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Abstract

Background Access to perinatal mental health services in rural and remote areas is scarce, particularly perinatal
psychiatry services. Telehealth, together with psychiatry consultation-liaison services are one way to improve access
to areas of need. The New South Wales State-wide Outreach Perinatal Services — Mental Health (SwOPS) program is
a Sydney-based program, offering specialist perinatal consultation-liaison services to rural and remote community
mental health clinicians caring for perinatal women with significant mental health problems. This study aimed to
evaluate healthcare practitioners’ perceptions of the SWOPS program.

Method Healthcare practitioners (N=31) were purposely recruited to participate in the study. Data were analysed
using a mixed-methods cross-sectional design.

Results Most participants reported being familiar with and satisfied with the service. As a result of accessing the
service, participants reported an increase in knowledge and confidence regarding caring for women with moderate-
to-severe or complex mental health conditions. Qualitative comments highlight the participant’s perceptions of the
program.

Conclusion This study provides useful insights about a state-wide telehealth psychiatry consultation-liaison service
from the perspective of practitioners. It highlights the benefits, facilitators, and barriers associated with implementing

such services.
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Introduction

Maternal mental health conditions are prevalent during
the perinatal period (pregnancy and the first postnatal
year), affecting approximately 20% of women [1], and
are associated with a range of immediate and long term
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negative outcomes for women, children, and families
[2-5]. The societal impacts of mental health during the
perinatal period are also significant, with research show-
ing that in Australia, the economic costs of maternal and
paternal perinatal depression and anxiety alone were
approximately half a billion dollars in 2012 [6], and the
cost associated with not treating perinatal mental illness
was close to a billion dollars in 2019 [7].

Research suggests that most of the cost associated with
perinatal mental health can be attributed to the ongoing
health and social impacts of the offspring rather than the
parent [8] as a result of the conferred risk from parent to
child [9, 10]. Consequently, Australian state (e.g., Brighter
Beginnings Initiative [11]) and federal government initia-
tives (The National Children’s Mental Health and Well-
being Strategy [12, 13]) have emphasised that supporting
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child mental health should begin with reducing risk and
challenges during critical developmental periods, and as
early as possible in the perinatal period. The perinatal
period is a key developmental stage of illness onset (e.g.
high prevalence of mental illness, parent-infant attach-
ment problems start) that is an opportunity to engage
women in mental health services and improve outcomes
for both the women and her baby [12, 13].

In Australia, the most recent Mental Health Care in the
Perinatal Period Australian Clinical Practice Guidelines
[14] recommend that as part of standard perinatal care,
all women are screened for depression and anxiety twice
during pregnancy and once postnatally and that appro-
priate follow-up is provided for those screening high on
depression and anxiety symptoms. Evidence suggests that
these guidelines have been followed by many Austral-
ian perinatal healthcare providers [15-17], with a recent
study showing that approximately 79% of women were
screened for mental health issues during pregnancy and
postnatally [17]. In remote and rural settings, however,
where there are shortages in services, accessing peri-
natal mental health assessment and treatment services
can prove to be challenging [18, 19]. This is of particu-
lar concern given research showing that women in rural
and remote communities [20, 21], especially women
from First Nations populations [22, 23], are more likely
to experience perinatal mental health difficulties. A sys-
tematic review of 19 studies, for example, found that
the prevalence of postpartum depression among rural
women was around 27% [20].

During the perinatal period, women identified with
moderate-to-severe mental health issues are often
referred to psychiatric services [24]. Due to a limited
number of suitably qualified and experienced health pro-
fessionals in rural settings, some countries have utilised a
psychiatry consultation-liaison service [19, 25]. Psychia-
try consultation-liaison services assess women and pro-
vide feedback regarding diagnosis and management plans
to the referring team who then manages the referred
woman’s care [26]. In some rural and remote communi-
ties’ psychiatry, consultation-liaison services are, how-
ever, not available [19, 25]. Consequently, some countries
have trailed the use of telehealth to provide psychiatry
consultation-liaison service to rural and remote commu-
nity health care providers [19, 25].

