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Abstract
Background  Mental health problems are common among women during the perinatal period (here defined as 
during pregnancy and the 2 years after birth), affecting up to 20% of women. Although there are effective treatments 
for perinatal mental health problems, ethnically diverse women who are at higher risk of developing perinatal mental 
health problems are less likely to access treatment for their perinatal mental health problems. This study explored 
perceptions of perinatal mental health problems and barriers to accessing treatment amongst a sample of ethnically 
diverse women with current or past experiences who did not receive help from a specialist team.

Methods  This study is qualitative primary research. Twenty-eight women living in England who reported they 
struggled with emotional and mental health challenges during their perinatal period but did not receive assistance 
from the specialist perinatal mental health team were recruited from community groups and adverts. Women 
participated in online interviews, which were transcribed. NVIVO was used to support a thematic analysis.

Results  The study revealed that substantial barriers to seeking help arise from women’s interactions with their 
healthcare professionals. When women feel a lack of trust, experience discrimination, or sense judgment from 
healthcare providers, they are less inclined to seek assistance. However, the motivation to seek help is significantly 
shaped by community perceptions of perinatal mental health issues, particularly for those women who have made 
efforts to access support. Women had a positive experience in peer support groups.

Conclusion  A significant barrier to accessing perinatal mental health services for ethnically diverse women is 
experiences with health professionals. Moreover, women from ethnically diverse groups may encounter additional 
problems regarding help-seeking due to cultural influences and attitudes towards mental health and motherhood 
roles. Hence, the intricate interplay between cultural factors and healthcare experiences highlights the urgent need 
for a more culturally competent approach to perinatal mental health services.
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Introduction
Perinatal mental health problems affect between 10 and 
20% of women, and rates may be higher in women from 
ethnically diverse groups [1, 2]. The impact of these 
perinatal mental health problems is significant. They 
are associated with obstetric complications, poor neo-
natal outcomes [3], maternal disability [4], suicide [5, 6] 
and postnatally increased risk of negative infant social, 
emotional and cognitive outcomes [5]. There are effec-
tive treatments for perinatal mental health problems [7], 
but there are inequities in access to these treatments. 
Women from ethnically diverse groups are also less likely 
to report their symptoms to health professionals [2] and 
when they do, less likely to receive referrals and/or access 
support [8]. Recent qualitative studies have highlighted 
barriers to care amongst ethnically diverse women who 
accessed perinatal mental health treatment [8, 9] but 
there is a lack of studies examining the experiences of 
ethnically diverse women who have experienced mental 
health problems during the perinatal period but did not 
access care. It is important to understand if this group of 
women face unique barriers to perinatal mental health 
care to improve equitable access to care.

Understanding ethnically diverse women’s journey to 
perinatal mental health care treatment involves having 
knowledge of the unique factors that contribute to the 
development of their mental health problems, as well as 
the influence of cultural perspectives of mental health 
issues. These factors include discrimination, immigra-
tion problems, economic instability [10] and inequities 
in problem recognition and referral by health profession-
als [8]. Thus, most ethnically diverse women who have 
mental health problems may feel wary and untrusting of 
the health system because of their previous poor expe-
riences of these systems [11]. In the perinatal period, 
ethnically diverse women’s cautious viewpoints of health-
care providers may crystallise, as health conditions and 
unfavourable encounters with health services combine to 
exacerbate negative health outcomes [11]. These encoun-
ters may include discrimination and dismissive attitudes, 
which are most likely to happen in the United Kingdom 
(UK) to women from Black and South Asian backgrounds 
[11]. Their negative health outcomes, and the lack of 
support they may have received leave ethnically diverse 
women at risk of worsening mental health and traumatic 
experiences, yet their prior interactions with health pro-
fessionals are a key factor determining women’s willing-
ness to access future healthcare services [9].

Ethnically diverse women’s pathways into mental health 
treatment are further compounded by obstacles that exist 
across different levels, with barriers at individual, socio-
cultural, organizational, or structural levels [12] and may 
include cultural differences between healthcare providers 
and women seeking assistance, lack of culturally sensitive 

care and differences in their understanding of perinatal 
mental health compared to that of their healthcare pro-
viders. Critically it is also important to consider how 
cultural factors can interact with other disadvantages, 
including having lower income and facing multiple physi-
cal and mental health morbidities [11].

Recently in England, the NHS invested over £365 mil-
lion to expand perinatal community mental health teams 
with the aim to provide equitable access to treatment 
across geographic regions [13]. Despite these invest-
ments, inequities in access for women from diverse 
background remain. It is therefore important to under-
stand the factors affecting the underlying ongoing ineq-
uitable access to support. Recent qualitative studies have 
highlighted barriers to care amongst ethnically diverse 
women who accessed perinatal mental health treatment 
[8, 9] but there is a lack of studies examining the experi-
ences of ethnically diverse women who have experienced 
mental health problems during the perinatal period but 
did not access care. It is important to understand if this 
group of women face unique barriers to perinatal mental 
health care to improve equitable access to care.

