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Abstract: Objective: In the United Kingdom (UK) and most countries worldwide, midwives are
professionally required to undertake an initial perinatal mental health (PMH) risk assessment at every
maternity contact. However, studies have found that midwives feel that they are not well-equipped
to provide effective care for women with PMH needs. This study explores how the newly qualified
midwives (NQMs) are prepared through pre-registration midwifery education and placements
to have sufficient confidence in their knowledge, attitude, skills, and habits (KASH) for their post-
registration PMH role. Methods: This explanatory sequential mixed methods study collected survey
data from two independent groups: NQMs (n = 50), who qualified from 10 UK universities, and
senior specialist midwives (SSMs) (1 = 32). Descriptive and inferential responses were analysed using
SPSS. Statistical differences between the ranged Likert scale responses of the NQMs and SSMs were
analysed using the Mann-Whitney U test. The p-value of <0.05 was considered statistically significant.
The semi-structured interview phase comprised of NQMs (1 = 12) and SSMs (n = 8). The qualitative
data were thematically analysed using NVivo. Results: The pre-registration midwifery programme
significantly prepared the NQMs to have sufficient confidence in their knowledge of the related PMH
role, multidisciplinary team (MDT) role, and available services (p < 0.05) and good attitude towards
women with varying PMH conditions (p < 0.0005). The NQMs had sufficient confidence in their skills
in using the validated tool for PMH assessment, to build rapport to facilitate disclosure, and recognise
deteriorating PMH (p < 0.01). They had regular habits of discussing PMH well-being at booking
and made prompt referrals (p < 0.05). The NQMSs were not prepared to have sufficient knowledge
of PMH medications, perinatal suicide prevention, and the impact of maternal mental health on
partners (p < 0.01) including children (p < 0.05); skills in managing PMH emergencies (p < 0.05), and
to regularly discuss suicidal thoughts (p < 0.01), issues of self-harm, and debrief women following
pregnancy or neonatal losses and traumatic births (p < 0.05). Some aspects were either confirmed or
contradicted at the interviews. Conclusions and recommendations: The pre-registration midwifery
programme prepares the NQMs to some extent for their post-registration PMH role. Perceived areas
for improvement suggest implications for the development of educational, practice, policy, and
preceptorship to facilitate the NQMs’ sustainable confidence in their KASH.

Keywords: newly qualified midwives; midwifery education; perinatal mental health; student midwives

1. Introduction

Worldwide, perinatal mental health (PMH) conditions are mostly manageable when
promptly identified, and they are neither signs of parental weakness nor inability to
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cope, hence, no mother or father is immune, regardless of their social-demographic or
economic status [1-3]. Although evidence suggests that some childbearing women or
birthing people have a higher risk of developing PMH conditions than others [4-7], there
have been reports of the emergence of new onset without previously identified risk factors
or worsening presentations in pre-existing conditions, requiring prompt management [8,9].
In addition, the maternity population in the United Kingdom (UK) is also increasingly
becoming complex due to changing health profiles including widening socio-economic
determinants associated with PMH needs [10-12]. These reports have emphasised the
importance of adequate training for all maternity care practitioners including midwives on
how to effectively risk assess women for PMH issues at every maternity contact to prevent
avoidable complications, thus improving maternal, fetal, and infant outcomes [13,14].

Midwives are internationally identified as indispensable links working in partnership
with childbearing women across the entire continuum of care from preconception, ante-
natal, birth, and postnatal periods from hospitals to the community, even in challenging
settings or conditions [14,15]. They are distinctively positioned within the multidisciplinary
team to make essential contributions to health promotion, illness prevention, and swift
recovery promotion throughout the continuum of childbirth alongside considering the
partner and the entire family’s needs [16,17]. At the point of midwifery qualification and
joining the Nursing and Midwifery Council (NMC) register, midwives must demonstrate
meeting the standards of proficiency representing the knowledge, skills, and attributes to
effectively risk assess, anticipate, and recognise changes that could lead to complications
and be able to provide the best and safe care for women and their families [17]. At the
start of their midwifery career, the newly qualified midwives (NQMs) are expected to be
prepared through pre-registration midwifery education and placements to practice safely
and proficiently for all childbearing women and infants with complications including those
with mental health needs [17,18].

Maternity antenatal booking appointments are usually undertaken by midwives in
the UK [19] recommends that midwives ask women about their mental well-being at their
booking visit and risk assess maternal mental well-being at every consultation during
pregnancy and postpartum. This booking appointment includes obtaining a full current
and past mental health history, and not just depression [20]. Following the initial PMH
risk assessment, the booking midwife is expected to co-ordinate the individualised care
planning and management of women identified at high risk or have pre-existing mental
health issues by making prompt referrals to multidisciplinary and specialist teams [19].

The assessment of the midwives and student midwives’ PMH education is a well-
researched area using varying research methodologies to assess gaps in knowledge, skills,
competencies, and attitude on the management of women with PMH issues [21-24]. How-
ever, despite previous research on PMH education and practice focussing on midwives
and future midwives [21-24], there are limited studies solely focussing on the application
of the fourfold educational framework to explore the newly qualified midwives’ (NQMs)
PMH preparedness, which [25] recommended for school-teachers to explore the intellectual
knowledge, attitudes to this knowledge, the skills for dealing with it, and the routine habits
of addressing the issues (KASH). Therefore, to address this proposed area of the NQMs’
preparedness, this current study uniquely adapted the fourfold KASH educational frame-
work to explain the extent to which the pre-registration midwifery programme prepares
the NQMs to have sufficient confidence in their intellectual knowledge of PMH and related
issues, attitudes to PMH as part of their role and supporting women, the skills for dealing
with different relevant tasks, and the routine habits for addressing PMH.

This study’s research question is “How well does the PMH education and placements
on the pre-registration midwifery programme develop the NQMs’ knowledge, attitude, skills
and habits in preparation for their post-registration role in working with women and birthing
people at risk of or experiencing PMH issues?” This study aimed to explore the extent
to which pre-registration midwifery PMH education and placements prepare the NQMs’
KASH for their post-registration role in supporting women with PMH needs. The objectives
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Social constructivism theory

Preparedness: perceptions, observations in practice,

were to explore what is perceived as useful and relevant for the NQMs’ preparedness and
what is perceived as not preparing the NQMs well, thus requiring improvement.

2. Materials and Methods
2.1. Study Design

This was a sequential explanatory mixed methods design performed between Septem-
ber 2019 and July 2020. The applicable theoretical framework presents a dualism of social
constructivism and critical realism linked to pragmatism to explain the NOMs’ KASH and
the pre-registration midwifery preparedness for an effective post-registration PMH role
(see the interconnections illustrated in Figure 1 [26]). Similarly, the related ontological,
epistemological, methodological, and axiological perspectives were considered to address
the multifaceted phenomena around the NQMs” KASH and impacts on the PMH role.
The process of integrating the two phases started with quantitative data collection and
the analysis phase, which subsequently informed the qualitative data collection and the
qualitative analysis phase. This latter approach was used to explain the quantitative results
in more depth.

Empirical domain Pragmatism paradigm ——> A mixed methods research

Ontological, ep logical Sequential explanatory design
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Figure 1. The interconnections of social constructivism, critical realism, and pragmatism to explain
the NQMs’ KASH and impact on PMH role preparedness [26].

2.2. Setting and Sampling

The participants were recruited from two National Health Service (NHS) participating
Trusts in England: South-East London and North Kent regions. These two NHS Trusts
were selected because of the local population of people they serve, the ethnic diversity,
location in the inner city, associated wider and complex inter-related determinants of health,
their psychosocial health needs, and the additional impacts on maternal mental health,
well-being, and obstetric outcomes.