Telehealth refers to the use of telecommunication tech-
nologies, including telephone, video-conferencing, and
internet-based applications, to provide healthcare ser-
vices irrespective of location [27]. Research has shown
telehealth assessment and interventions to be as effective
as face-to-face interventions for rural and remote com-
munities [28]. Minimal research has however looked at
perinatal rural and remote service providers’ perspectives
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of psychiatry consultation-liaison services [19, 25], with
only one published study being conducted on the topic
[19]. In this study, Wichman, Laszewski [19] evaluated
health providers’ experiences with The Periscope Project,
a Wisconsin-based program offering real-time provider-
to-provider teleconsultation, community resource infor-
mation, and provider education. Their sample comprised
485 providers, including physicians, midwives, and nurse
practitioners enrolled in The Periscope Project during
the first 18 months of operation. Results showed that for
the 69% of respondents that completed questionnaires on
service utilisation, 100% agreed or strongly agreed that
they were satisfied with their encounters with the pro-
gram, the program helped them manage their patient’s
care, and that the information they learned would be
incorporated into the future care of patients. Given that
only one published study has examined rural and remote
health practitioners’ perceptions of receiving perinatal
psychiatry consultation-liaison services via telehealth,
more research in this area is needed.

The current study aimed to explore perinatal health
care practitioners’ perceptions of the State-wide Out-
reach Perinatal Services — Mental Health (SwWOPS) pro-
gram — a telehealth psychiatry consultation-liaison
service- implemented by the New South Wales state gov-
ernment in Australia.

Method

Setting

SwOPS, which is part of a broader state-wide perinatal
and infant mental health service, provides free special-
ist consultation-liaison perinatal psychiatry services to
support primarily rural and remote community mental
health clinicians caring for perinatal women (and fami-
lies) with moderate-to-severe or complex mental health
disorders. SwWOPS accepts referrals from health practi-
tioners who have perinatal clients (pregnant or two-year
postnatal) registered within their local New South Wales
Health service. The most common mental health condi-
tions that women present with are Major Depressive Dis-
order, Borderline Personality Disorder, Bipolar Disorder,
and Generalised Anxiety Disorder.

The consultation liaison model includes a telepsychia-
try session, in which the rural clinician, the perinatal
woman and the SWOPS team are present. This may com-
prise a consultation across two, or three sites (e.g., wom-
an’s home, community health centre and SwOPS clinic).
Depending upon the referral, the consultation session
may include preconception counselling, psychiatric
assessment, diagnostic clarification, medication review,
or care planning for mother and infant.

The service also provides clinician-to-clinician advice
and support. SwOPS also offers individual clinical
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supervision to perinatal clinicians as well as group-based
professional education in perinatal and infant mental
health. These activities are aimed to build the workforce
capacity of rural and remote clinicians particularly in
areas which limited access to specialist perinatal psy-
chiatry. Together, these services provided by SwWOPS are
aimed to improve health access and equity, and outcomes
for women and their infants. In 2021 the service catered
to 114 clients, the average age of women accessing the
service was approximately 27years, 14% identified as
Aboriginal or Torres Strait Islander, and 2.6% were from
culturally and linguistically diverse backgrounds.

Design and Procedure

This mixed-methods cross-sectional study was approved
by New South Wales Population and Health Services
Research Human Research Ethics Committee (project
number: 2022/ETH00284). A mixed-methods design was
chosen to provide information on participants’ subjec-
tive experiences with SWOPS. Participants were recruited
using purposive sampling. New South Wales Health staff
were emailed a link to an online survey developed by the
authors on May 13th, 2022. The survey remained open
for 7 weeks, closing on June 30th, 2022.

Measures

Demographic form

The demographic form included the following informa-
tion: qualification, years of experience, gender, ethnicity,
local health district or network of employment, classifi-
cation of local health district (i.e., metropolitan, rural, or
remote), and work setting (e.g., adult mental health, peri-
natal and infant mental health).