Methods
Aim
The study aimed to qualitatively explore perceptions of 
perinatal mental health problems from ethnically diverse 
women who did not access specialist care and their per-
ceived barriers to accessing specialist perinatal mental 
health care.

Participants and recruitment
The sampling method for this study adopted a purposive 
sampling technique. Although the study was advertised 
and potential participants were asked to reach out, par-
ticipants were selected based on the pre-defined inclu-
sion criteria for credibility and richness [10]. Participants 
(n = 28) were recruited via study fliers that were adver-
tised through social media platforms, targeting parenting 
groups. Fliers also were sent to voluntary and commu-
nity sector agencies (VCS) to facilitate the recruitment of 
women within their support networks. Participants who 
responded to the invitation were screened for eligibil-
ity. Inclusion criteria included: gave birth within the past 
four years, residing in England, experienced self-defined 
mental health problems during pregnancy or the 2 years 
following childbirth (as NHS England provides perinatal 
specific care within this period [11], not received formal 
mental health support during this period (though they 
may have attempted to seek help). The researcher (EM) 
verbally reviewed consent and provided eligible par-
ticipants with a link to the participant information sheet 
and consent. All participants provided electronic con-
sent before the interview commenced. Interviews were 
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conducted online using video conferencing (Zoom). Par-
ticipant’s ethnicity information is described in Table 1.

Procedures
A semi-structured interview guide was developed by EM, 
AD and HOM, with input from the other listed authors 
of the study and the study’s Patient Advisory Group 
(PAG). The PAG consisted of women who had expe-
rienced perinatal mental health (PMH) problems and 
included women from ethnically diverse groups, includ-
ing South Asian and Black women (see Supplemen-
tary material 2 for the topic guide). The team consulted 
regularly with the PAG on the design and conduct of 
the study, including the creation of the interview guide, 
sampling and recruitment strategy and analysis of the 
data. The interview guide included questions about wom-
en’s views of their community’s perception of PMH and 
motherhood, perceived barriers to seeking PMH support, 
their own PMH experiences, including their experiences 
with health professionals, and ways they thought services 
could improve to meet their needs. Participants who 
sought help from NHS mental health services were asked 
about their experiences and if they received any help. EM 
conducted all interviews (lasting between 35 and 73 min) 
between October and December 2022. 40% of the par-
ticipants had their children present during the interview, 
but care was taken at the beginning of each interview to 

ensure the interviewee had privacy. There were no appar-
ent signs of the presence of any other adults in any of the 
interview sessions. Six of the participants were still on 
maternity leave at the time of the interview, and one of 
the participants was pregnant during the interview. Par-
ticipants were renumerated £25 for their time.

Data analysis
All interviews (over Zoom) were audio-recorded by the 
study researcher and transcribed verbatim by an exter-
nal transcriptionist who had completed a background 
check and signed a confidentiality agreement with the 
research team Thematic analysis techniques were used to 
identify key themes and patterns from the interview tran-
scripts through reading and re-reading [12]. The thematic 
analysis technique gives room for inductive and deduc-
tive analysis approaches employed in this study [13]. The 
deductive approach initially drew upon existing research 
for preliminary ideas and organisation, and the inductive 
approach gave room for participants’ voices, which were 
iteratively identified through an assignment of codes. At 
the initial stage, transcripts were read and re-read for 
data familiarisation, and a coding framework was devel-
oped from the first transcript. Subsequently, the same 
coding scheme was consistently applied throughout the 
data, with additional codes being developed as new con-
cepts emerged. To ensure reliability, AD also read tran-
scripts and coded interview transcripts. The two coders 
identified patterns in the codes, which were then cat-
egorised under sub-headings and developed into themes. 
The two coders met with the remaining analysis team 
comprised of mental health (HOM, GC, CM, JB, LF, HS, 
LH) and qualitative methods (GW, SM-T) experts to dis-
cuss the codebook and reach a consensus on the emerg-
ing themes. Themes were checked with the team’s PPI 
group, particularly members of the team from ethnically 
diverse backgrounds to ensure their validity from a lived-
experience perspective. In addition, the interviews were 
analysed on a continuous basis and once the team felt 
that no new themes were present, and the data collected 
captured the diversity, depth and nuances of the concepts 
we were studying saturation was established.

An initial thematic model comprising themes and sub-
themes was developed in consultation with EM, HOM, 
GC, AD, GW, SMT, HS, LF, CM, and JB. As new ques-
tions emerged from these nascent themes, the interview 
guide was iteratively modified. In addition, themes were 
considered in the context of existing perinatal mental 
health literature, professional clinical expertise, and a 
stakeholder event in London (attendees included aca-
demics, NHS clinicians, representatives from NIHR, 
NHS England, individuals from the voluntary and com-
munity sector) where the initial model was presented and 
stakeholder and lived experiences (our PAG group) views 

Table 1  Participant’s ethnicity information (n = 28)
n (%)

Ethnicity
  Black/Black British Caribbean 2 (7.1)

African 5 (17.8%)
Total Black ethnicities 7 (24.8%)
  Asian/Asian British British Pakistani 6 (21.4%)

