health: official
journal of the American Rural Health Association and the National Rural
Health Care Association. 2018;34(1):48-62. [PubMed ID: 28084667].
[PubMed Central ID: PMC5509535]. https://doi.org/10.1111/jrh.12229.

McLeish ], Ayers S, McCourt C. Community-based perinatal mental
health peer support: a realist review. BMC pregnancy and childbirth.
2023;23(1). 570. [PubMed ID: 37558998]. [PubMed Central ID:
PMC10410814]. https://doi.org/10.1186/s12884-023-05843-8.

Branjerdporn G, Kimball H, Pirotta R, Branjerdporn N, Collins T,
Bowman G, et al. Characteristics and outcomes of community-based
perinatal peer support: Protocol for a systematic review. PloS one.
2024;19(7). €0303277. [PubMed ID: 38950030]. [PubMed Central ID:
PMC11216617]. https://doi.org/10.1371/journal.pone.0303277.

Chanagala B, Chauhan SP, Fisher SD, Hoffman M, Frasch MG.
Perinatal mental health care goes digital: Opportunities for digital
health to revolutionize the care delivery for healthier pregnancies
and outcomes. PLOS digital health. 2025;4(4). €0000773. [PubMed ID:
40168287]. [PubMed Central ID: PMC11960865].
https://doi.org/10.1371/journal.pdig.0000773.

Fisher L, Davey A, Wong G, Morgan-Trimmer S, Howard LM, Sharp H,
et al. Women's engagement with community perinatal mental
health services: a realist evaluation. BMC psychiatry. 2024;24(1). 492.
[PubMed ID: 38977965]. [PubMed Central ID: PMC11232178].
https://doi.org/10.1186/s12888-024-05804-1.

14


https://brieflands.com/journals/healthscope/articles/173937
http://www.ncbi.nlm.nih.gov/pubmed/26985235
https://www.ncbi.nlm.nih.gov/pmc/PMC4793537
https://doi.org/10.1186/s13033-016-0055-9
http://www.ncbi.nlm.nih.gov/pubmed/33952338
https://www.ncbi.nlm.nih.gov/pmc/PMC8098000
https://doi.org/10.1186/s13033-021-00466-y
http://www.ncbi.nlm.nih.gov/pubmed/40450703
https://www.ncbi.nlm.nih.gov/pmc/PMC12172582
https://doi.org/10.1111/jmwh.13767
https://doi.org/10.3390/psychiatryint6020070
http://www.ncbi.nlm.nih.gov/pubmed/35850663
https://www.ncbi.nlm.nih.gov/pmc/PMC9289084
https://doi.org/10.1186/s12884-022-04889-4
http://www.ncbi.nlm.nih.gov/pubmed/37802623
https://www.ncbi.nlm.nih.gov/pmc/PMC10565296
https://doi.org/10.1136/bmjopen-2022-071084
https://doi.org/10.1145/3701217
http://www.ncbi.nlm.nih.gov/pubmed/36822801
https://www.ncbi.nlm.nih.gov/pmc/PMC9950893
https://doi.org/10.1136/bmjopen-2022-069988
https://doi.org/10.1136/bmjopen-2022-069988
http://www.ncbi.nlm.nih.gov/pubmed/41814266
https://www.ncbi.nlm.nih.gov/pmc/PMC13049847
https://doi.org/10.1186/s12913-026-14346-z
http://www.ncbi.nlm.nih.gov/pubmed/37705010
https://www.ncbi.nlm.nih.gov/pmc/PMC10498526
https://doi.org/10.1186/s12912-023-01475-7
http://www.ncbi.nlm.nih.gov/pubmed/39391930
https://www.ncbi.nlm.nih.gov/pmc/PMC12501512
https://doi.org/10.1192/bjb.2024.82
http://www.ncbi.nlm.nih.gov/pubmed/36498368
https://www.ncbi.nlm.nih.gov/pmc/PMC9738857
https://doi.org/10.3390/ijerph192316295
http://www.ncbi.nlm.nih.gov/pubmed/41266956
https://doi.org/10.1080/02646838.2025.2587670
http://www.ncbi.nlm.nih.gov/pubmed/40478520
https://www.ncbi.nlm.nih.gov/pmc/PMC12408760
https://doi.org/10.1007/s10597-025-01479-4
http://www.ncbi.nlm.nih.gov/pubmed/37285185
https://www.ncbi.nlm.nih.gov/pmc/PMC10285622
https://doi.org/10.2196/44500
http://www.ncbi.nlm.nih.gov/pubmed/32931106
https://www.ncbi.nlm.nih.gov/pmc/PMC7491613
https://doi.org/10.1002/wps.20769
http://www.ncbi.nlm.nih.gov/pubmed/41325174
https://doi.org/10.1097/PRA.0000000000000891
http://www.ncbi.nlm.nih.gov/pubmed/30611114
https://doi.org/10.1016/j.midw.2018.11.011
http://www.ncbi.nlm.nih.gov/pubmed/40556715
https://www.ncbi.nlm.nih.gov/pmc/PMC12186571
https://doi.org/10.1017/gmh.2025.10010
http://www.ncbi.nlm.nih.gov/pubmed/37195971
https://www.ncbi.nlm.nih.gov/pmc/PMC10191284
https://doi.org/10.1371/journal.pone.0284119
http://www.ncbi.nlm.nih.gov/pubmed/28084667
https://www.ncbi.nlm.nih.gov/pmc/PMC5509535
https://doi.org/10.1111/jrh.12229
http://www.ncbi.nlm.nih.gov/pubmed/37558998
https://www.ncbi.nlm.nih.gov/pmc/PMC10410814
https://doi.org/10.1186/s12884-023-05843-8
http://www.ncbi.nlm.nih.gov/pubmed/38950030
https://www.ncbi.nlm.nih.gov/pmc/PMC11216617
https://doi.org/10.1371/journal.pone.0303277
http://www.ncbi.nlm.nih.gov/pubmed/40168287
https://www.ncbi.nlm.nih.gov/pmc/PMC11960865
https://doi.org/10.1371/journal.pdig.0000773
http://www.ncbi.nlm.nih.gov/pubmed/38977965
https://www.ncbi.nlm.nih.gov/pmc/PMC11232178
https://doi.org/10.1186/s12888-024-05804-1