2.3. Participants and Recruitment

The survey participants were selected using purposive sampling based on the judge-
ment of their typical characteristics as related to the aim of the study. Survey participants
formed two independent groups: newly qualified midwives (NQMSs) and senior specialist
midwives (SSMs).
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Inclusion and Exclusion Criteria
Inclusion criteria:

e  NQMs (Group 1): Midwives who had completed the pre-registration BSc Midwifery
programme within a year before recruitment to this study, had undertaken PMH
education as part of the midwifery training, registered with the Nursing and Mid-
wifery Council (NMC) in the UK, and currently practising with the National Health
Service (NHS).

e  SSMs (Group 2): Midwives who were specialist PMH midwives, preceptorship lead
midwives, midwifery practice facilitators, senior midwifery colleagues in specialist
roles, and working in the NHS. This group also included senior midwives who par-
ticularly supported the NQMs to consolidate their practice and were able to provide
information on the NQMs’ ability to support women with PMH needs.

Exclusion criteria:

e  For Group 1: Midwives who were no longer newly-qualified because they had com-
pleted their BSc Midwifery programme over a year ago, those who did not undertake
PMH education as part of their midwifery training, NQMSs not working with the
NHS; and newly qualified adult or mental health nurses providing either surgical or
perinatal mental healthcare within the maternity services.

e  For Group 2: Midwives who were not senior specialist midwives and not in the
position to provide information on the NQMs’ ability to support women with PMH
needs and non-midwifery healthcare professionals in senior or specialist posts.

The total number of NQMs and SSMs who met the selection criteria from the two
participating NHS Trusts was 98.

The information for completing the survey was distributed using the research gate-
keepers within each of the participating NHS Trusts to the midwives” NHS emails, face-
to-face contact in staff meetings, and preceptorship training. In light of the sensitivity of
mental health issues, which some potential participants may find distressing, links to sup-
portive mental health services available on the NHS and other mental health organisations
were provided.

The ethical approval was obtained on 30 June 2019 from the Greenwich University
Research Ethics Committee (UREC): reference UREC/18.5.5.18. This initial ethics” application
was approved for the data collection methods, using a survey for phase 1 and a face-to-face
focus group for phase 2. Due to the impacts of the global COVID-19 pandemic and the
subsequent lock down, it was not possible to have either group 1 or group 2 participants
together for the focus group discussion. The participants also preferred video-based online
semi-structured interviews via Microsoft Teams platform. A modified ethics” application
was therefore made to UREC with changes from focus group to online semi-structured
interviews, along with how to address potential implications and technical issues of using
video-based interviews, which was approved. As educational-based research involving
human subjects, who were NMC registrants, the methods of data collection were carried
out in accordance with the guidelines for educational research [27] and the NMC code for
nurses and midwives [28].

2.4. Data Collection
2.4.1. Quantitative Phase Data Collection: Questionnaires

The questionnaires were created by the researchers and initially piloted in 2018 with
20 NQMs who completed their pre-registration midwifery programme from the same
university in London. Based on their feedback and findings, the questionnaires were
piloted again with six health sciences university staff, then twice in June-August 2019
with six NQMs who completed their pre-registration midwifery programmes from four
UK universities and two SSMs from non-participating NHS Trusts, but who had similar
profiles to those in this current study who met the inclusion criteria.
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Qualtrics, a password protected web-based software, was used as an adjunct to create
the survey and distribute the pilot questionnaires to the small group, which allowed for
testing of the link on different devices. Modifications were made as suggested to the
required timing, questionnaire layout, order of questions for KASH variables as ordinal
data, and the use of “Yes or No’ for the remaining PMH pre-registration preparation and
preceptorship questions, which were nominal data. There was an additional suggestion
of using a case study scenario to guide the participants in answering the set of questions
on the pre-registration midwifery education and placement preparedness of the NQMs’
confidence in their KASH.

Since the participants in this current study were midwives, they were conversant to
case studies and scenarios as part of their midwifery training or practice development [29].
Therefore, with reference to the main research question, the questionnaires were based
on a similar case study scenario for the NQM and SSM groups, but designed to help
each group of participants respond to on how well they perceived the pre-registration
midwifery programme prepared the NQMSs’ perinatal mental health-related KASH for their
post-registration role.

Each group’s scenario was specified as follows:

o Group 1 (NQMSs): A pregnant woman accessing maternity services at your NHS Trust reports
to you that she is experiencing mental distress. Has the undergraduate midwifery education
and placements specific to PMH equipped you as a newly qualified midwife with sufficient
confidence in your knowledge, attitude, skills, and habits to explore this woman’s mental health-
related distress, discuss appropriate PMH-related care pathway, and if required, signpost the
woman to relevant specialist teams or mental health services?

o Group 2 (S5Ms): You have been working with the NQMs at your NHS Trust. Recently, a
pregnant woman accessing maternity services reports to you that she is experiencing mental
distress. Based on your experiences of working with the NQMs, to what extent has the
undergraduate midwifery education and placements specific to PMH equipped the NQMSs with
sufficient confidence in their knowledge, attitude, skills, and habits to explore this woman'’s
mental health-related distress, discuss appropriate PMH-related care pathway, and if required,
signpost the woman to relevant specialist teams or mental health services?

The questionnaires centred on KASH variables and the participants from each group
were encouraged to respond to what extent they agreed or disagreed with the KASH-
specific set of questions or statements using a 5-point Likert scale (Strongly agree, Somewhat
agree, Neither agree nor disagree, Somewhat disagree, and Strongly disagree).

For the knowledge variable, the set of questions started with specific pre-existing
severe mental illness (SMI) based on diagnostic criteria [30,31] which included schizophre-
nia, bipolar disorder and severe major depression, and other PMH conditions in light of
their significant risk factors for severe maternal, foetal, and neonatal morbidity or mortal-
ity [9,32]. The knowledge variable asked whether the pre-registration specific education
on PMH provided the NQMs with sufficient confidence in their knowledge of SMI and
PMH conditions experienced by perinatal women or birthing people. The knowledge
variable section similarly asked about the NQMSs’ pre-registration preparedness on the
specific PMH aspects including contributory factors to PMH issues, preventive factors, use
of psychotropic medications, and the impacts of maternal mental health on the partner
and children. The final sub-subsection of the knowledge variable focussed on the NQMs’
pre-registration preparedness to have sufficient knowledge of specific PMH roles, services,
and suicide prevention.

The attitude, skills, and habits variables in the questionnaires asked about the impacts
of the pre-registration placements on the NQMs’ attitude towards PMH-specific roles, the
NQMs’ confidence in their skills to carry out related midwifery roles or tasks, and the
NQMs’ confidence to regularly discuss PMH-related questions or issues with women.

In September 2019 to February 2020, questionnaires (1 = 98) were distributed via the
research gatekeepers from both participating NHS Trusts, based on the number meeting the
inclusion and exclusion criteria. At the start of the survey, written informed consent was
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obtained from the participants and consent to use their data for a further research study in
an anonymous manner was also sought. At the close of the survey, the participants were
asked to specify their interest in participating in the focus group at their respective hospital
site by providing their telephone contact details.