Survey

The survey contained 22 multiple-choice questions
and five open-ended questions and took approximately
30 minutes to complete (see Additional file 1: Appendix 1
for the survey). The study authors prepared the survey
questions based on the conceptual model of SwWOPS as
well as their clinical and research experience. Questions
were aimed at identifying service awareness and uptake;
experience with clinician-to-clinician telephone con-
sultations; access to tertiary perinatal and infant mental
health services; clinician confidence in caring for women
with moderate-severe and/or complex mental health in
the perinatal period; awareness of perinatal and infant
mental health assessment and intervention; awareness
and concern regarding mother-infant attachment; educa-
tion and workforce training initiatives; liaison and super-
vision; and service visibility.
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Analysis

Quantitative analysis

Survey responses were summarised using descriptive sta-
tistics to describe participants’ perceptions of, and expe-
riences with, SwWOPS. The analysis was performed using
IMB SPSS Statistics [29], version 26 for windows.

Qualitative analysis

Qualitative responses were analysed using an inductive
thematic analysis approach drawing on an essentialist
realist theoretical framework [30]. This meant that data
were analysed on a semantic level rather than inferences
about meaning beyond what was said by participants
[30]. Two research team members (SC and DS) con-
ducted the analysis. First, data was coded line-by-line
by both authors to identify emerging themes and reach
a consensus on annotations. Second, annotations were
sorted into themes. Third, SC recoded all data based on
the identified themes and extracted example quotes for
each theme.

Results

Sample characteristics

Thirty-one responses to the survey were received; how-
ever, without certainty regarding the total number of
service providers who refer to SwOPS, it was not possi-
ble to calculate a response rate. Of the 31 participants,
27 (87.1%) were female, and 4 (12.9%) were male. Fifteen
(48.4%) participants were nurses, 14 (45.2%) were allied

Table 1 Demographics

Characteristics (N=31) n %

Years of professional experience

1-5years 3 9.7
5-10years 5 16.1
10-20years 7 226
20-30years 12 387
30+ years 4 129
Local Health District classification
Metropolitan 10 323
Rural 19 61.3
Remote 2 6.5
Work Setting
Adult Mental Health -Community 9 29
Adult Mental Health -Inpatient unit 2 6.5
Child and Adolescent Mental Health 2 6.5
Drug and Alcohol 2 6.5
Child and Family Health 1 32
Eating Disorders 1 32
Perinatal and Infant Mental Health 13 419
Counselling 1 32
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health professionals, and 2 (15%) were doctors. Table 1
provides information on years of professional experience,
local health district classification, and work setting.

Quantitative results

Familiarity with, and accessing, the service

Of the 31 participants, 87.1% indicated that they were
somewhat familiar (48.4%, n=15) or very familiar (38.7,
n=12) with the service, with telepsychiatry assessment
and treatment planning being the most known (80.6%,
n=25) and most accessed service (61.3%, n=19). The
majority of respondents indicated that they were satisfied
(16.1%, n=5) or very satisfied (61.3%, n=19) with the
SwOPS referral process. Furthermore, most participants
indicated that their clients were accepting (29%, n=9) or
very accepting (45.2%, n = 14) of the referrals to SwOPS.

