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Abstract 

Background The perinatal period is a vulnerable time, with one in five women experiencing mental health prob-
lems. Antenatal and postnatal appointments are key contact points for identifying women in need of support. Since 
2014, the UK National Institute for Health and Care Excellence (NICE) has recommended that all women be asked 
about their mental health at their antenatal booking appointment and early in the postnatal period. The aim of this 
study was to assess the proportions of women who reported being asked about their mental health during the 
perinatal period across consecutive national maternity surveys (NMS) in England and to evaluate sociodemographic 
disparities in who was asked.

Methods Secondary analysis was performed on cross-sectional data from the NMS in 2014–2020. In each survey, 
women reported whether they had been asked about their mental health antenatally (during their booking appoint-
ment) and postnatally (up to six months after giving birth). The proportions of women in each survey who reported 
being asked about their mental health were calculated and compared according to key sociodemographic character-
istics and across survey years. Logistic regression was conducted to identify disparities in who was asked.

Results The proportion of women who reported being asked about their mental health antenatally increased from 
80.3% (95%CI:79.0–81.5) in 2014 to 83.4% (95%CI:82.1–84.7) in 2020, yet the proportion of women who reported 
being asked postnatally fell from 88.2% (95%CI:87.1–89.3) in 2014 to 73.7% (95%CI:72.2–75.2) in 2020. Ethnic minor-
ity women (aOR range:0.20 ~ 0.67) were less likely to report being asked about their mental health antenatally and 
postnatally across all surveys compared to White women. Women living in less socioeconomically advantaged areas 
(aOR range:0.65 ~ 0.75) and women living without or separately from a partner (aOR range:0.61 ~ 0.73) were also less 
likely to report being asked about their mental health, although there was less consistency in these disparities across 
the antenatal and postnatal periods and across surveys.

Conclusions Despite NICE recommendations, many women are still not asked about their mental health during the 
perinatal period, particularly after giving birth. Women from ethnic minority backgrounds are less likely to be asked 
and these disparities have persisted over time.
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Background
Pregnancy and the postnatal period can be a time of 
stress and uncertainty for many women and their fami-
lies. As many as one in five women develop a mental 
health problem during pregnancy or the first year after 
childbirth [1]. Mental health problems during pregnancy 
and the postnatal period can include a wide range of dis-
orders, from anxiety [2] and depression [3], which are 
commonly comorbid, to more severe problems including 
posttraumatic stress disorder [4] mania and psychosis [5]. 
In addition to the potential onset of new problems during 
the perinatal period, pre-existing mental health problems 
may resurface, particularly if medication adjustments are 
required during pregnancy and breastfeeding. Women 
are therefore at risk of exacerbation of any pre-existing 
issues or relapse of previously well-controlled problems 
[6].

Perinatal mental health problems can lead to an 
increased risk of adverse outcomes including preterm 
birth, low birth weight, attachment difficulties, and 
longer term developmental difficulties for the child [7–
10]. At the extreme, mental health problems contribute 
to maternal deaths, with suicide being one of the lead-
ing causes of maternal mortality in England [11, 12]. It is 
therefore essential that mental health is discussed with all 
women during their pregnancy and soon after childbirth.

In 2014, the National Institute for Health and Care 
Excellence (NICE) in the UK introduced a new guideline 
on Antenatal and Postnatal Mental Health, which rec-
ommends that a pregnant woman should be asked about 
her mental health and wellbeing at her first contact with 
primary care or at her antenatal booking appointment, 
and during the early postnatal period [13]. The guideline 
suggests standardised questions to use to identify pos-
sible depression or anxiety. Antenatal booking and the 
postnatal check appointments are key points of contact 
with healthcare services and they provide an opportunity 
to identify women with mental health problems, to offer 
support and, if appropriate, to refer to specialist mental 
health services. However, it is not known how widely 
the NICE guideline is being adhered to or to what extent 
disparities exist in the likelihood of women being asked 
about their mental health at these key contacts. Routinely 
asking women about their mental health during the peri-
natal period is the crucial first step in identifying those 
women who may need mental health support and treat-
ment [14].