2.4.2. Qualitative Phase Data Collection: Semi-Structured Interviews

Due to the COVID-19 pandemic, some of the survey participants who had shown inter-
est in the focus group were not willing to participate in the semi-structured interviews. To
ensure that the qualitative phase aligned with the study design section on the consolidated
criteria for reporting qualitative studies (COREQ) [33], the research gatekeepers made
further contact with the survey participants, and a total of twenty participants volunteered.
Those who volunteered were contacted by the first author using their work email. They
were then provided with participant information for the video-based online semi-structured
interviews and a written consent form specifying the participants’ right to withdraw. Since
the potential qualitative phase participants were frontline NHS maternity care workers
with unprecedented demands due to the COVID-19 pandemic, their well-being was also
considered, hence, they were all provided with links to mental health services available on
the NHS to access when required.

The interview questions created by the research team were based on the main re-
search question and the findings from the survey. The interview questions were piloted in
March—April 2020 with two health sciences university staff, two NQMs, and two SSMs
from non-participating NHS Trusts from the groups who previously piloted the ques-
tionnaires. Modifications were made as suggested to avoid descriptive, stereotyping, or
close-ended questions, reducing the number of interview questions, but allowed more time
for each participant’s discussion on KASH-related pre-registration midwifery programme
preparedness experiences and using prompts only if required.

The final semi-structured interview questions were designed by the research team to
ask both groups similar questions but with a slight variation to help each group of NOM
and the SSM participants respond based on their specific experiences.

Some of the interview questions to each group were as follows:

e  Group 1 (NQMs):

O As someone who has undertaken pre-registration midwifery education and placements
specific to PMH, how useful was the preparation to your post-registration role?
O In your current role, how confident are you to provide care for women or birthing

people with PMH issues? Could you provide knowledge, attitude, skills, and habit
specific examples?

O What other aspects of the programme preparation do you think makes you feel less
confident to provide PMH-related care and why? Could you provide knowledge,
attitude, skills, and habit specific examples?

O How do you think the aspects where you feel less confident could be improved in
preparation for the PMH role? Could you provide knowledge, attitude, skills, and habit
specific examples?

O As a newly qualified midwife, are there areas or topics specific to PMH education that
you feel should be covered as part of the pre-registration midwifery programme to
effectively prepare NQMs for practice and why?

O Are there placement areas or practice training specific to PMH that you feel should be
part of the pre-registration midwifery programme and why?

@) Could you provide preceptorship and post-registration professional development or
training specific to PMH available at your NHS Trust?

@) Ave there other thoughts, ideas or recommendations to share?
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o  Group 2 (S5Ms):

O With your experience as a senior or specialist midwife working with NQMSs, how well
do you think the pre-registration midwifery education and placements specific to PMH
prepare the NQMs for their post-registration role?

O How confident do you think they are to provide care for women or birthing people with
PMH issues? Could you provide knowledge, attitude, skills, and habit specific examples?

O What other aspects of the programme preparation do you think makes the NQMs feel
less confident to provide PMH-related care and why? Could you provide knowledge,
attitude, skills, and habit specific examples based on your experience in working
with NQMs?

O How do you think the aspects where the NQMs feel less confident could be improved
in preparation for the post-registration PMH role? Could you provide knowledge,
attitude, skills, and habit specific examples?

@) As a senior or specialist midwife, are there areas or topics specific to PMH education
you feel should be covered as part of the pre-registration midwifery programme to
effectively prepare the NQMs for practice and why?

@) With your experience of working with NQMs, are there placement areas or practice
training specific to PMH that you feel should be part of the pre-registration midwifery
programme and why?

O Could you provide preceptorship and post-registration professional development or
training specific to PMH available to the NQMs at your NHS Trust?

O Are there other thoughts, ideas, or recommendations specific to the NQMs" post-
registration PMH role to share?

The interviews were conducted virtually in a quiet office or room at most of the partic-
ipants” workplaces, although some participants preferred their interviews at home. All of
the participants were informed that non-participants should not be present throughout the
interviews. Purposive sampling in terms of age, ethnicity, the NQMs’ training university,
SSMs’ varying roles, and different hospital sites were considered for representativeness.
The qualitative phase took place between May 2020 to July 2020 involving (n = 20) partici-
pants comprising of NQMs (1 = 12) and SSMs (n = 8) with varied posts, ranging from 6 to
18 years of experience. None of the participants dropped out. All names were changed to
maintain confidentiality. Interviews lasted between 17 and 47 min. The varied timing was
based on the individual interview participant’s practice experiences or PMH exposure.

In light of the participants’ varying shift patterns and the overwhelming pressure of
the COVID-19 pandemic, the first author carried out the interviews using guided open-
ended questions that had been previously discussed and agreed with three of the authors.
The first author also performed the transcription, however, to ensure trustworthiness and
transparency in line with the data collection section of the COREQ standards of qualitative
rigour [33], the recordings, transcription, and interpretation of the data were verified by
three of the authors. The transcripts were also returned to each of the participants for
comments or corrections.

No incentives were provided, but an individual message of thanks was sent to each
participant, which could be used towards NMC revalidation.

2.5. Data Analysis
2.5.1. Quantitative Phase Data Analysis

The descriptive and inferential statistical analyses were performed using Statistical
Package for Social Sciences (SPSS) version 25.

For the descriptive statistics, the results of the categorical variables for both the
nominal data (participants’ groups, gender, participating NHS Trusts location) and the
ordinal data (the NQMs’ age group in years, both groups’ ethnicities and the SSMs’ posts)
were presented as frequency and percentages (see Table 1).
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Table 1. The participants’ background variables.

Background Variables Frequency (of 82) Percentages (%)
Participants:
NQMs 50 61
SSMs 32 39
Gender:
Male 0 0
Female 82 100
Prefer not to say 0 0
Ethnicities: NQMs (1 = 50)
White British/English 35 70
White Irish 2 4
White European/Other 3 6
Mixed (White/Caribbean) 1 2
British Non-Specified 2 4
Black British 2 4
Black African 2 4
Caribbean 1 2
Asian/ Asian British 2 4
I prefer not to say 0 0

Ethnicities: SSMs (n = 32)

White British/English 22 69
White European/Other 3 10
Mixed (White/Caribbean) 1 3
British Non-Specified 2 6
Black British 1 3
Black African 2 6
Caribbean 0 0
Asian/Asian British 0 0
I prefer not to say 1 3

Age group in years: NQMs (n = 50)
21 and under 4 8
22-25 18 36
26-30 12 24
31-35 8 16
36—40 3 6
41-45 2 4
46-50 3 6
I prefer not to say 0 0

Posts held by the SSMs (n = 32)

Senior Midwife—Band 7 16 50
Clinical Practice Facilitator (CPF) 5 16
Perinatal Mental Health Midwife 3 10

Preceptorship Lead Midwife 2 6
Midwife—Band 6 in a specialist post 2 6
Practice Development Midwife 1 3
Matron 1 3

Other specialist midwife 1 3

I prefer not to say 1 3

Abbreviations: NQMs—newly qualified midwives; SSMs—senior specialist midwives

For the inferential statistics, prior ‘Normality and Log Transformation’ tests were
conducted to ascertain the choice of the appropriate statistical test for the comparison of
responses between the NQMs and SSMs. Mann-Whitney and Wilcoxon tests were found
to be appropriate and chosen to check whether there were statistical differences between
the NQMs and SSMs’ ranged Likert scale responses. The statistical significance was set at
p < 0.05 (see Tables 2-5).
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Table 2. The findings of the NQMs and the SSMs on the NQM'’s confidence in the PMH-related
KASH—Knowledge variable.