Satisfaction with service
Most participants were satisfied (12.9%, n=4) or very
satisfied (64.5%, n=20) with the communication from
the SWOPS team, indicating that the communication was
timely and very professional. With regard to treatment
recommendations, 41.9% (n=13) of participants indi-
cated that they always implemented care plans and found
the treatment recommendations helpful. Most partici-
pants also indicated that clients were accepting (29%,
n=9) or very accepting (35.5%, n=11) of accessing the
service via telehealth and that clients were always (41.9%,
n=13) or often (25.8%. n=38) comfortable with the ser-
vice. Furthermore, 83.9% (n=26) of participants indi-
cated that they would recommend SwOPS to colleagues.
More than half of the participants (58.1%, n=18)
indicated that they had accessed SwOPS clinician-to-
clinician telephone consultation service, and all found it
beneficial (n=3) or very beneficial (n=15). Twenty-nine
percent of participants (n=9) indicated that they had
accessed SwOPs education services, and the majority
(n=7) indicated their learning needs met. Approximately
61% (n=19) of participants accessed SWOPS consulta-
tion liaison support, with most (#=18) indicating that
they found the service effective. Furthermore, 54.8%
(n=17) of participants noted that they had accessed
SwOPS regarding mother-infant attachment concerns,
with most (n=14) indicating that the SwWOPS team had
addressed the concerns and that the consultation led to
an increased understanding of the mother-infant attach-
ment relationship (n=16).

Confidence and knowledge
The majority of participants (80.6%, n=25) indicated
that the feedback provided by SwOPS increased their
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confidence in caring for women with moderate-to-severe
or complex mental health difficulties during the perina-
tal period. Furthermore, most participants indicated that
their knowledge regarding perinatal and infant mental
health assessment and treatment had increased (4:8.4%,
n=15) or significantly increased (12.9, n=4), as had
their knowledge regarding the infant-mother attachment
relationship (51.9%, n=16), after accessing SwOPS.

Barriers to accessing SwWOPS

Seven participants (22.6%) indicated that they expe-
rienced barriers with regard to accessing SwOPS. The
types of barriers encountered we elaborated on in the
qualitative responses.

Qualitative results

Five themes were identified from the qualitative response:

“Valuable service’, “wider range of education services’,
R NS

“feedback and confidence’, “barriers to accessing SwWOPS,
and “service improvements”.

Valuable service

Consistent with quantitative data indicating that most
participants were satisfied with the services, most par-
ticipants qualitative responses indicated positive percep-
tions about the service:

“I cannot speak highly enough of the SwWOPS service!
The team is absolutely wonderful and a God-send
to our clients, who also speak very highly of their
appointments. The team hold our clients in high,
positive regard, and their warmth and understand-
ing and non-judgemental approach is so very appre-
ciated by our new mums” (Participant 28, allied
health professional, female)

“This is a wonderful service for clinicians in rural
and remote areas to access professional support with
a highly vulnerable group” (Participant 6, allied
health professional, female)

“I have found the SwOPS service highly professional
with an excellent ability to quickly engage with cli-
ents via telehealth” (Participant 1, nurse, female)

Wider range of education topics

SwOPS providing a wider range of education topics was
another theme that emerged from qualitative responses.
Participants’ responses indicated that they wanted more
education from SwOPS on topics such as the parent-child

attachment relationship, “medication’, “intervention” and
“treatment” planning, “other mental health conditions” as
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well as more information regarding the SwOPS service
(e.g., referral pathways, services provided).

“Anything is great, but perhaps something [regard-
ing| other mental health conditions (e.g., Borderline
Personality Disorder) and their interaction with
Postnatal Depression” (Participant 28, allied health
professional, female)

“Parent/infant dyad, the mental health of the dyad.
Difficult cases requiring mental health involvement,
admission and management throughout the preg-
nancy” (Participant 30, allied health professional,
female)

Feedback and confidence

Qualitative responses revealed that for participants
where SwOPS feedback did increase confidence, the
main reasons were that the recommendations were pro-
vided by “experts’;, they were “appropriate’, and they
helped with service planning. Furthermore, participants
indicated that SWOPS recommendations helped increase
engagement of other services (e.g., Mental Health Ser-
vices) in the care of their clients. Only one participant
provided a justification for indicating that SwOPS did not
increase her confidence, noting that she was an experi-
enced clinician who accessed SwOPS to validate “what
[she] is already doing”

“I have learned from sitting in on consultations and
been able to apply that learning to individual cli-
ents and incorporate into practice with other women
with similar diagnosis ... Women also feel more
confident having heard advice from an expert team
making it easier to implement those expert recom-
mendations” (Participant 19, nurse, female)

“ISwOPS] helped to keep ... mental health services
engaged ... [and] to see that pregnancy and [the]
postnatal period [are] a time of risk of relapse that
requires planning and support rather than discharg-
ing ... ” (Participant 30, allied health professional,
female)

Batrriers to accessing SwOPS

While quantitative responses indicated that barriers
were experienced by several participants trying to access
SwOPS services, qualitative responses revealed that these
barriers included poor awareness of service and refer-
ral pathways and that engaging with the service was
time-consuming.