An analysis of data from the 2014 national maternity 
survey (NMS) in England found that almost one in five 

women were not asked about their mental health ante-
natally and one in ten were not asked postnatally [15]. 
Consequently, despite repeated contacts during the 
perinatal period, some women who were experiencing 
mental health problems would not have been identified. 
Furthermore, women from ethnic minority backgrounds, 
women living in less socioeconomically advantaged areas, 
and women who had completed fewer years of educa-
tion were less likely to be asked [15]. These disparities 
are particularly concerning because women from ethnic 
minority and disadvantaged groups are at increased risk 
of adverse outcomes as a result of poor perinatal mental 
health [16–18].

The aim of this study was to estimate the proportions 
of women who reported being asked about their men-
tal health during the perinatal period, as recommended 
in the NICE guideline, across three consecutive NMS in 
England (from 2014 to 2020) and to evaluate sociodemo-
graphic disparities in who was asked.

Objectives

• To estimate the proportions of women who reported 
being asked about their mental health antenatally 
(during the booking appointment) and postnatally 
(up to six months after giving birth) across the 2014, 
2018 and 2020 NMS

• To evaluate sociodemographic disparities in who 
reported being asked about their mental health ante-
natally and postnatally.

Methods
Study design and population
This study is a secondary analysis of cross-sectional data 
from three consecutive NMS carried out in England 
in 2014, 2018 and 2020. A detailed description of these 
surveys is included in the published reports for each sur-
vey year [19–21]. To summarise, women who gave birth 
during the selected time period of each survey year were 
identified via the Office for National Statistics (ONS) 
using birth registration records and were randomly cho-
sen to be contacted for participation. Selected women 
(N = 10,000 in 2014, N = 16,000 in 2018 and N = 16,050 
in 2020) were then contacted during the postnatal period 
and were sent the questionnaire, along with an invitation 
letter, an information leaflet and multi-language materi-
als to enhance accessibility. For the 2014 survey, women 
were contacted three months after the birth of their baby, 
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whereas for the 2018 and 2020 surveys, contact was six 
months after birth. Women aged less than 16  years old 
or whose baby had died were excluded from the survey 
mailings. Questionnaire participation was via a paper 
form to be filled in and returned by freepost, or alterna-
tively the questionnaire could be completed online. Up to 
three reminders were sent out to women who had been 
selected to take part.

Measures
The questionnaires included questions about events, care 
and experience during pregnancy, birth and the postna-
tal period, as well as sociodemographic characteristics 
of the respondents, including ethnicity, level of educa-
tion, relationship status (living with a partner or not) and 
parity. Additional sociodemographic data were provided 
by ONS, including women’s age, country of birth, and 
an Index of Multiple Deprivation (IMD) measure based 
on area of residence. The outcome of interest for this 
study was whether women were asked about their men-
tal health antenatally and postnatally; these time points 
were assessed separately. Three questions were identified 
as being relevant and consistent across survey years (see 
Additional file 1 for the specific questions and response 
options in each survey year).

1. Around the time of your pregnancy booking, were 
you asked about your mental or emotional health?

2. Around the time of your pregnancy booking, were 
you asked about your past mental health or family 
history of mental health problems?

3. Since your baby was born, have you been asked about 
your mental or emotional health?

It is important to note that the outcome data were self-
reported and were not verified and so rely on women’s 
recollection, understanding and reporting of discussions 
held at their antenatal and postnatal appointments. It is 
also important to note that women who took part in the 
2020 NMS would have had their postnatal appointments 
during the Covid-19 pandemic and may have had some 
of their antenatal appointments (including their booking 
appointment if it was particularly late in their pregnancy) 
during the pandemic.