British Indian 6 21.4%)
British Bangladesh 1 (3.6%)

  Total Asian ethnicities 13 (46.3%)
  Mixed ethnicities 2 (7.1%)
  Other ethnicities (e.g., White non-British) 6 (21.4%)
Age (Mean = 32, range 25–44)
  25–29 7 (25.0%)
  30–34 13 (46.4%)
  35–39 6 (21.4%)
  40–44 2 (7.1%)
Employment status
  Employed (including self-employed) 19 (77.9%)
  Unemployed 9 (32.1%)
Length of stay in the UK.
  UK Born 16 (57.1%)
  1–5 years 6 (21.4%)
  5–10 years 3 (10.7%)
  10–20 years 2 (7.1%)
  20–30 years 1 (3.5%0
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were sought. The stakeholder event presented the initial 
findings providing the audience an opportunity to feed-
back and comment. The final themes were then estab-
lished considering these sources. A valuable contribution 
from the stakeholder’s event was the significant role that 
peer support groups play in supporting women during 
the struggle time.

Reflexivity
Ten authors of the study self-identify as female (EM, 
HOM, AD, GC, JB, HS, LF, CM, SM, LH), and one author 
identified as male (GW). Of all study authors, AD, GW 
& EM are from minority ethnic backgrounds, and EM, 
HOM, and GW are first-generation immigrants, and LH 
and SMT are second-generation immigrant. The core 
analysis team self-identify as female (EM, HOM, AD, 
GC) and are all mothers. Three of the authors come from 
a psychology background and are also therapists and EM 
is from a public health background. EM, being aware of 
her ethnicity, experiences, and background, checked her 
perspectives against other members of the team, some 
of whom were immigrants and others who were not. 
Thus, the analysis considered the team’s background 
when reviewing participant’s accounts of their experi-
ences. Several meetings were held to review the results 
and analysis process to ensure the validity of the analysis. 
Given our differing backgrounds in the research team, we 
agreed with Lincoln and Guba (1985) [14] that reality is 
constructed from a range of factors, including social, cul-
tural and historical perspectives. We acknowledged that 
our backgrounds, values, and beliefs may influence data 
collection and interpretation. Hence, we played our role 
as researchers and allowed the data to emerge through 
interviews with our participants. Given that reality is 
shaped through human construction and interpretation 
[15], we took steps to minimise this by keeping memos 
and meeting continuously with the wider research team 
and our PAG, who drew from a range of backgrounds 
and perspectives.

Results
Participant characteristics
Participant demographics are described in Table  1. 
Slightly fewer than half of the participants were from an 
Asian background, a quarter were African/Afro-Carib-
bean and almost a third were from mixed or “other” 
heritage (e.g., Chinese, Italian, Filipino, North American 
and Polish). Approximately half of the participants were 
first-generation immigrants, with 20% having been in the 
UK for less than five years. Half of the participants had 
one child, while just under half had two children, and one 
participant was pregnant at the time of the interview. We 
considered births that occurred within the last four years 
(2018–2022); however, if there were two births during 

this period, we focused on the most recent one. None 
of the study participants required an interpreting ser-
vice as they had conversational English. Less than half of 
the participants attempted to seek help for their mental 
health difficulties, though they ultimately did not access 
formal mental health care. Pseudonyms were used in 
place of participant’s real names.

Overview of themes
The motivations and decisions to seek help for perinatal 
mental health disorders for ethnically diverse women in 
this study were influenced by their ethnic backgrounds. 
Cultural beliefs, practices, and values significantly shaped 
their perspectives on mental health and the stigma 
attached to it. Additionally, women’s experiences with 
healthcare professional affected their levels of felt safety 
within the healthcare system, and when negative, were 
significant barriers to seeking further help in that sys-
tem (i.e., NHS). Four primary themes emerged from this 
study, namely: Cultural beliefs and expectations, help-
seeking patterns, accessibility barriers, and positive expe-
riences with peer support (see Fig. 1).

Subthemes further characterised the main themes. 
Within the cultural beliefs and expectations theme, there 
were three subthemes. The first subtheme was beliefs 
and perceptions of PMH, where women described their 
ethnic group’s view of mental health. The second sub-
theme was the expectation of motherhood, characterised 
by women’s descriptions of their expectations of moth-
erhood within their culture, and how these conceptions 
could prevent families from recognising symptoms of 
perinatal mental health issues. The final subtheme within 
this theme was the inability of participants to name peri-
natal mental health problems in their language thus mak-
ing it difficult to ascribe meanings to their symptoms and 
communicate their symptoms to health professionals.

Within the help-seeking patterns theme there were 
three sub-themes: support structure, faith as a coping 
strategy, and stigma and judgment within the commu-
nity. In the accessibility barriers theme, there was a sub-
theme of under the subtheme: women’s experiences with 
health professionals (e.g., midwives, general practitio-
ners, health visitors).