KASH Variables
Knowledge of
PMH Conditions: gy Strongly Neutral &'y Strongly Neutral P .
Agree/Agree Disagree/Disagree Agree/Agree Disagree/Disagree Asymp.Sig.
= 50 (%) =32 (%) (@-Tailed)
. 36 8 6 20 8 4
Anxiety (72%) (16%) (12%) (62.5%) (25%) (12.5%) 0158
. 39 8 3 2% 6 2
Depression (78%) (16%) (6%) (75%) (19.4%) (6.3%) 0.212
4 27 15 8 13 13 6
Psychosis (54%) (30%) (16%) (40.6%) (40.6%) (18.8%) 0138
. 17 23 10 10 19 3
Bipolar (34%) (46%) (20%) (31.3%) (59.4%) (9.4%) 0.493
. . 12 29 9 5 21 6
Schizophrenia (24%) (58%) (18%) (15.6%) (65.7) (18.8%) 0.629
17 24 9 7 18 7
oD (34%) (48%) (18%) (21.9%) (56.2%) (21.9%) 0.361
34 9 7 23 8 1
FOB (68%) (18%) (14%) (71.9%) (25.1%) (3.1%) 0.239
30 11 9 15 14 3
PTSD (60%) (22%) (18%) (46.9%) (43.8%) (9.4%) 0.061
Specific PMH-related
aspects:
42 5 3 26 2 4 0118
Contributory factors (84%) (10%) (6%) (81.3%) (63%) (12.5)
36 8 6 18 ; ;
Preventive factors (72%) (16%) (12%) (56.2%) 21.9%) (21.9%) 0.057
Medications 19 21 10 4 23 5 0.004 **
(38%) (42%) (20%) (12.5%) (71.9%) (15.6%)
26 15 9 10 20 2
Impact on partner (52%) (30%) (18%) (31.3%) (62.5%) (6.3%) 0.009 7
. 24 15 11 12 16 4
Impact on children (48%) (30%) (22%) (37.5%) (50%) (12.5%) 0.048%
Specific roles, services,
and suicide prevention:
38 9 3 19 10 3 00187
PMH midwives’ role (76%) (18%) (6%) (59.4%) (31.2%) (9.4%)
40 9 1 2 8 2 .
MDT role (80%) (18%) 2%) (68.8%) (25.1%) (6.3%) 0.013
. . 36 9 5 19 10 3
Available services (72%) (18%) (10%) (59.4%) (31.2%) (9.4%) 0.044%
. A 24 16 10 6 20 6
Suicide prevention (48%) (32%) (20%) (18.8%) (62.5%) (18.8%) 0.003 *
Overall knowledge 40 5 5 14 13 5 0.000 ***
confidence (80%) (10%) (10%) (43.7%) (40.6%) (15.6%) -

Abbreviations: KASH: knowledge, attitude, skills, and habits; PMH: perinatal mental health; OCD: obsessive-
compulsive disorder; FOB: fear of childbirth; PTSD: post-traumatic stress disorder; MDT: multidisciplinary team;
MH: mental health; AN: antenatal; PN: postnatal; NND: neonatal death. The pre-registration midwifery education
provided the NQMs with sufficient confidence in their knowledge to recognise women with the following PMH
conditions, PMH-related aspects, specific roles, available services, and suicide prevention. Statistical significance
was set at p < 0.05 and in bold. p < 0.05 %, p < 0.01 **, p < 0.001 ***, p = 0.000 (p < 0.0005 ***). p > 0.05 = NS:
non-significant, and not in bold.
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Table 3. Findings of the NQMs and the SSMs on the NQM'’s confidence in the PMH-related
KASH—Attitude variable.

KASH Variables:
Attitude
NQMs SSMs Mann-Whitney U
NQMs’ Attitude Strongly I;JQMS Strongly SSMs p-Value
X trongly Neutral Strongly Neutral .
Towards: Agree/Agree Di /Di Agree/Agree Di /Di Asymp.Sig.
50 (%) isagree/Disagree n 32 (%) isagree/Disagree (2 Tailed)
Maternal PMH 46 3 1 27 4 1 0.000 ***
assessment (92%) (6%) (2%) (84.4%) (12.5%) (3.1%) .
Women living with 48 1 1 25 3 4 0.000 ***
anxiety and depression (96%) (2%) 2%) (78.1%) (9.4%) (12.5%) :
Women living with
. 45 2 16 8 8
major mental health o, 0.000 ***
e (90%) (6%) (4%) (50.1%) (25%) (25%)
PMH women'’s
management as the 39 5 6 24 4 4 0.204
responsibility of (78%) (10%) (12%) (75%) (12.5%) (12.5%) -
MH team
Physical health needsas 15 13 22 21 7 4 0.025*
opposed to MH needs (30%) (26%) (44%) (65.6%) (21.9%) (12.5%) .
Abbreviations: KASH: knowledge, attitude, skills, and habits; NQMs: newly qualified midwives; SSMs: senior
specialist midwives; PMH: perinatal mental health; MH: mental health. NQMs’ attitude to their PMH midwifery-
specific role. Statistical significance was set at p < 0.05 and in bold. p < 0.05*, p < 0.001 ***, p = 0.000 (p < 0.0005 ***).
p > 0.05 = NS: non-significant, and not in bold.
Table 4. Findings of the NQMs and the SSMs on the NQM'’s confidence in the PMH-related
KASH—SKills variable.
KASH Variables:
Skills
NQMs’ Have IS\IQMS NQMs SSMs SSMis Mann-Whitney U
" . . trongly Strongly p-Value
Confidence in Their Strongly Neutral Strongly Neutral .
Skills to: Agree/Agree Disagree/Disagree Agree/Agree Disagree/Disagree Asymp.Sig.
: =50 (%) 8 8 =32 (%) 8 8 (2-Tailed)
Using validated tools for 37 6 7 15 12 5 0.005 **
PMH assessment (74%) (12%) (14%) (46.9%) (37.6%) (15.6%) .
Building rapport to 42 5 3 21 7 4 0.004 **
facilitate disclosure. (84%) (10%) (6%) (65.6%) (21.9%) (12.5%) .
Recognise deteriorating 41 6 3 18 9 5 0.007 **
PMH. (82%) (12%) (6%) (56.3%) (28.2%) (15.6%) -
Managing MH 23 18 9 7 17 8 0.038 *
emergencies. (46%) (36%) (18%) (21.9%) (53.2%) (25%) .
. X 38 4 8 13 11 8
Overall skills confidence (76%) (8%) (16%) (40.6%) (34.4%) (25%) 0.001 ***
Abbreviations: KASH: knowledge, attitude, skills, and habits; NQMs: newly qualified midwives; SSMs: senior
specialist midwives; PMH: perinatal mental health. MH: mental health. NQMs’ confidence in their skills to carry
out related PMH midwifery roles. Statistical significance was set at p < 0.05 and in bold. p < 0.05 *, p < 0.01 **,
p < 0.001 ***, p = 0.000 (p < 0.0005 ***). p > 0.05 = NS: Non-significant, and not in bold.
Table 5. Findings of the NQMs and the SSMs on the NQM'’s confidence in the PMH-related
KASH—Habits variable.
KASH Variables:
Habits
NQMs SSMs Mann-Whitney U
NQMs’ Confidence to Strongly ls\]tQMs Strongly SSMs p-Value
. rongly Neutral Strongly Neutral .
Regularly Discuss: Agr;;/(&o/g)ree Disagree/Disagree Agr;;/{\o/g)ree Disagree/Disagree. A(/;S_)l:mlp g; &
n= o n= o -Taile
Maintenance of MHand 39 8 3 22 6 4 0.033
well-being at booking. (78%) (16%) (6%) (68.8%) (18.7%) (12.5%) ’
Maintenance of MH and
. 33 12 5 20 9 3
well-being atevery AN o/ (24%) (10%) (62.5%) (28.2%) (9.4%) 0.156

contact.
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Table 5. Cont.