Analysis
ONS provided sociodemographic data for all women 
who were selected for each of the survey years, allowing 
comparison of respondents and non-respondents. In all 
survey years, response rates were higher for women who 
were older, who registered the birth of their baby in mar-
ried names, who were born in the UK, and who lived in 
more socioeconomically advantaged areas [19–21]. In the 

2018 and 2020 surveys, response rates were also higher 
for women who had not given birth before. These soci-
odemographic data were used to calculate survey weights 
for each survey year individually [19–21] and the survey 
weights were applied to the data in the current analysis.

Sociodemographic variables were coded into the fol-
lowing pre-set categories: age group (16–19  years, 
20–24  years, 25–29  years, 30–34  years, 35–39  years, 
40 + years); ethnic group (White, Mixed, Asian, Black, 
Other); IMD quintile (1 = least socioeconomically 
advantaged, 5 = most socioeconomically advantaged); 
relationship status (living with a partner or not); edu-
cation level (left full-time education at ≤ 16  years, 
17–18  years, ≥ 19  years); and parity (primiparous, mul-
tiparous). Each question outcome variable was coded 
into binary response options (yes or no) to allow binary 
logistic regression analysis to be performed. In order 
to make results comparable across the surveys, some 
response options were recoded into affirmative (yes) 
and non-affirmative (no and don’t know) (see Additional 
file 1).

A descriptive analysis was first carried out for each of 
the three question outcome variables using overall per-
centage proportions and 95% confidence intervals (CI) 
to estimate the proportion of women who were asked 
about their mental health antenatally and postnatally 
and to establish how well the NICE guideline was being 
followed. The proportions were compared across survey 
years with Chi-Square test for trend used to determine if 
there were any statistically significant trends over time. 
Further descriptive analysis by key sociodemographic 
variables was then performed to explore potential dis-
parities in who was asked about their mental health. 
Proportions were calculated for each category of sociode-
mographic variables, and univariable and multivariable 
logistic regression models were used to explore the asso-
ciation between women’s characteristics and whether 
they were asked about their mental health. Odds ratios 
(OR) and adjusted ORs (aOR) are reported with 95% CIs. 
Each survey year was analysed separately and all analyses 
were carried out in STATA 17.6 [22].

Results
Characteristics of respondents
Completed survey returns were received from 4,571 
(46.7%) women in 2014, 4,509 (29.0%) women in 2018 
and 4,611 (28.9%) women in 2020. Overall response 
rates declined across survey years for all sociodemo-
graphic groups [23]. The distributions of the soci-
odemographic characteristics of respondents were 
similar across survey years (Table  1). Compared to 
the non-respondents, the respondents in each survey 
were more likely to be older, to self-identify as being 
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of White ethnicity, to be living in more socioeconomi-
cally advantaged areas, to have left full-time education 
at 19 years of age or older, and to be living with a part-
ner at the time they participated in the survey. Similar 
proportions of primiparous and multiparous women 

responded in each survey. There were some changes 
in the characteristics of respondents over time, for 
example small decreases in the proportions of women 
from younger age groups, women from ethnic minority 
backgrounds, and women living in less socioeconomi-
cally advantaged areas.

Table 1 Characteristics of respondents by year

Proportions are presented as the % of non-missing

^Data for England and Wales combined
+ Based on registration status (yes = registered in married names or joint names, same address) for population-level data
a Ethnicity relates to baby for population-level data and to mother for survey data