Shajari Sales S et al.

Brieflands

72.

15

Arifin SRM, Kamaruddin A, Muhammad NA, Nurumal MS, Mohadis
HM, Hussain NHN, et al. An evaluation of digital intervention for
perinatal depression and anxiety: A systematic review. AIMS public
health. 2024;11(2):499-525. [PubMed ID: 39027400]. [PubMed Central
ID: PMC11252571]. https:|/doi.org[10.3934/publichealth.2024025.

73.

Novick AM, Kwitowski M, Dempsey ], Cooke DL, Dempsey AG.
Technology-Based Approaches for Supporting Perinatal Mental
Health. Current psychiatry reports. 2022;24(9):419-29. [PubMed ID:
35870062]. [PubMed Central ID: PMC9307714].
https://doi.org[10.1007/s11920-022-01349-W.

Health Scope. 2026; 15(4): 173937


https://brieflands.com/journals/healthscope/articles/173937
http://www.ncbi.nlm.nih.gov/pubmed/39027400
https://www.ncbi.nlm.nih.gov/pmc/PMC11252571
https://doi.org/10.3934/publichealth.2024025
http://www.ncbi.nlm.nih.gov/pubmed/35870062
https://www.ncbi.nlm.nih.gov/pmc/PMC9307714
https://doi.org/10.1007/s11920-022-01349-w

	Strategies for Improving Perinatal Mental Health Care: A Systematic Review and Meta-synthesis
	Abstract
	1. Introduction
	2. Methods
	2.1. Study Design
	2.2. Eligibility Criteria
	2.3. Search Strategy
	2.4. Study Selection
	2.5. Quality Assessment
	2.6. Data Extraction
	2.7. Reflexivity
	2.8. Data Synthesis

	3. Results
	3.1. Overall Characteristics of Included Studies
	3.2. Meta-Synthesis Findings
	3.2.1. Theme 1: Compassionate, Person-Centered Communication as a Therapeutic Strategy (CERQual Confidence: High)
	3.2.2. Theme 2: Integrated and Coordinated Service Delivery as a Structural Imperative
	3.2.3. Theme 3: Community-Based and Peer-Supported Care as a Strategy for Reach and Normalization
	3.2.4. Theme 4: Workforce Development and Task-Sharing as Strategic Cornerstones of Sustainable Perinatal Mental Health Care
	3.2.5. Theme 5: Flexible, Tailored, and Technology-Assisted Delivery as an Equity-Oriented Strategy

	3.3. Conceptual Model

	4. Discussion
	4.1. Limitations
	4.2. Implications
	4.3. Conclusions

	Supplementary Material
	Footnotes
	References