Because women from ethnically diverse groups have 
emphasized the uniqueness of their different cultural 
backgrounds and communities in their experiences, we 
reported the results by different groupings: Black/Afri-
can; South Asian, and “other.” We recognise that there 
is considerable variability within these communities but 
begin to detail some of the recurring differences that 
emerged within these two groupings of individuals.
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Cultural beliefs and expectations
Beliefs and perceptions on perinatal mental health
Most women in the study demonstrated an awareness of 
perinatal mental health issues. Some had acquired aware-
ness of perinatal mental health through work experience, 
social media platforms, and past mental health experi-
ences. Despite this awareness, participants discussed 
how perinatal mental health problems within their com-
munities remained a “taboo” topic, one that is largely 
unrecognised by older generations in their communities. 
Views from different ethnicities are provided below.

Women from Black ethnic groups reported that mental 
health problems were largely unrecognised in their com-
munity and more emphasis was placed on physical well-
being by the community.

“I think in my culture it’s not everybody that under-
stands that there is something called mental health, 
it’s possible for you to look well on the outside but on 
the inside, you don’t look well.” Ade (African).

Although women from South Asian communities 
expressed similar views to the women of Black ethnicity, 
there was a subtle difference in that mental health was 
seen as stigmatizing in their community. They described 
how mental health is not spoken of and is yet to be recog-
nised, hence little importance is placed on mental health 
wellbeing.

“I come from an Indian community, it’s not very 
good. [laughs] Mental health, they think it’s not very 
important, and it’s almost frowned upon. It’s like, 
“Oh, well, what’s wrong with her?” It’s about tough 
love. You have to be strong all the time. You can’t cry, 

and you can’t have a bad day. You’re a mom now, 
you have to get on with it.” Limra (Asian).

The quotes from women from the ‘other ethnicities’ 
depict some awareness of mental health; however, it is 
mostly ignored as it is taboo subject or people interpret 
it as weakness and would not wish to draw attention to it.

“In Latin America, mental health is not something 
you discuss. It’s something that is taboo.” Justina 
(South American).
“In Italy, if you talk about Mental health it is per-
ceived as weakness; people wouldn’t really want to 
talk about their own weakness.” Gioia (European).

Little variation was noted in perceptions of mental health 
between ethnicities and across each group; symptoms 
were mostly ignored, reinterpreted by others in their 
community as due to physical causes, and not prioritised 
as much as physical health needs. In some exceptions, 
mental health symptoms were normalised and seen as 
normal phases in life. Women reported these beliefs were 
passed down from older generations, thus impacting the 
confidence of most women to seek help for their mental 
health needs. While they were aware of the symptoms, 
they were torn between interpreting them as normal life 
processes, which affected their decision-making and tim-
ing in seeking help.

Expectations of motherhood
Women discussed their perceptions of expectations 
placed on motherhood by broader society. A key theme 
that emerged was how women struggled with compound 
expectations: balancing British mainstream motherhood 

Fig. 1  Main study themes
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expectations with the motherhood expectations of their 
community. These expectations were further complicated 
by their community’s beliefs and perceptions of perinatal 
mental health problems.

Women from Black ethnicity discussed community 
beliefs about being a “strong Black woman,” and how 
these built-up expectations that one could not admit to 
any “weakness” (i.e., mental health problems).

“You are a strong Black woman, which will mean 
you are going to be a strong Black mom. I feel like 
that coat is a very dangerous one to wear because 
you are allowed to be vulnerable and because you’ve 
been given that coat, that very strong responsibility, 
you feel like you can’t let that down and that can 
contribute very much back to Mental health.” Ber-
nice (Black).

Women from South Asian backgrounds expressed a 
sense of responsibility in training their children accord-
ing to cultural norms. The pressure was especially felt by 
women who strove to instil religious beliefs in their chil-
dren. They found it challenging to meet this expectation 
due to the perception of the broader UK environment as 
non-religious or conflicting with their religious values. 
These conflicts left them feeling that could not success-
fully meet either ideal, producing feelings of hopeless-
ness, anxiety and low mood.

“Being a Muslim mother, I need to teach every single 
thing like our values what we need to do. I am doing 
the best what I can do. Look we are in western coun-
try, so we are in between at the moment. We need to 
teach them our values and culture as well.” Harini 
(Asian).

Within the Italian community, the role of a mother was 
compared to that of the Virgin Mary, known for her sac-
rificial nature. As a result, motherhood was seen as a 
responsibility centred around selflessness and setting a 
positive example for one’s children.

“The mother is very much a Christian model of 
motherhood, Virgin Mary, all sacrificial. You give 
it all for your kids and for your family. Also, that 
means that if you feel low or anything, it’s something 
that you have to work on yourself because you have 
to give your everything to your kids. You have to give 
everything to your family.” Gioia (European).

In this study, all the women expressed their identification 
with the challenges of motherhood and the aspiration to 
follow examples set by others. They aimed to avoid being 
seen as inadequate in their role or criticized as ungrateful 

mothers when they encountered obstacles, and therefore 
prioritised efforts to meet these expectations. This strug-
gle was especially daunting for women who desired to 
educate their children in religious customs because they 
perceived strong conflicts between aspects of UK culture 
and their religious customs. Additionally, they feared fail-
ing not only in their maternal responsibilities but also in 
their social environment. In some cases, these conflicts 
and the burden of their responsibilities could contrib-
ute to problems with their mood, but admitting to their 
emotional health struggles could serve to confirm their 
failures.