All births in 
England in 
2020

2014 survey
N = 4571

2018 survey
N = 4509

2020 survey
N = 4611

% n % n % n %

Age ^
 16–19 years 2.6 101 2.2 59 1.3 44 1.0

 20–24 years 13.0 538 11.8 359 8.0 355 7.7

 25–29 years 26.8 1228 26.9 1055 23.4 1117 24.2

 30–34 years 33.5 1587 34.7 1713 38.0 1785 38.7

 35–39 years 19.3 874 19.1 1054 23.4 1089 23.6

 40 + years 4.8 241 5.3 269 6.0 221 4.8

 Missing 0.0 2 0.0 0 0.0 0 0.0

Ethnicitya

 White 72.4 3710 83.9 3779 86.7 3911 86.0

 Mixed 7.0 87 2.0 101 2.3 104 2.3

 Asian 13.0 442 10.0 308 7.1 380 8.4

 Black 5.2 159 3.6 102 2.3 126 2.8

 Other 2.4 23 0.5 67 1.5 27 0.6

 Missing 2.4 150 3.3 152 3.4 63 1.4

IMD
 1 (least advantaged) 25.6 893 19.6 706 15.7 698 15.1

 2 22.4 977 21.4 869 19.3 876 19.0

 3 19.5 934 20.5 945 21.0 957 20.8

 4 17.3 865 18.9 1006 22.3 1070 23.2

 5 (most advantaged) 15.3 899 19.7 983 21.8 1010 21.9

 Missing 0.0 3 0.1 0 0.0 0 0.0

Education
  < 17 years NA 756 16.9 493 11.1 514 11.3

 17–18 years NA 1209 27.0 1045 23.4 1226 26.9

 19 + years NA 2509 56.0 2922 65.5 2823 61.9

 Missing 97 2.1 49 1.1 48 1.0

Relationship Status
 Lives with partner 84.6 3980 87.1 4045 89.7 4144 89.9

 Does not live with partner 15.4 591 12.9 464 10.3 467 10.1

 Missing 0.0 0 0.0 0 0.0 0 0.0

Parity ^

 Primiparous 44.2 2206 49.9 2331 52.8 2174 48.2

 Multiparious 55.8 2217 50.1 2088 47.3 2333 51.8

 Missing 0.0 148 3.2 90 2.0 104 2.3
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Proportion of women who were asked about their mental 
health during the perinatal period
Overall, the proportion of women who reported being 
asked about their current mental health at their antena-
tal booking appointment decreased from 80.3% (95%CI: 
79.0–81.5) in 2014 to 77.5% (95%CI: 76.0–79.0) in 2018 
and then increased again to 83.4% (95%CI: 82.1–84.7) 
in 2020. The proportion of women who reported being 
asked about their mental health history at their antena-
tal booking appointment decreased from 79.8% (95%CI: 
78.4–81.1) in 2014 to 75.3% (95%CI: 73.7–76.9) in 2018 
and then increased again to 77.1% (95%CI: 75.6–78.6) 
in 2020. The proportion of women who reported being 
asked about their mental health during the postnatal 
period decreased from 88.2% (95%CI: 87.1–89.3) in 2014 
to 78.3% in 2018 (95%CI: 76.8–79.8) and then decreased 
further to 73.7% (95%CI: 72.2–75.2) in 2020 (Tables 2, 3 
and 4, Fig. 1).

Disparities in who was asked about their mental health 
antenatally
Table 2 shows the proportions of women who were asked 
about their current mental health during the antenatal 
booking appointment according to different sociodemo-
graphic characteristics and across survey years. Crude 
and adjusted ORs for the association between sociode-
mographic characteristics and antenatal mental health 
assessment are also shown. Asian women were less 
likely to be asked about their current mental health at 
their antenatal booking appointment when compared to 
White women across all survey years (aORs ranged from 
0.39 to 0.65). In the 2020 survey, women from Other eth-
nic minority backgrounds were also less likely to be asked 
than White women (63.3% vs. 86.3%, aOR: 0.33, 95%CI: 
0.13–0.86). In the 2018 and 2020 surveys, women living 
in the least socioeconomically advantaged areas (IMD = 1 
or 2) were less likely to be asked about their current men-
tal health antenatally compared to women living in the 
most socioeconomically advantaged areas (IMD = 5) but, 
after adjusting for other variables, the association was 
only statistically significant in the 2018 survey (71.6% vs. 
81.1%, aOR: 0.75, 95%CI: 0.57–0.98). Women who were 
living without or separately from a partner were less likely 
to be asked about their current mental health antenatally 
in the 2018 survey (68.6% vs. 79.5%, aOR: 0.67, 95%CI: 
0.50–0.89) and in the 2020 survey (79.9% vs. 84.2%, aOR: 
0.70, 95%CI: 0.50–0.97). In the 2020 survey, women who 
left education before the age of 19 years were more likely 
to be asked about their current mental health antena-
tally, yet the association was only statistically significant 
for those women leaving education aged 17 or 18  years 
(87.1% vs. 81.4%, aOR: 1.37, 95%CI: 1.06–1.76), and not 