Page 5 of 7

“Lack of awareness of the service and integration of
referral pathway into clinical practice” (Participant
14, nurse, make)

Service improvements
Fourteen participants provided recommendations for
service improvements, with most participants indicat-
ing that increasing awareness of the service would help
improve the service:

»

“More marketing and promotion about the service
(Participant 16, nurse, female)

“l understand that we have been in a global pandemic
and the restrictions this has placed ... this has meant
that the service is not widely known about nor what
is on offer. Could a traveling road show be the way to
increase the profile” (Participant 5, nurse, female)

One participant also noted that it would be of benefit to
her client population if SWOPS were to have an Aborigi-
nal Health Worker:

“Coming from an area with a high First Nations pop-
ulation, I feel it would be appropriate for SwWOPS to
have an Aboriginal Health Worker who could partic-
ipate to help patients to feel culturally safe. Often tel-
ehealth can compound feelings of not feeling cultur-
ally safe and the service isn’t taken up. If I was able to
tell women that Aunty’ was also going to be present
1 think they would be much more comfortable using
it” (Participant 29, allied health professional, female)

Discussion

This study aimed to evaluate the SwWOPS program. Study
results provide descriptive findings on health practition-
ers’ experiences with, and perspectives of, SWOPS. The
findings indicate that the majority of participants were
familiar and satisfied with the program and had accessed
a range of services offered by the program (e.g., telepsy-
chiatry assessment and treatment service, clinician-to-
clinician consultation service, and consultation-liaison
support service, and education). It was also found that
accessing the service increased practitioner knowledge
and confidence in caring for women with moderate-to-
severe mental or complex health conditions as well as
expertise regarding the infant-mother attachment rela-
tionship, a factor that has been shown to play a protec-
tive role in the overall health and wellbeing of children
[31, 32]. The qualitative findings suggest that although
most participants held the service in high regard, there
are ways that the service could be improved, including
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increasing awareness of the service as well as having an
Aboriginal Health Worker as part of the SWOPS team
who could assist in supporting women from First Nations
populations.

These findings highlight the important role that SwOPS
plays in enhancing services to rural and remote regions
of New South Wales, Australia. Given the shortage of
services in rural and remote areas [18, 19] and the greater
risk of perinatal mental health difficulties observed in
these populations [20, 21], it was of no surprise that the
most accessed service was the telepsychiatry assess-
ment and treatment service. This finding indicates that
the implementation of telepsychiatry can help provide
assessment and treatment services to women who oth-
erwise would not have access to such specialty care. The
finding is consistent with previous research showing that
service providers utilise and are satisfied with telepsychi-
atry services [19]. In addition, the finding that practioner
knowledge and confidence in caring for women with
moderate-to-severe or complex mental health difficulties
increased indicates that programs such as SWOPS can
play a role in upskilling local health professionals in car-
ing for women during the perinatal period. This again is
of particular importance given the shortage of specialist
services available in rural and remote areas.

Though, not a major theme to emerge from the data,
it was interesting that one participant suggested that an
Aboriginal Health Worker may increase First Nations
women’s utilisation of services such as SwOPS. Past
research has found that First Nations women are at a
greater risk of experiencing perinatal mental health dif-
ficulties [22, 23]. One participant in this study felt that
having an Aboriginal Health Worker could help First
Nations women feel culturally safe when accessing the
service. Due to a history of trauma experienced by First
Nations populations, including massacres, being removed
from traditional lands, and the forced removal of children
(known as the Stolen Generation) [33], it is understand-
able why some First Nations women in Australia would
not feel comfortable accessing government-run health
services. Past research has found that Aboriginal Health
Workers can positively affect communication between
health professionals and patients and increase access to
culturally safe care, which can help address the health ine-
qualities experienced by First Nations populations [34].