KASH Variables:
Habits
NQMs SSMs Mann-Whitney U
NQMs’ Confidence to Strongly ls\lt%l::lsl Neutral Strongly 22‘1(\:;5 " Neutral p-Value
Regularly Discuss: Agree/Agree Di % y /Disagr Agree/Agree Di % Y /Disagr Asymp.Sig.
=50 (%) sagree/Disagree =32 (%) sagree/Disagree. (2-Tailed)
Maintenance of MH and
R 38 9 3 28 4 0
wellbeing atevery PN 760, (18%) (6%) (87.6%) (12.5%) (0%) 0.097
Suicidal thoughts with 27 17 6 9 18 5 0.009 **
women (54%) (34%) (12%) (28.1%) (56.3%) (15.6%) .
Issues of self-harm with 24 20 6 8 19 5 0.043 *
women (48%) (40%) (12%) (24%) (59.4%) (15.6%) .
Use leaflets/other
. 35 8 7 23 7 2

fsssl‘l’:;cvsft;"vfg;‘e‘;s MH 700, (16%) (14%) (719) (21.9%) (6.3%) 0.215
Make prompt referrals

. 43 4 3 21 6 5 "
fl"\flrng"xﬁﬁ i/turfk or (86%) (8%) (6%) (65.7%) (18.7%) (15.6%) 0.005
Debrief women with
unexpected 28 13 9 11 14 7 0.022 *
outcomes—pregnancy (56%) (26%) (18%) (34.4%) (43.8%) (21.9%) :

loss, NND

Abbreviations: KASH: knowledge, attitude, skills, and habits; PMH: perinatal mental health; MH: mental health;
AN: antenatal; PN: postnatal; NND: neonatal death. NQMSs’ confidence to regularly discuss PMH-related
questions or issues with women. (Statistical significance is set at p < 0.05 and in bold. p < 0.05*, p < 0.01 **.
p > 0.05 = NS: non-significant, and not in bold.

2.5.2. Qualitative Phase Data Analysis

The data from the virtual interviews from 20 participants (n = 12 NQMs and n = 8
SSMs) were collated and thematically analysed using NVivo (Release 1.3 version).

Framework analysis using KASH was employed for the data analysis since the research
questions focussed on the perceptions of the NQMs” KASH, aspects perceived as useful
and relevant for preparedness, and aspects perceived as not preparing the NQMs well, thus
requiring improvement. Framework analysis using KASH was also amalgamated with the
step-by-step approach in [33,34] involving familiarisation with the data, generating initial
codes, searching for themes, reviewing themes, defining and naming themes, and writing
the report. The initial coding was generated by the first author using NVivo. However, to
establish the research team members’ checking, three authors also independently carried
out the initial coding of the first participant’s transcript belonging to Afriyie to see whether
there were any variations. The coding and the interpretation of data were cross-checked by
the research team.

In alignment with the COREQ standards for qualitative research rigour [33], how to
measure data saturation was discussed among the research team. Code generation from the
next four participants” transcripts were cross-checked among the research team, however,
it was realised that data saturation had not been achieved in response to the research
questions. It was agreed to continue with the code generation of the remaining fifteen
transcripts until data saturation was reached. There was also an audit trail of the code
generation and process. Following comprehensive exhaustion of the code generation from
all transcripts, different codes were sorted for coherent patterns on the knowledge, attitude,
skills, and habits in response to the research questions. No additional pattern or sub-theme
emerged; hence data saturation had been achieved. The research team made an informed
decision that the data collected from the twenty participants were comprehensive enough
to generate insights on the useful and relevant aspects of the preparedness for the NQMs’
KASH and aspects requiring improvement for the NQMs” KASH to effectively work with
women with PMH needs.

The criteria in [35] for establishing trustworthiness in qualitative research were applied
at each phase of the qualitative data analysis. Credibility was promoted through prolonged
engagement with the data, the research team members’ checking the transcription and
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coding, the return of the transcripts to each participant for verification or correction, and
using direct participant quotations in the presentation of findings. The process of reflexivity
was addressed by keeping reflexive journals and having regular research team meetings to
discuss critical self-reflection and openness to the study, ensuring that it was data-driven,
thus managing any assumptions and researcher bias. Data and method triangulation of
the quantitative and qualitative phases were reviewed for shared meaning and patterns in
response to the research questions.

2.6. Data and Method Triangulation

The overall analysis of findings reports the data and method triangulation by combin-
ing the questionnaires and semi-structured interview data collected during both phases of
the study.

The quantitative data analysis for the NQMs’ knowledge, attitudes, skills, and habits
(KASH) was carried out by using participants’ responses for ‘strongly agree or agree’ in terms
of what they perceived as “useful and relevant’. In contrast, the responses of ‘strongly disagree
or disagree’ were utilised to identify what they perceived as ‘aspects requiring improvement’
for the NQMs” KASH.

The reports on the KASH variables will focus on the statistically significant results,
with some references to descriptive statistics where relevant (see Tables 2-5).

3. Results
3.1. Study Participants

Out of (n = 98) questionnaires distributed to those who met the selection criteria,
(n = 84) were completed, but (n = 2) were partially completed and excluded from analy-
sis. Of the (n = 82) fully completed, (1 = 50) were completed by the NQM participants,
while (1 = 32) were completed by the SSM participants. The 82 completed questionnaires
represented an 83.6% response rate (see Table 1 showing the distributional pattern of the
participants’ characteristics in the context of their gender, ethnicities, age group of the
NQMs' participants and the post held by the SSMs’ participants).

3.2. Research Findings on Perceptions of the NQMs” KASH
3.2.1. KASH: Knowledge Variable

The responses to the three aspects of the knowledge variable in the questionnaires and
interviews are shown in Table 2.

The NQMs’ Confidence in Knowledge About PMH Conditions

A few of the perinatal mental health conditions and SMIs experienced by women
or birthing people during pregnancy or after delivery including obsessive-compulsive
disorder (OCD), fear of childbirth (FOB), and post-traumatic stress disorder (PTSD) are
presented in Table 2.

Questionnaires

The descriptive statistics from both the NQM and SSM participants on the NQMs’
confidence in knowledge about PMH conditions are presented in Table 2, however, the
findings of the ranked responses were not statistically significant (p > 0.05).

Interviews

During the interview phase, the NQMs (1 = 8) and SSMs (1 = 4) perceived the prepared-
ness around anxiety and depression as ‘useful and relevant’, whereas NQMs (1 = 5) and
SSMs (n = 4) perceived preparing the NQM:s to have sufficient confidence in the knowledge
of severe mental illness conditions required improvement.

Shared perceptions from both the respective NQM and SSM groups are represented below:

“I agree ...as a newly qualified midwife. . .that the university prepared us well for
mild mental health illnesses like anxiety and depression...but when it comes to com-
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plex mental illnesses such as psychosis, I do not think we are well-prepared.” Tinashe
(NQM participant).

“Mental health .. .issues such as anxiety and depression are common these days, they
[NQMs] are probably exposed more to such conditions, than the [severe] ones like bipolar,
schizophrenia, puerperia psychosis.” Afriyie (S5SM participant).

3.3. The NQMs’ Confidence in Knowledge of Generative Mechanisms, Medications, and Impacts of
PMH on the Family

3.3.1. Questionnaires

The descriptive statistics implied that the NQMs were well-prepared to have sufficient
confidence in their knowledge of the PMH contributory factors as well as the preventive
factors, however, these ranked responses were not statistically significant. Aspects of
preparedness requiring improvements were the NQMSs’ confidence in the knowledge of
medications to manage different PMH conditions (p < 0.01), and knowledge of the impacts
of maternal mental health on the partner (p < 0.01) and children (p < 0.05).