for the women who left education at an even younger age 
(85.2% vs. 81.4%, aOR: 1.29, 95%CI: 0.92–1.83). There 
was no evidence of association between women’s age or 
parity and being asked about their mental health ante-
natally in the 2020 survey, or in the earlier surveys after 
adjusting for other variables.

Table  3 shows the proportions of women who were 
asked about their mental health history during the ante-
natal booking appointment according to different soci-
odemographic characteristics and across survey years. 
Crude and adjusted ORs for the association between 
sociodemographic characteristics and antenatal mental 
health history assessment are also shown. Compared to 
women aged 30–34 years (the reference group), women 
aged 40 years and over were less likely to be asked in the 
2014 survey (69.5% vs. 79.6%, aOR: 0.58, 95%CI: 0.41–
0.83), and women aged 35–39  years were less likely to 
be asked in the 2020 survey (73.1% vs. 78.3%, aOR: 0.75, 
95%CI: 0.60–0.94). Asian women were less likely to be 
asked about their mental health history compared to 
White women in the 2014 survey (72.% vs. 81.4%, aOR: 
0.61, 95%CI: 0.46–0.81). In the 2018 survey, Black women 
(58.6%, aOR: 0.49, 95%CI: 0.30–0.82), Asian women 
(54.1%, aOR: 0.32, 95%CI: 0.24–0.43) and women from 
Other ethnic minority backgrounds (56.3%, aOR: 0.33, 
95%CI: 0.18–0.59) were also less likely to be asked com-
pared to White women (80.4%). In the 2020 survey, Black 
women (60.0%, aOR: 0.49, 95%CI: 0.31–0.77), Asian 
women (57.5%, aOR: 0.35, 95%CI: 0.27–0.45), women of 
Mixed ethnicity (62.1%, aOR: 0.40, 95%CI: 0.24–0.64), 
and women from Other ethnic minority backgrounds 
(54.9%, aOR: 0.31, 95%CI: 0.12–0.75) were all less likely 
to be asked about their mental health history antena-
tally compared to White women (81.8%). In the 2018 
and 2020 surveys, women who were living in the least 
socioeconomically advantaged areas (IMD = 1) were less 
likely to be asked compared to women living in the most 
socioeconomically advantaged areas (IMD = 5) but, after 
adjusting for other variables, the association was only sta-
tistically significant in the 2018 survey (68.9% vs. 80.2%, 
aOR: 0.75, 95%CI: 0.57–0.98). Compared to women who 
left education at 19 years of age or older, women who left 
education at 16 years of age or younger were less likely to 
be asked in the 2014 survey (77.4% vs. 80.4%, aOR: 0.77, 
95%CI: 0.59–0.99), and women who left education aged 
17 or 18 years were more likely to be asked in the 2018 
survey (80.3% vs. 74.7%, aOR: 1.38, 95%CI: 1.08–1.76). 
Women living without or separately from a partner were 
less likely to be asked about their mental health history 
antenatally in the 2014 survey (76.5% vs. 80.5%, aOR: 
0.73, 95%CI: 0.55–0.97) and the 2018 survey (66.2% vs. 
77.4%, aOR: 0.61, 95%CI: 0.46–0.80). In the 2018 sur-
vey, primiparous women were more likely to be asked 
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compared to multiparous women (79.1% vs. 72.3%, aOR: 
1.32, 95% 1.09–1.59).