Strengths and limitations

Strengths of this study include the use of a mixed-
methods methodology and that the study is, to our
knowledge, the second study to have evaluated a tel-
ehealth perinatal psychiatry consultation-liaison ser-
vice. Using a mixed-methods methodology allowed
researchers to identify the extent, as well as provide a

Page 6 of 7

more in-depth understanding (through the use of quali-
tative questions), of service utilisation and perceptions
regarding service. This study also had a number of limi-
tations that must be acknowledged. First, as the study
is descriptive, inferential conclusions cannot be drawn
from the data. Second, the small number of participants
reduces the generalisability of findings. Third, also neg-
atively impacting the generalisability of findings, was
that only a small number of participants (n=2) worked
within remote areas. Fourth, as there is an unequal dis-
tribution of health practitioners that responded to the
survey, with the majority of respondents being allied
health professionals and nurses, the results may not
be representative of all health professionals support-
ing perinatal women in rural and remote settings. Fifth,
this study only explored the perspectives of health prac-
titioners. The perspectives of women being referred to
the service would be particularly useful in evaluating
and improving the service.

Conclusion

Taken together, results of this study provide insight into
the benefits, facilitators, and barriers associated with
implementing a statewide telehealth perinatal psychiatry
consultation-liaison service, as percieved by allied health
professionals and nurses accessing the service. More
research with larger sample sizes would help increase the
generalisability of finidings. Further, research undertaken
with perinatal women referred to the services would help
with further service evaluation and improvement.

Abbreviation
SwOPS State-wide Outreach Perinatal Services — Mental Health

Supplementary Information

The online version contains supplementary material available at https://doi.
0rg/10.1186/512884-022-05229-2.

[ Additional file 1. }

Acknowledgements
Not applicable.

Authors’ contributions

SC, TFS, and DT were involved in the conception and design of the study. SC
and DS conducted the analysis and interpreted the data. SC wrote the first
draft and all authors (SC, TFS, DT, DS, and VE) contributed to the final draft. The
author(s) read and approved the final manuscript.

Funding
This research was funded by the New South Wales Ministry of Health, funding
number: H21/252480.

Availability of data and materials
Data from the current study are available from the corresponding author on
reasonable request.


https://doi.org/10.1186/s12884-022-05229-2
https://doi.org/10.1186/s12884-022-05229-2

Cibralic et al. BMC Pregnancy and Childbirth (2023) 23:74

Declarations

Ethics approval and consent to participate

The study was conducted in accordance with the Declaration of Helsinki and
approved by the New South Wales Population and Health Services Research
Human Research Ethics Committee (project number: 2022/ETH00284). All
participants provided informed consent prior to participation.

Consent for publication
Not applicable.

Competing interests

TFS is the state-wide policy manager of perinatal and infant mental health
and DT is a clinician working within the SwOPS team. SC, DS, and VE have no
competing interests. SC, DS, and VE have no competing interests.

Received: 17 August 2022 Accepted: 21 November 2022
Published online: 27 January 2023

References

1. Yin X,Sun N, Jiang N, Xu X, Gan Y, Zhang J, et al. Prevalence and associ-
ated factors of antenatal depression: systematic reviews and meta-analy-
ses. Clin Psychol Rev. 2021;83:101932.

2. Newman L, Judd F, Komiti A. Developmental implications of maternal
antenatal anxiety mechanisms and approaches to intervention. Trans|
Dev Psychiatry. 2017;5(1):1309879.