Naming perinatal mental health
Across different ethnic communities, participants 
reported not having a term or name for perinatal men-
tal health in their language and as a result women often 
lacked the terminology to describe their symptoms 
to families and their health professionals. The 50% of 
women in this study who were first-generation immi-
grants described how challenging it was to use English, 
which was often not their first language, with health care 
providers, coupled with the fact that in their cultures they 
frequently lacked clear names for perinatal mental health 
problems. This added to their suffering because they did 
not have a way to label and understand what was happen-
ing to them (as seen in Black ethnic groups where symp-
toms were perceived as stress and in Italian communities, 
symptoms were perceived as weaknesses).

“Even though I noticed that something was wrong, 
it was even difficult for me to articulate what was 
wrong.” Ade (Black).
“Mental health is worse, if you feel pain in your body 
you can tell. Like I got a pain in my leg or arm, but 
mental health is worse.” Harini (Asian).

In other circumstances, the lack of cultural terms to 
accurately describe their experiences impacted their abil-
ity to discuss their experiences with healthcare providers, 
sometimes leading to misunderstandings with others that 
felt threatening to the women.

“I remember one day saying to the health visitor 
that– like saying to her that–she [the baby] was 
crying and I just found myself like I couldn’t cope 
almost. I just got frustrated and she [the health visi-
tor] immediately took it the other way. Like, “Oh, 
what did you do when you got frustrated? I said, 
“No, I didn’t get frustrated with her. I got frustrated 
with the situation because it’s 4:00 AM and I’m 
tired, my body’s aching and I’m trying to feed her. 
She’s not going to sleep.” Gioia (European).
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In this instance, the woman felt that the health visitor was 
beginning to worry that she might respond inappropri-
ately to her infant when tired and overwhelmed, whereas 
the woman was attempting to describe how exhausting 
and challenging crying could be, especially late at night.

Help-seeking decision
Women discussed how their perceptions of mental 
health and expectations of motherhood impacted their 
decisions to seek formal perinatal mental health sup-
port. Variations in ethnic help-seeking patterns were 
identified as a key barrier in this process. From women’s 
accounts, women from the South Asian community were 
more likely to seek help outside their support networks 
and families for fear of discrimination and judgment 
within their community. In contrast, most women from 
other ethnicities described seeking support from within 
their families and support networks because they felt that 
symptoms of mental health were either initially misinter-
preted by others (e.g., health professionals) or because 
they had strong family orientations and despite fearing 
family might struggle to understand, saw them as their 
first and safest place to find support. Views across differ-
ent ethnicities are presented below.

Support structures
Women reported that they faced culturally reinforced 
responsibilities to be “strong” mothers and mental health 
problems were cast as “stress from adjusting to mother-
hood” or a ‘spiritual attack’ (demon possessed). They felt 
deterred from seeking formal help for their mental health 
needs and instead focused primarily on seeking support 
within their own support networks (church members or 
friends) and with their families.

“When I asked my mom, she just believed it was 
just because of the pressure of the baby, so the baby 
is crying, and you can’t sleep at night. My mom just 
feels like it is just stress. She believes that it is more 
of physical stress, much more than mental stress.” 
Pearl (Black).
“In our culture, taking care of your emotions would 
really boil down to that person. Because we have 
very good family support, everyone is there, all the 
grandparents and the extended family, you would 
have someone to talk to. Speaking with therapists or 
seeking mental health support or emotional health 
support is not as frequent, it’s more of the immediate 
family circle, whomever you are closest with, then 
that is where you get your support from.” Suzanna 
(Other ethnicity- Filipino).

We found that most of the ethnically diverse groups 
represented in our study predominantly sought support 

from their close networks and family members during 
emotionally challenging times. They described their com-
munities as largely family-oriented, therefore they stated 
they would typically seek initial support from the people 
who made up their support system. However, women 
said they often failed to find adequate support from 
within their families and friend networks because of lim-
ited knowledge of perinatal mental health existing within 
the community. In contrast, women from South Asian 
backgrounds were unlikely to turn to close networks and 
family members, fearing a lack of privacy and judgement 
in their communities if they disclosed their struggles.

Faith as a coping strategy
In instances where the necessary support was lacking or 
insufficient, religious-oriented women used their faith 
or were encouraged by family members and friends to 
turn to their faith and engage in prayer to cope with their 
difficulties.

“I’m a Christian, so I take everything to God in 
prayers. [laughs] If I’m feeling down, sometimes 
I talk to God exactly about how I’m feeling, and it 
helps me get better.” Ade (Black).
“I would pray because I’m Muslim, I would pray, I 
would– Thankfully, I had my mom, but moms have 
other commitments too.” Limra (Asian).