3.3.2. Interviews

Having sufficient knowledge of the generative mechanism is shared during the inter-
views by a NQM participant:

“Mental ill health is a public health issue, and it would be good to look at the
wider influences of those conditions related to childbirth, the underlying patho-
physiology for each condition, what could either trigger recurrence for those with
the previous history or influence new onset and how these can be prevented”
Helena (NQM participant)

NQMs’ participants (n = 10) also confirmed that the preparedness of the NQMs
to have sufficient knowledge of PMH medications required improvement. One NQM
participant shared:

“Honestly, when I was qualified, I was not sure about mental health medications. .. I
knew some and roughly [their] dosages, but .. .not considerations. . .required in pregnancy”
Preeti (NQM participant).

And substantiated by SSM (n = 6) participants, with one stated:

“The newly qualified(s) struggle because on the midwifery pre-reg course, we do
not talk much about mental health medications. Some know the common ones such as
Citalopram, but when a woman says I am on clozapine, olanzapine, or any other anti-
psychotics, it throws them a bit” Alex (SSM participant).

The participants explained the increasing number of women seen in practice with
mental health issues and impacts on their respective families, one NQM participant shared:

“Recently on the ward, all my women either had anxiety or depression or both, think
about the impacts of these common ailments on their babies, partners. . . so, learning should
be commensurate with what is seen in practice” Gordonne (NQM participant).

Lack of supportive services for partners and fathers was also specified:

“How to support these women's partners is not always discussed in lectures or con-
sidered even in practice and they are often the silent sufferers” Jerilyn (NQM participant).

These findings suggested knowledge deficits in these specific areas and an implication
for midwifery programme curriculum review on PMH education.

3.4. The NQMs’ Confidence in Knowledge of PMH-Related to Midwifery and Multidisciplinary
(MDT) Team Roles, Specific Services, and Suicide Prevention

3.4.1. Questionnaires

Aspects perceived as ‘useful and relevant” were the NQMSs’ preparedness to have
sufficient confidence in the knowledge of their PMH role, MDT role, and specific available
services. These aspects were found to be statistically significant (p > 0.05). However, the
NQMs’ preparedness on maternal suicide prevention (p > 0.01) was perceived as requiring
improvement, with the descriptive statistics showing SSMs (62%, n = 20) either strongly
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disagreed or disagreed that the NQMs had sufficient confidence in their knowledge of
maternal suicide prevention.

3.4.2. Interviews

During the interviews, the NQM participants (n = 8) acknowledged having lectures on
perinatal suicide, but not on how the midwives could help reduce maternal-related suicide.
One of the NQM participants explained:

“It is daunting to have the knowledge of maternal suicide, but not the application
of preventing suicides. ... which... will prepare us better for future practice.” Leanne
(NQM participant).

These perceptions were corroborated by the SSMs’ participants (n = 4), where one of
them shared:

“I do not think it is our NQMs’ issue alone, it is the type of knowledge . ..the
university and practice are passing on to them, which is sad! They are aware
that women are dying violently by suicides, they can see the statistics and sin-
cerely, most of them want to help women but with what they see in practice,
the evidence of how suicide deaths can be reduced is not there as such.” Casey
(SSM participant)

In addition, during the interviews, NQM participants (1 = 7) and SSM participants
(n = 5) agreed that the pre-registration midwifery programme prepared the NQMs in their
PMH role, emphasising the importance of making every contact count. However, some
of the shared perceptions suggest that the NQMs may be lacking in the knowledge of
collaborative working:

“When I qualified, we had a lady on our maternity unit who was quite poorly.
She had a mental health nurse with her the whole time . ..changing shifts. . .I
guess it is collaborative working. That’s just something I never thought off or
came across as a student, that a pregnant or postnatal lady could be so poorly,
that extra support is required” Nikki (NQM participant)

3.5. The NQMs’ Confidence in the Overall Knowledge of PMH
3.5.1. Questionnaires

The final question in the knowledge variable category showed a disparity in the NQMs
compared with the SSMs’ responses on the NQMs’ overall confidence in their knowledge
to support women with PMH needs (p < 0.0005).

3.5.2. Interview

The differences in responses in both groups were confirmed during the interviews,
with the NQM participants (n = 9) feeling that they had overall confidence in their knowl-
edge to support women with PMH conditions, while the SSM participants (n = 6) did not
feel that the NQMs had the required knowledge.

Opposing responses were re-iterated through these shared perceptions:

“The seed was planted from the first year that PMH is something that we should
be considering when seeing women. So, I did not feel I was lacking in my knowl-
edge and felt confident as a Band 5. . . .and to me, the university did their job by
getting us to the point where we are safe to practice.” Justilia (NQM participant)

“No, no, no, I do not think they are, I do not think the newly qualified [midwives] are
well-equipped at all.” Alex (SSM participant).

In another context, one SSM participant perceived the overall NQMs’ confidence in
PMH knowledge as subjective:

“The NQMs these days are more prepared . ...and better equipped than the midwives
who qualified years back ...” Mandie (SSM participant).
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3.6. KASH: Attitude Variable

The descriptive statistics of the NQMs and SSMs displayed in Table 3 suggest that
the pre-registration midwifery placements prepared the NQMs to have a good attitude
towards PMH conditions and in supporting women with PMH needs. High statistically
significant results (p < 0.0005) were reported for the care of women’s perinatal anxiety and
depression, maternal risk assessment for PMH, and the care of women living with major
mental health conditions such as bipolar and schizophrenia. The NQMs’ preference to
provide care for women with physical health needs as opposed to mental health needs was
significant (p < 0.05).

Interviews

Similarly, during the interviews, the shared perceptions suggest that the NQMs had a
good attitude towards women with PMH needs:

“Midwives are a significant part of individual woman’s maternity care story and
definitely our role to support them whether they have mental health issues or not.” Preeti
(NQM participant).

One participant highlighted her role as holistic, which suggests consideration and a
good attitude towards the partners and family:

“Although our role is more towards women, but with experience and more knowledge,
Inow consider our women’s care holistically and even ask partners and family how they
feel.” Nikki (NQM participant).

Some participants’ responses reflected their attitudes towards fathers, partners, and
families, also acknowledging a lack of supportive services for them:

“We often forget partners, fathers, and families need support, but there is not much
for them.” Tinashe (NQM participant).

“Most maternity services are women focussed. We do not have the resources for dads
and partners, but we are currently promoting an app called ‘dadpad’ in my Trust. There is
also a website like Dads Matter UK. ..” Alex (S5SM participant).

One NQM participant’s shared perception showed a caring attitude, by not leaving
the PMH issue to neither the midwifery nor mental health team:

“PMH is a multidisciplinary/agency problem, neither a midwifery team nor mental
health team issue. . . When we work on women’s mental health together as a team, outcomes
can be better. ..” Jerilyn (NQM participant).

One SSM highlighted the conflict in practice affecting the attitude towards PMH:

“As a specialist midwife, .. . we see hierarchy . . .and conflict in practice areas . . .affecting
the attitude towards PMH including learning opportunities for the students and the new
midwives.” Daveigh (SSM participant).

Different perspectives were shared by an NQM participant and an SSM participant,
respectively, as contributory factors to the presumed physical care preference attitude:

“We had more sessions on other medical conditions and less on mental health, which
may contribute to the reasons why most midwives feel more comfortable to care for women
with non-mental health problems.” Ayan (NQM participant).