Disparities in who was asked about their mental health 
postnatally
Table  4 shows the proportions of women who were 
asked about their mental health during the postnatal 
period according to different sociodemographic char-
acteristics and across survey years. Crude and adjusted 
ORs for the association between sociodemographic 
characteristics and being asked about postnatal mental 
health are also shown. Younger women (aged < 30 years) 
were less likely to be asked about their mental health 
postnatally when compared to women who were aged 
30–34 years (reference group) across all surveys (aORs 
ranged from 0.35 to 0.78), although statistical signifi-
cance varied depending on the younger age group cat-
egories. In the 2014 and 2018 surveys, Black, Asian, 
and Mixed ethnicity women were less likely to be asked 
about their mental health postnatally compared to 
White women (aORs ranged from 0.20 to 0.56), yet in 
the 2020 survey the difference was only statistically sig-
nificant for Asian women compared to White women 

(66.6% vs. 74.8%, aOR: 0.67, 95%CI: 0.51–0.87). Women 
living in the least socioeconomically advantaged areas 
(IMD = 1) were less likely to be asked about their men-
tal health postnatally compared to those living in the 
most socioeconomically advantaged areas (IMD = 5) 
in the 2014 survey (82.3% vs. 92.2%, aOR: 0.69, 95%CI: 
0.48–0.98) and the 2018 survey (71.4% vs. 84.1%, aOR: 
0.65, 95%CI: 0.49–0.88), yet there was no evidence of 
association between IMD and being asked about men-
tal health postnatally in the 2020 survey. Women who 
left education before 19 years of age were less likely to 
be asked about their mental health postnatally com-
pared to women who left education aged 19  years or 
older (aORs ranged from 0.62 to 0.84) but, after adjust-
ing for other variables, the association was not statisti-
cally significant in the 2018 survey. In the 2018 survey, 
primiparous women were more likely to be asked about 
their mental health postnatally compared to multipa-
rous women (81.1% vs. 76.2%, aOR: 1.27, 95%CI: 1.04–
1.54). There was no evidence that living with a partner 
was associated with being asked about mental health 
postnatally after adjusting for other variables in any of 
the surveys.

Fig. 1 Proportions of women who were asked about their mental health antenatally and postnatally across survey years. ^The Y axis starts at 50%
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Discussion
Summary of findings
This analysis provides insight into whether women who 
gave birth in England from 2014 to 2020 were asked 
about their mental health during the perinatal period, as 
recommended in the NICE guideline since 2014. Whilst 
the proportion of women who reported being asked 
about their mental health at their pregnancy booking 
appointment rose between the 2014 and 2020 surveys, 
one in six women in the 2020 survey were still not asked 
about their mental health at this key antenatal contact. 
Furthermore, the proportion of women who were asked 
about their mental health during the postnatal period 
fell between 2014 and 2020, with more than a quarter of 
women not being asked about their mental health follow-
ing childbirth. The perinatal period is a vulnerable time 
for women; failure to comply with the NICE guideline 
and the large number of women who are not undergoing 
even a basic mental health screen during pregnancy and 
after giving birth is a significant concern.