3. Stein A, Pearson RM, Goodman SH, Rapa E, Rahman A, McCallum M,
et al. Effects of perinatal mental disorders on the fetus and child. Lancet.
2014;384(9956):1800-19.

4. Howard LM, Khalifeh H. Perinatal mental health: a review of progress and
challenges. World Psychiatry. 2020;19(3):313-27.

5. Shorey S, Chan V. Paternal mental health during the perinatal period: a
qualitative systematic review. J Adv Nurs. 2020;76(6):1307-19.

6. Deloitte Access Economics. The cost of perinatal depression in Australia:
final report. Melbourne: Post and Antenatal Depression Association; 2012.

7. PwC Consulting Australia. The cost of perinatal depression and anxiety in
Australia. 2019.

8. Bauer A, Knapp M, Adelaja B. Best practice for perinatal mental health
care: the economic case. London: Personal Social Services Research Unit
(PSSRU); 2016.

9. Green MJ, Tzoumakis S, Laurens KR, Dean K, Kariuki M, Harris F, et al. Latent
profiles of early developmental vulnerabilities in a New South Wales child
population at age 5years. Aust N Z J Psychiatry. 2017,52(6):530-41.

10. Kim DR, Bale TL, Epperson CN. Prenatal programming of mental illness:
current understanding of relationship and mechanisms. Curr Psychiatry
Rep. 2015;17(2):5.

11. New South Wales Government. Brighter Beginnings — the first 2000 days
of life 2022 Available from: https://www.nsw.gov.au/initiative/brighter-
beginnings#our-vision.

12. National Mental Health Commission. The national children’s mental
health and wellbeing strategy.; 2021.

13. Productivity commission. Mental Health 2020.

14. Austin MP, Highet N. Mental health care in the peri- natal period: Austral-
ian clinical practice guideline. Centre of Perinatal Excellence. Melbourne:
Australian Government; 2017.

15. Rollans M, Schmied V, Kemp L, Meade T. Negotiating policy in practice:
child and family health nurses’approach to the process of postnatal
psychosocial assessment. BMC Health Serv Res. 2013;13(1):133.

16. San Martin Porter MA, Betts K, Kisely S, Pecoraro G, Alati R. Screening for
perinatal depression and predictors of underscreening: findings of the
born in Queensland study. Med J Aust. 2019;210(1):32-7.

17. Moss KM, Reilly N, Dobson AJ, Loxton D, Tooth L, Mishra GD. How rates
of perinatal mental health screening in Australia have changed over
time and which women are missing out. Aust N Z J Public Health.
2020;44(4):301-6.

18. Ducat WH, Burge V, Kumar S. Barriers to, and enablers of, participation in
the allied health rural and remote training and support (ahrrts) program

Page 7 of 7

for rural and remote allied health workers: a qualitative descriptive study.
BMC Med Educ. 2014;14(1):194.

19. Wichman CL, Laszewski A, Doering JJ, Borchardt S. Feasibility of model
adaptations and implementation of a perinatal psychiatric teleconsulta-
tion program. Gen Hosp Psychiatry. 2019;,59:51-7.

20. Villegas L, McKay K, Dennis C-L, Ross LE. Postpartum depression among
rural women from developed and developing countries: a systematic
review. J Rural Health. 2011;27(3):278-88.

21. Mollard E, Hudson DB, Ford A, Pullen C. An integrative review of
postpartum depression in rural U.S. communities. Arch Psychiatr Nurs.
2016;30(3):418-24.

22. Mah B, Weatherall L, Burrows J, Blackwell CC, Gwynn J, Wadhwa P, et al.
Post-traumatic stress disorder symptoms in pregnant Australian indig-
enous women residing in rural and remote New South Wales: a cross-
sectional descriptive study. Aust N Z J Obstet Gynaecol. 2017;57(5):520-5.

23. Owais S, Faltyn M, Johnson AVD, Gabel C, Downey B, Kates N, et al. The
perinatal mental health of indigenous women: a systematic review and
meta-analysis. Can J Psychiatry. 2019;65(3):149-63.