“Some of our midwives would rather care for women with other obstetric or med-
ical issues, which is picked up by their students. . .., I think the students” and the newly
qualified midwives’ attitude comes down to the mentors or [practice supervisors].” Afriyie
(SSM participant).

These perceptions indicate implications for pre-registration midwifery practice on PMH.

3.7. KASH: Skill Variable

Having sufficient confidence in the skills to carry out related PMH tasks is essential for
each midwife for prompt recognition, action, and management throughout the childbirth
continuum [36,37]. Table 4 presents the NQM and SSM participants” quantitative analysis
on the skill variable.
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3.8. NQMs’ Confidence in Skills to Carry out Related PMH Tasks
3.8.1. Questionnaires

The NQMs’ skills in using validated screening tools, building rapport to facilitate
mental health disclosure, and recognising clients with deteriorating features were all per-
ceived as useful and relevant aspects of pre-registration midwifery placement preparation
for post-registration practice (p < 0.01). The overall NQMs’ confidence in their skills was
reported as highly significant (p < 0.001) The NQMs’ skills of managing mental health
emergencies (p < 0.05) were identified as requiring improvement, especially by the SSM
participants (see Table 4).

3.8.2. Interviews

Notably in this study, the NQMs used ‘Whooley questions’ as the recommended
PMH screening tool at the antenatal booking in the UK, as recommended by [19] but the
confidence to maintain conversations for PMH risk assessment might be lacking due to
insufficient knowledge:

“I know they [NQMs] ask Whooley questions. .., but .... they tend not to use
the opportunity to explore what other problems women may have...You see. ..
if they do not have enough knowledge about mental health conditions, then
they will not be confident enough in how to approach PMH-related issues or
ask more questions especially when the woman discloses something.” Afriyie
(SSM Participant)

“They are not confident enough in their skills to .. .. initiate and maintain mental
health conservations with women. They sometimes feel uncomfortable when a woman is
crying.” Casey (SSM participant).

These perceptions were substantiated by the NQMs including not using their initiatives
to pick up non-verbal cues:

“Effective use of something as presumed simple as the Whooley questions would be
good as part of practice preparation. I know most [students and NQMs] are not comfortable
to ask women, how is your mood? Most rarely use their initiatives . . .. even when the lady
sat there looking terrible.” Gordonne (NQM participant).

“Again, it is difficult, when it comes to practice, for example, in terms of how you go
about supporting someone . . .practically. .. are not usually covered at the university. . .such
as. .. starting the conservation with the woman, or what to do if a woman starts crying,
showing signs of needing help.” Chazielle (NQM participant).

Dealing with mental health emergencies was iterated as one of the areas identified by
the NQM and SSM participants where additional skill was required:

“Midwives generally lack skill in dealing with mental health emergencies or crises,
because it is not part of our training.” Helena (NQM participant).

“I think incorporating mental health emergencies into managing obstetric emergencies. . .
mandatory training. . .both at the university and in practice would be fantastic for students
to develop their mental health skills before they qualify.” Mariliki (SSM participant).

The shared perceptions from the NOM and SSM participants indicated the NQM
individuality regarding the confidence in carrying out PMH tasks:

When I qualify. .. I felt... prepared and confident in terms of everything really. .., .. ..
We learn a lot in three years and . . .the lecturers teach us .. .vast amount. ... How do you
physically squeeze more into the three years?” Justilia (NQM participant).

“Although training is important, but it is also an individual thing for most of our
preceptees in terms of how comfortable, confident, and competent they feel in carrying out
mental health-related tasks .. .and caring for these women.” Temi (SSM participant).

3.9. KASH: Habits Variable

Professional ‘habits’ as part of the KASH educational framework [25] relate to pro-
moting excellence in care through PMH-related discussions with women, which the
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NQMs should carry out on a regular basis (see Table 5 for the quantitative analysis of
the “habits’” variable).

3.10. NQMs’ Confidence to Regularly Discuss PMH-Related Questions or Issues with Women
3.10.1. Questionnaires

Aspects of preparedness perceived as useful and relevant with statistically significant
results were the NQMs’ having sufficient confidence to regularly discuss the maintenance
of mental health and well-being at the antenatal booking (p < 0.05) and making prompt
referrals (p < 0.01).

Aspects of pre-registration midwifery placements requiring improvements, where
over 50% of the SSMs either strongly disagreed or disagreed were the NQMs with sufficient
confidence to regularly discuss suicidal thoughts (p < 0.01) and issues of self-harm with
women (p < 0.05). A discrepancy in both the responses of the NQMs and SSMs was noted
in the NQMs’ confidence to regularly debrief women who had pregnancy loss or neonatal
death (p < 0.05).

3.10.2. Interviews

The lived experiences shared suggest the importance of having a habit of asking
women questions to prevent missing important previous severe mental health history:

“I booked a lady just before I qualified, who did not make any disclosure, but when I
went through her records online, I discovered that she has had repeated A&E admissions 6
months prior to her booking, and they were all suicide attempts.” Helena (NQM participant).

“One of my ladies with known severe mental health problems. . .and previous crisis. . .
had her .. .booking appointment . .. at the hospital but did not disclose the severity of her
condition. She later explained to me that the. . .booking midwife .. .was rushing and did
not ask her the details.” Williamme (SSM participant).

Lack of time may also contribute to the inability to routinely ask about their mental
health needs, contributing to some slipping through the net:

“It is difficult, because when you are newly qualified, you are trying to find your
feet, especially on delivery suite or on a busy postnatal ward. I feel like you do not
really spend enough time with the women to regularly talk to them about their
feelings .. .. You do not see that side when you are training. Now I understand
more why some women slip through the net which should not be.” Johannah
(NQM participant)

Inability to ask challenging PMH history was attributed to the lack of pre-registration
midwifery preparedness:

“No, ...we are .. .not really prepared on how to. . .routinely. .. ask questions. . .relating to
PMH crisis or anything that may. . . indicate . . . high risk of suicide.” Leanne (NQM participant).

The NQM participants (1 = 6) perceived that they had sufficient confidence to make
referrals to the appropriate multi-agency services:

“When I started as a newly qualified. . . I felt confident enough to make a referral to
the right [mental health] services. I can always ask if unsure.” Tinashe (NQM participant).

Conversely, the SSM participants (n = 4) did not perceive that the NQMs had confi-
dence due to their lack of knowledge or skills, which likely explained the opposing views:

“Referrals and where to signpost to? In my opinion, they do not have that confidence. . .
It is all linked with their skills and ability to effectively. .. risk assess. Sometimes our lovely
newly qualified midwives will refer women with anxiety but not women with bipolar.”
Alex (SSM participant).

“Making .. .regular. .. PMH referrals can be tricky for most of the preceptees in terms
of what they know .. .., and where they trained. ... Generally, in terms of their confidence
in how to refer and where to refer, they are not there yet.” Temi (SSM participant).