The findings from the current study are consistent with 
those from a 2017 survey conducted by the UK Royal 
College of  Obstetricians  and  Gynaecologists  (RCOG), 
which found that over a quarter of the 2,300 postnatal 
women sampled reported never being asked about their 
mental health during pregnancy [24]. Conversely, the 
2021 maternity survey carried out by the Care Quality 
Commission (CQC) found that over 90% of women were 
asked about their mental health during their antenatal 
and postnatal appointments, similar proportions to in 
the 2019 CQC maternity survey [25]. It is important to 
interpret the 2020 survey findings in the current study 
within the context of the pandemic. While the majority 
of women who took part would have had their pregnancy 
booking appointment in late 2019, prior to the pandemic, 
all women would have been due their postnatal checks 
during the first wave of Covid-19. We know that mater-
nity services were curtailed during this time with reduced 
midwifery visits and face-to-face contact [19]. There 
were also fewer postnatal checks carried out in 2020. In 
the UK, postnatal maternal checks are carried out in the 
community by General Practitioners (GPs) and in Febru-
ary 2020 their contract was updated to include incentives 
for the completion of these checks, within which a review 
of mental health and general wellbeing is specified [26]. 
Despite this, fewer women who gave birth during the 
first wave of the pandemic in the UK were followed-up 
by their GP compared to women who gave birth pre-pan-
demic [19].

Despite the variation in findings between the differ-
ent surveys, they all indicate that at least a significant 
minority of women are not asked about their mental 
health during the perinatal period. Several qualitative 

studies have explored midwives’ views of mental health 
screening [27–29]. The findings offer a number of expla-
nations for why women may not be asked about their 
mental health. These include  high workload [27] and 
time constraints within appointments, particularly the 
antenatal booking appointment where a lot of informa-
tion gathering and procedures have to be carried out [28, 
29]. In addition, some midwives considered the book-
ing appointment too early in pregnancy at a time when 
they did not know the women well [28]. Midwives also 
reported occasionally avoiding the assessment as it felt 
intrusive or they felt questions could be perceived as 
quite blunt or unclear [28]. Uncertainty about how to 
support women who screened positive due to perceived 
limited availability of treatment options, and lack of men-
tal health expertise and confidence, particularly amongst 
junior midwives, were also cited as challenges in contem-
porary practice which may impede asking women about 
their mental health [27–29].

The current study indicates that women from ethnic 
minority backgrounds were less likely to be asked about 
their mental health during the perinatal period compared 
to White women and this finding has persisted over time. 
Women from ethnic minority backgrounds were less 
likely to be asked both during their pregnancy and after 
childbirth, although the gap postnatally narrowed in the 
2020 survey. This finding is consistent with the results of 
a secondary analysis of the Born in Bradford data which 
found that women from ethnic minority backgrounds 
were half as likely to have screening, and twice as likely 
to have a mental health problem missed as White Brit-
ish women [30]. One explanation for this disparity is 
that healthcare professionals may not have adequate 
conversations surrounding mental health with women 
from ethnic minority backgrounds. In a recent qualita-
tive study, midwives reported discomfort asking women 
from ethnic minority backgrounds the screening ques-
tions recommended in the NICE guideline, because they 
felt that mental illness is not always recognised in the 
same capacity as physical illness within certain cultures 
[30]. They also reported concern that women from eth-
nic minority backgrounds may feel greater stigma when 
discussing mental health problems, due to cultural beliefs 
[30]. Another possible reason that healthcare profes-
sionals may resist discussions about mental health with 
women from ethnic minority backgrounds is potential 
language barriers, which could compound the challenges 
of time constraints and lack of confidence. Language bar-
riers might also affect women’s understanding of ques-
tions regarding their mental health or their association 
of the questions with mental health. For example, women 
may use different terms altogether to describe mental 
health problems and may not recognise that being asked 
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whether they have ‘felt down’ or have ‘lost interest in 
doing things’ is an enquiry into their mental health, par-
ticularly if they are not conversant with the language. In 
addition, women from ethnic minority backgrounds are 
less likely to report mental health problems due to a mul-
titude of reasons, including perceived stigma and cultural 
norms [17, 18, 31], and it is possible that failure to report 
problems may be reflected in their recollection of being 
asked about those problems at all.

Aside from ethnicity, the current findings provide some 
evidence to suggest that women living in less socioeco-
nomically advantaged areas and without or separately 
from a partner were less likely to be asked about their 
mental health during the perinatal period. However, the 
evidence is inconclusive and the association between 
these characteristics and women’s access to mental health 
support requires further exploration.