This reliance on spiritual practices highlights the signifi-
cance of faith as a source of strength and resilience in the 
absence of adequate support from close networks.

Stigma and judgement within communities
Women from Asian communities were more likely to 
describe facing stigma and judgment from their fam-
ily and community for having mental health problems. 
As a result, they reported that they were more willing 
to consider external support for their mental health if it 
was outside their support networks and relations. These 
women tended to use services from peer support groups 
more than those from other ethnicities.

“I think the safer option for a lot of people is just to 
tap into somebody that’s not someone they know 
because with mental health and wellbeing, some-
times it’s a very sensitive topic and people can mis-
interpret it and it’s just not something that’s always 
understood. I feel like then that’s why people tap into 
maybe mainly other sources.” Kaiya (Asian).
“If you go to your own community or mosque, they 
judge you. They ask you so many questions.” Harini 
(Asian).
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Many South Asian women were afraid to share their 
experiences with their family members because they 
feared being judged as a bad mother and facing discrimi-
nation and stigma. These moms also believed that seek-
ing help within their community might not yield positive 
results as most people do not know about perinatal men-
tal health and how to provide support during this period. 
As a result, seeking assistance from parent groups or 
children play centres where they could find other moms 
and peer support groups (both physical and online) was 
a common trend among the South Asian community or 
instead they would just keep it to themselves. However, 
one participant expressed a desire to seek help from 
her family but could not be due to other issues going on 
within her family.

“I don’t feel like I could speak to my family because 
they’re grieving themselves and I just don’t like to 
burden my own family with my issues. I’ve never 
talked to them about them that much.” Kaiya 
(Asian).

Barriers related to accessibility to perinatal mental health 
services
Women’s perceptions of health professionals’ attitudes
Although cultural perceptions of mental health and help-
seeking were significant barriers to accessing formal 
perinatal mental health services, women’s willingness to 
seek help was also significantly impacted by their past 
negative experiences with health professionals. Notable 
amongst the narratives of women in this study were both 
personal and community experiences of discrimina-
tion from health professionals that resulted in cautious 
and at times fearful perceptions of formal mental health 
services. Most women in this study described their 
experiences with their health professionals as emotion-
ally difficult because of unmet expectations and needs. 
This was especially notable within the maternity setting, 
with some women describing traumatic and medically 
neglectful birth experiences resulting from interactions 
with maternity health professionals. In two instances, 
women felt they were refused referral for mental health 
treatment as they felt the staff’s medical errors may be 
exposed. These experiences were not specific to a partic-
ular ethnic group.

“I felt like even when I made complaint to that 
matron who came to see me, I felt like she even 
judged me. There was nothing like we will investi-
gate into this why this happened to you. There was 
nothing like we should do an incident form about 
it. There was nobody else to go to, because these are 
the actual professionals who can refer you to other 

places. If these professionals behave, have this atti-
tude, where can a woman go” Isla (Asian).
“I just felt I’d got to a stage where I didn’t know who 
to keep reaching out to because I just felt I was a 
broken record. I kept telling everybody about how 
I was feeling. Everyone kept saying, wow, this is a 
really difficult thing that you’ve been through, but no 
one was actually helping to do anything I think I just 
gave up. ”Kana (Asian).

Most women in the study felt that their health profes-
sionals did not meet their expectations during their 
maternity experience. They believed that midwives and 
nurses in maternity units should be trained to identify 
mental health issues as many were unable to detect signs 
of mental health problems or ignored them when symp-
toms were present.

“I spoke to a lot of healthcare professionals while I 
was in hospital. Some I was very obvious and open 
with how I was feeling, and some could have asked 
a few more questions for me to open up. They’ve 
[health professionals] done nothing about it. If they 
have had the training, and I think that’s the first bit 
is you need to have the staff or a specific person that 
goes around to every mother in that ward. “How are 
you feeling today? How is your mental health.” Kana 
(S. Asian).

A significant number of women shared their apprehen-
sions about seeking medical advice due to their lack of 
trust in healthcare professionals. They were also afraid 
of being reported to social services if they disclose their 
symptoms.

“I had this idea that if the midwife doesn’t like some-
thing that they hear, they’re going to take your chil-
dren away from you.” Keon (Asian).

If women did overcome these fears and approached 
health professionals for their mental health needs, they 
reported they felt as if the health professionals were dis-
missive towards their needs because of their ethnicity. 
This was especially true for Black women. They felt as if 
their fears of discrimination were realised.

“I feel like it would have been different if someone 
from another background had come to them and say 
it the way it is because I couldn’t call it the way it 
should be called. Maybe that was why I couldn’t get 
the help that I needed.” Chelsea (Black).
“I feel like with Black people especially, that hap-
pens, they feel like you should be strong, and you 
should be to get through it. They don’t really offer 
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you– I don’t know. The way I see it, if I were White, 
they probably would’ve offered me more help.” Char-
lene (Black).

Some women who described having mental health prob-
lems because of the trauma they experienced caused 
by health professionals were reluctant to pursue formal 
mental health support because they perceived mental 
health professionals as being representative of the types 
of individuals who had traumatized them in the first 
instance.