24. Wisner KL, Austin M-P, Bowen A, Cantwell R, Glangeaud-Freudenthal
NMC. International approaches to perinatal mental health screening as
a public health priority. In: Identifying Perinatal Depression and Anxiety;
2015. p. 193-209.

25. Kikkawa N. e-PIMH: A collaborative and integrative model to build
cross-sectoral rural and remote workforce capacity in perinatal and infant
mental health. Int J Integr Care. 2017;18(S1):A12, pp. 1-8. https://dx.doi.
org/10.5334/ijic.s1012.

26. Western Sydney Local Health District. Perinatal Mental Health 2022 Avail-
able from: https://www.wslhd.health.nsw.gov.au/WNH/Clinics-and-Servi
ces/Perinatal-Mental-Health.

27. Telehealth Quality Group. International code of practice for telehealth
services. Cardiff: Telehealth Quality Group EEIG; 2017.

28. Speyer R, Denman D, Wilkes-Gillan S, Chen'Y, Bogaardt H, Kim J, et al.
Effects of telehealth by allied health professionals and nurses in rural
and remote areas: a systematic review and meta-analysis. J Rehabil Med.
2018;50(3):225-35. https://dx.doi.org/10.2340/16501977-2297.

29. IMB. Downloading IBM SPSS Statistics 26 2022 Available from: https://
www.ibm.com/support/pages/downloading-ibm-spss-statistics-26.

30. BraunV, Clarke V. Using thematic analysis in psychology. Qual Res Psychol.
2006;3(2):77-101.

31. Cooke JE, Kochendorfer LB, Stuart-Parrigon KL, Koehn AJ, Kerns KA.
Parent-child attachment and children’s experience and regulation of
emotion: a meta-analytic review. Emotion. 2019;19(6):1103-26.

32. Ranson KE, Urichuk LJ. The effect of parent-child attachment relation-
ships on child biopsychosocial outcomes: a review. Early Child Dev Care.
2008;178(2):129-52.

33. Australian Institute of Aboriginal and Torres Strait Islander Studies. 2022
Available from: https://aiatsis.gov.au/about-aiatsis.

34. Mackean T, Withall E, Dwyer J, Wilson A. Role of Aboriginal health workers
and liaison officers in quality care in the Australian acute care setting: a
systematic review. Aust Health Rev. 2020;44(3):427-33.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in pub-
lished maps and institutional affiliations.


https://www.nsw.gov.au/initiative/brighter-beginnings#our-vision
https://www.nsw.gov.au/initiative/brighter-beginnings#our-vision
https://dx.doi.org/10.5334/ijic.s1012
https://dx.doi.org/10.5334/ijic.s1012
https://www.wslhd.health.nsw.gov.au/WNH/Clinics-and-Services/Perinatal-Mental-Health
https://www.wslhd.health.nsw.gov.au/WNH/Clinics-and-Services/Perinatal-Mental-Health
https://dx.doi.org/10.2340/16501977-2297
https://www.ibm.com/support/pages/downloading-ibm-spss-statistics-26
https://www.ibm.com/support/pages/downloading-ibm-spss-statistics-26
https://aiatsis.gov.au/about-aiatsis

	A mixed-methods evaluation of a state-wide outreach perinatal mental health service
	Abstract 
	Background 
	Method 
	Results 
	Conclusion 

	Introduction
	Method
	Setting
	Design and Procedure
	Measures
	Demographic form
	Survey

	Analysis
	Quantitative analysis
	Qualitative analysis


	Results
	Sample characteristics
	Quantitative results
	Familiarity with, and accessing, the service
	Satisfaction with service
	Confidence and knowledge
	Barriers to accessing SwOPS

	Qualitative results
	Valuable service
	Wider range of education topics
	Feedback and confidence
	Barriers to accessing SwOPS
	Service improvements


	Discussion
	Strengths and limitations

	Conclusion
	Acknowledgements
	References