Clinical implications
The women who are most at risk of perinatal mental 
health problems, such as women from ethnic minority 
backgrounds and women living in less socioeconomi-
cally advantaged areas [32], are the women who are least 
likely to be asked about their mental health. If the women 
most at risk are less likely to be asked about their men-
tal health, they are less likely to report mental health 
concerns, less likely to be referred to specialist mental 
health services and less likely to receive treatment in 
order to recover. This places these women, their babies 
and their families at risk of adverse outcomes in the short 
and longer term and is consistent with the inverse care 
law, that “availability of good medical care tends to vary 
inversely with the need for it in the population served” 
[33]. This is also likely to further widen existing health 
disparities.

The first step to tackling this problem is to provide all 
women, regardless of background and circumstances, 
with the opportunity and encouragement to report any 
mental health concerns. Routinely asking about mental 
health not only provides the opportunity for disclosure, 
but also normalises and validates any problems experi-
enced during the perinatal period. It is crucial that any 
barriers to asking women about their mental health are 
identified and addressed. For example, lack of expertise, 
cultural awareness and confidence amongst healthcare 
professionals can be overcome with adequate informa-
tion and training; concerns about intrusive questioning 
can be reduced with the standardisation and frequency 
of such conversations and with improved rapport and 
trust through continuity of care; and language barri-
ers can be tackled with increased availability of and use 
of professional interpreters, the allocation of adequate 

time to discuss mental as well as physical wellbeing, and 
greater cultural responsiveness in overall care so that 
healthcare professionals better reflect the communities 
they work in. If women are clearly and sensitively asked 
about their mental health and general wellbeing at every 
antenatal and postnatal appointment, as specified in the 
NICE guideline, fewer women will go unchecked and 
fewer mental health problems will be missed. Unless we 
overcome the barriers and improve performance in ante-
natal and postnatal mental health screening, disparities 
in access to mental health support and perinatal mental 
health outcomes are likely to widen.

Strengths and limitations
The strengths of this study include the large samples 
of women recruited for each survey and the applica-
tion of survey weights to increase the representative-
ness of the survey findings. In addition, the availability 
of comparative data from three consecutive time points 
allows us to monitor changes over time and, in par-
ticular, to evaluate the impact of the NICE guidelines 
published in 2014 and the 2020 Covid-19 pandemic on 
clinical practice. The main limitation of the study is the 
reliance on self-reported data, which is dependent on 
women’s recollection of events occurring some months 
previously. The 2014 survey recruited women who were 
three months postpartum and the 2018 and 2020 sur-
veys recruited women who were six months postpar-
tum. Therefore, women may have forgotten whether or 
not they were asked about their mental health at their 
antenatal booking and postnatal check appointments. 
Furthermore, women with mental health problems may 
be even less likely to recall or report being asked. In 
addition, due to variations in focus and in the specific 
questions included in different surveys, the analysis 
was limited to whether women were asked about their 
mental health and does not provide insight into wom-
en’s offer of or engagement with mental health support 
services.

Conclusions
The results of this analysis are highly relevant to exist-
ing policy and future policy advocacy and planning. 
The NICE guideline is clear that healthcare profession-
als should discuss mental health and wellbeing with 
all women during pregnancy and the postnatal period. 
However, this analysis demonstrates both inadequate 
coverage of mental health screening questions during 
and after pregnancy, and sociodemographic disparities 
in this screening and therefore in symptoms being identi-
fied and access to onward services and support. The dis-
parities observed in this study suggest that those women 
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most likely to need support and treatment are the least 
likely to be supported in accessing it and may there-
fore be at greater risk of adverse outcomes. This could 
be improved by better training for GPs, midwives and 
other maternity healthcare professionals, more culturally 
responsive care, increased standardisation and frequency 
of screening questions, clear care pathways and better 
continuity of care.
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