“I was saying, they were saying that my wound is 
fine, but in the end, it was septic all along. Now after 
that I just don’t trust, if I get unwell, I wouldn’t think 
to go and get medical help. I’d try and sort it out 
myself.” Isabella (Black).

This participant felt that her trust had been betrayed in 
an earlier experience with the healthcare practitioner 
who dismissed her concerns. She felt that her mental 
health concerns would also be dismissed like in the past 
if she sought support from her General Practitioner (GP) 
who was in the position to refer her to the specialist team.

Positive experience with peer support groups
Out of the twenty-eight women who were interviewed, 
a little less than half of the participants sought assis-
tance from NHS mental health services but were unable 
to receive help from formal mental health support due 
to reasons such as waiting times or dismissive attitudes 
from health professionals. Of the total participants, thir-
teen utilised support provided by their local voluntary 
care sector (VCS) support groups or online support 
groups, without the help of specialist perinatal mental 
health services. Women described the support groups as 
their happy, safe havens where different forms of support 
were available and where their fears of motherhood were 
voiced and validated. Women also described their differ-
ent support groups as free of judgment and discrimina-
tion, places where their cultural values and beliefs were 
respected.

“I didn’t want to say certain things because the GP 
or that health professional would look at me like, I’m 
a crazy Black woman and I don’t know how to han-
dle my emotions. She wouldn’t get that, but at the 
minute I said that to someone else that looked like 
me, they got it instantly.” Bernice (Black).
“Then she (peer support coordinator) just told me 
some things and they were religious, they’re linked 
with my religion in terms of like, they make sense to 
me because I’m quite strongly in my beliefs in terms 

of religiously, and then they meant something to me.” 
Kaiya (Asian).

According to women’s reports, support groups led by 
individuals who had previously experienced perinatal 
mental health challenges were particularly effective in 
helping women during these difficult times. Participants 
felt represented in these groups because the coordinators 
shared either their ethnicity or religion, providing them 
with culturally sensitive support. Additionally, women 
felt comfortable discussing their fears openly, knowing 
that other mothers in the group were likely to be going 
through similar experiences.

Discussion
This study explored the barriers to accessing perina-
tal mental health services for ethnically diverse women 
who had not accessed specialist mental health treatment. 
Three themes focused on the barriers to accessing peri-
natal mental health services and one theme echoed the 
positive experiences from peer support groups. The four 
main themes are defined as follows: cultural beliefs and 
expectations, help-seeking patterns, barriers to accessi-
bility and positive experiences with peer support groups.

Cultural beliefs and perceptions of perinatal mental health
We developed three subthemes that were relevant to the 
overarching theme which included beliefs and percep-
tions about perinatal mental health (PMH), motherhood 
expectations, and PMH naming. Although there has 
been a significant increase in PMH knowledge amongst 
women particularly in regard to identifying PMH symp-
toms, the current study revealed that more than knowl-
edge of symptoms was needed to encourage help-seeking 
amongst women from ethnically diverse backgrounds. 
Ethnic beliefs and perceptions passed down from genera-
tions, posed significant barriers to seeking help amongst 
perinatal women. These findings are consistent with 
Smith et al. [16], which pointed to the lack of open dis-
cussions around PMH amidst women and families lead-
ing to help-seeking barriers.

A significant number of participants from this study 
described an unwillingness to seek formal mental health 
support because of the fear of being judged as incapable 
of undertaking their role as a mother by both their fami-
lies and health professionals. Women from across all 
ethnically diverse groups expressed worries about judge-
ment and lack of understanding from health profession-
als, and women from South Asian communities were 
especially concerned about disclosing to their families 
as they feared their situations would be dismissed and 
they would be labelled as incompetent mothers. Previous 
reviews by Watson, et al., (2019) [5] have described how 
mental health problems can threaten women’s identities, 
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and, consistent with other research, women described 
how their mental health problems were often attributed 
in their communities to physical or situational causes, 
such as hormonal changes or the care-taking pressures 
[17–19]. Another significant finding from the current 
research was the interpretation by most women that 
mental and emotional struggles were considered normal 
within their communities because they were the conse-
quence of the need to fulfil expected cultural, societal, 
and religious roles. These beliefs come with different 
expectations that center around women trying to avoid 
being labelled as ungrateful or a bad mother by their 
communities.

Help-Seeking patterns
Although some patterns of fears of discrimination and 
beliefs about mental health were consistent across dif-
ferent ethnically diverse groups, we found some varia-
tions around help-seeking behaviours between different 
groups. Black women, for example, were more likely to 
seek help within their immediate community before 
accessing formal services. They described strong con-
cerns about discrimination from health professionals 
resulting in a misinterpretation of their mental health 
symptoms that could result in a failure to act on their 
reports and at worst, negative outcomes such as having 
their child removed. Though these fears are also pres-
ent in White women [16, 20]. Black women’s fears were 
compounded and magnified because of their previ-
ous experiences of discrimination. In turning to family 
first, however, women described how their symptoms 
were often interpreted as stress, mirroring findings that 
have also been reported by Edge (2011) [21]. As a result, 
women described waiting to seek formal support, a pat-
tern that is consistent with other studies that have found 
individuals from Black communities are more likely to 
delay reporting symptoms to health professionals until 
symptoms have become severe [22–24].

In contrast, South Asian women described worries 
that their symptoms would not only be misunderstood 
or misinterpreted by their families and communities, but 
that they would be strongly negatively judged as a result. 
Further, some South Asian women reported worries that 
there was little confidentiality in their communities, so if 
they told their families, “Everyone would know” and they 
would face stigma from their entire community. Conse-
quently, they mostly expressed their willingness to seek 
help from outside their support networks. These finding 
echoes that of Witkowski et al., (2011) [25] who found 
that women from Asian backgrounds felt doubly disad-
vantaged for lack of support within their communities 
and an inability to get needed help.

Accessibility barriers
The NHS is making an effort to enhance access to peri-
natal mental health services, aiming for 66,000 women to 
be able to access perinatal mental health services within 
24 months post-conception by the end of 2023/2024 [26]. 
Despite this initiative, our study identified that many 
women face significant barriers to seeking help often 
stemming from traumatic experiences with health pro-
fessionals, these experiences were often characterised by 
unmet expectations, feelings of discrimination, neglect 
and lack of trustworthiness. These findings resonate 
with previous research which noted health profession-
als are often perceived as unsympathetic [21]. Addition-
ally, another study revealed that significant ethnically 
diverse women were not being asked about their mental 
health Harrison [27] while some women expressed fears 
of being stigmatised by their health providers [16]. This 
fragmented relationship and negative experiences often 
lead to reluctance and fear by women about disclosing 
their mental health struggles and symptoms because 
they worry that their symptoms and problems would be 
misinterpreted by health professionals [5, 22]. The find-
ings of this study suggest that training opportunities for 
healthcare professionals regarding why ethnically diverse 
women struggle to seek perinatal mental health support 
is important as also suggested by other researchers [28, 
29].

Positive experiences with peer support groups
Furthermore, the study findings demonstrate that many 
women found peer support groups beneficial. Peer sup-
port groups provided a secure space where women could 
openly discuss their concerns, without fear of judgement, 
and the ability to find people who spoke about emotional 
problems with a similar language and provide reassur-
ance on issues around PMH. The importance of peer 
and professional support in a community setting has also 
been reported by others [5, 30]. Women concluded that 
peer support groups are important to them during this 
study for reasons of safety, validation, and peer learning.

Clinical implications
The implications of our study are noteworthy in high-
lighting the need for strategies aimed at promoting 
help-seeking behaviours, identifying training needs of 
healthcare professionals and improving perinatal men-
tal health outcomes for ethnic minority groups. Health-
care providers and policymakers must acknowledge the 
influence of cultural beliefs and perceptions, as well as 
healthcare professionals’ attitudes towards women when 
designing effective strategies. Addressing these barri-
ers necessitates fostering open discussions surrounding 
PMH, challenging stigmatization associated with seek-
ing help and establishing culturally sensitive support 
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systems. By considering the cultural contexts in which 
individuals exist, healthcare providers can create an envi-
ronment that encourages women from diverse ethnic 
backgrounds to seek assistance, address their needs when 
asked for help and refer them to specialist perinatal men-
tal health services according to their needs.

Study strengths and limitations
The focus of this study addresses an under-researched 
area, contributing valuable insights into the experiences 
of ethnically diverse populations. The findings highlight 
significant barriers to seeking help for perinatal mental 
health issues, which will be beneficial for policymaking, 
intervention provision, and clinicians’ understanding of 
ethnically diverse women. It also underscores the influ-
ence of culture on mental health challenges and motiva-
tions to seek help.

However, the study has limitations, including a nar-
row recruitment window and a sample size that may not 
fully represent the diversity within various ethnically 
diverse groups. Nonetheless, we believe that the insights 
gained may reflect the perspectives of a broader popula-
tion. Additionally, all interviews were in English; those 
who don’t speak English did not reach out to partici-
pate, meaning their experiences and viewpoints on the 
research issue remain unaddressed.

Conclusion and recommendation for future 
research
In conclusion, our study underscores the significant role 
played by cultural beliefs and perceptions, and healthcare 
professional’s attitudes in disclosing women’s feelings 
to healthcare professionals and in shaping help-seeking 
behaviours regarding perinatal mental health. The intri-
cate interplay between individual knowledge, cultural 
norms, and societal expectations stresses the importance 
of screening and identification of common perinatal 
mental health disorders by healthcare professionals to 
access support and care as early as possible during preg-
nancy and before the deterioration of the symptoms and 
affecting the wider family. By addressing these barriers, 
healthcare systems can ensure equitable access to perina-
tal mental healthcare and enhance outcomes for women 
from ethnically diverse backgrounds. Future research 
should continue to explore the multifaceted aspects 
of cultural beliefs and perceptions, further informing 
evidence-based interventions and support systems for 
women experiencing perinatal mental health issues.
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