From the qualitative findings, regular support from senior specialist midwives gener-
ally was mentioned by some NQMs as useful in facilitating the incorporation of PMH care
habit into their regular practice at every antenatal or postnatal contact:
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“I did not have the confidence to start any conversations on PMH with women
when I started ...as a newly qualified... but our specialist PMH midwife is
so good and approachable. She goes through the resources I could use to dis-
cuss mental health issues with women, and now I have more confidence to use
resources regularly.” Ayan (NQM participant)

One SSM participant suggested that the NQMs attending the debriefing service and
fear of childbirth pathway clinic could help them to learn how to talk to women:

“The NQMs do struggle talking with women who have experienced some form
of psychological trauma, . . .or previous losses. . . In my Trust, we run a debriefing
service, and another clinic for women with tocophobia. They can come and
sit with us to hear how women are debriefed and even see how we use fear of
childbirth pathway.. .depending on whether it is. . .primary or secondary.” Alex
(SSM participant)

4. Discussion

Pre-registration midwifery PMH education and placement preparedness have an
impact on the NQMs’ relevant KASH and their level of confidence in their knowledge,
attitude to PMH roles, skills, and habits to effectively support women or birthing peo-
ple and families with PMH needs as part of their post-registration practice. This study’s
theoretical framework and the interconnections of social constructivism, critical realism,
and pragmatism explaining the NQMs” KASH and the impact on PMH role preparedness
addressing the research question are presented in Figure 1 [26]. The pragmatism paradigm
provided the ontological, epistemological, methodological, and axiological positions con-
nected to this study, which explains the multifaceted perspectives and perceptions around
the NQMs’ pre-registration midwifery PMH education and placement preparedness for
post-registration practice. This article specifically focussed on the perceptions of usefulness,
relevance of the NQMs’ KASH, and aspects required for the NQMs” KASH. The perceptions
of barriers and strategies to PMH education and placements (see Figure 1) are implications
for future research.

The study participants in both the NQM and SSM groups were female; hence, males
were not represented. This under-representation might be due to midwifery focusing on
women-centred care and childbirth, which likely accounts for professional attraction to
females [38,39]. Although most of the study participants were from a White British ethnic
background, diverse ethnicities from White Irish, or European; Mixed heritage, Black British,
African or Caribbean, and Asian British or Asian backgrounds were also represented.

As shown in Table 1 for the NQMs’ age group, most of the participants (n = 22) 44%
were between 21 years and under, and 22-25 years old, while (n = 12) 24% were between 26
and 30 years. Apart from PMH being part of the NQMs’ midwifery role, there is a possibility
of having shared interest in PMH due to the awareness of mental illness realities [40] or
because of changes to the context in which the midwives work in the last decade [41,42].
There has been an increase PMH needs because of the complexities of maternity population
profiles, growing inequalities, and the wider social determinants of health and rapidly
changing healthcare needs, along with advancing technological developments and the
societal expectations of the profession [12,41,43].

The 50 NQM participants completed their undergraduate midwifery education from
ten different UK universities between January 2018 and December 2019. Nevertheless,
regardless of the universities attended in the UK, all of the NQM participants must have
met the same pre-2019 midwifery standards as required at the point of registration to the
midwifery part of the register [18].

In this current study, shared perceptions from both the NOM and the SSM participants
explained how well the NQMs were prepared in certain aspects to support women with
PMH needs and the aspects of preparedness requiring improvement. Notably, there was
a reported disparity between the strongly agreed or agreed responses of the NQMs and
SSMs that the pre-registration midwifery programme prepared the NQMs to have an
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overall knowledge of PMH to support women (NQMs 80% versus SSMs 43.7%; p < 0.0005).
However, nearly the same percentage of the SSM respondents, 40.6%, either strongly
disagreed or disagreed. This finding probably highlights the NQMs’ self-confidence in
their overall knowledge to support women, while nearly 60% of the SSMs who worked
with the NQMs disputed that they had the knowledge. A contradictory result indeed, but
highly significant (p < 0.0005). As of the time of this current study;, it appears that there are
limited reports on the comparison between the NQMs and SSMs’ perceptions around the
NQMs’ knowledge of PMH. Therefore, one could conclude that there is a potential gap
between the NQMs and SSMs’ perceptions in this area of preparedness, which requires
further clarification. Future research with a larger sample size of NQMs and SSMs from
varying maternity units may provide more insights into the different perceptions of this
aspect of pre-registration midwifery programme preparedness on the NQMs’ PMH role.

This current study confirmed findings from previous studies [24,44—47] that some
midwives find it challenging to have sufficient knowledge of psychotropic medications,
(p < 0.01) severe PMH conditions, and related risk assessments. Pre-existing mental health
or PMH issues are significant risk factors for severe maternal, foetal, and neonatal morbidity
or mortality [9,32]. A lack of pre-registration midwifery programme preparation of the
NQMs to have sufficient knowledge of the major or severe mental illness, which includes
schizophrenia, bipolar disorder, and severe major depression [30,31], was particularly
specified during the semi-structured interviews by both groups in the current study’s
participants. Notably in the MBRRACE-UK reports [10,11,20], most women who died
by suicide or substance misuse had established psychiatric varying diagnoses including
recurrent depressive episode, bipolar affective disorder, schizophrenia or schizoaffective
disorder, and definite or probable psychosis at the time of their death.

Ref. [10] also reported that 75% of the women who died by using substance misuse had
a mental health diagnosis, while [48-50] reported multiple complex adversities including
domestic abuse among the maternity population, leading to internal struggles, drug and
alcohol misuse, and self-harm in some cases. Most of these women had contact with
midwives and maternity care professionals, and the PMH issues were either not promptly
identified or ineffectively managed, resulting in poor perinatal outcomes [51]. These
reports also signify an educational concern for the midwives and multidisciplinary teams,
emphasising the importance of evidence-based multidisciplinary [10,11,20,49,51].

It may be useful to ensure that developers and educators of the pre-registration
midwifery curriculum review how best the NQMs can be prepared in relation to their PMH
role. The process of how midwifery programme curriculum developers can review the
PMH processes of the university and placements is one of the recommendations for future
research. These processes specifically address the deficits of the NQMs” knowledge, skills,
and habits around perinatal health conditions, PMH-related aspects including psychotropic
medications, available supportive services for PMH needs, reducing maternal-related
suicide, skills for managing mental health emergencies, and regular habits to address PMH
issues at every perinatal contact.

As reported in this study, specific preceptorship exposure such as allocated time during
the preceptorship programme with the specialist PMH team, regular support from the
senior midwives, and post-registration PMH simulated training as part of the mandatory
yearly update could contribute to increasing the NQMs’ confidence in PMH knowledge,
maintaining a good attitude, improving skills in carrying out related PMH tasks, and
having a regular discussion of PMH issues. This approach indicates an implication for the
preceptorship programme.

The knowledge of the NQMs on the impact of maternal mental health on partners
(p < 0.01) and children (p < 0.05) required improvement. Partners and fathers are still silent
sufferers, as pointed out by some of the NQM respondents in this study, with 40% of the
qualitative phase’s participants suggesting the need for inclusive services and resources on
maternity healthcare for fathers, partners, and the entire household, and that training on
improving paternal mental health should be part of the preparedness on pre-registration
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education and practice. Recent evidence indicates that supporting paternal mental health
is gradually gaining the attention of the policymakers, healthcare service commissioners,
and health professionals [52-54]. Internationally, [55] in their quasi-experimental design
study in Germany, also reported that the highly stressed fathers were not recognised
by the midwives. Similarly, the midwives participating in a multi-method approach
study in Australia conveyed the importance of engaging fathers as part of their PMH
role [56]; recognising the significance of training needs for midwifery practitioners was
also reported [56]. This finding has potential implications for maternity healthcare services,
policymakers, pre-registration midwifery education, placements, and post-registration
professional development. How the midwifery programme curriculum developers can
address the NQMs’ knowledge deficits on the impacts of the maternal mental health
on partners, fathers, and children including available supportive services and family
centred inclusive resources for partners, fathers, and families are recommendations for
future research.

This current study also reports the sufficient preparation of the NQMSs with confidence
in their skills to build rapport to facilitate the disclosure of mental health issues and
recognise deteriorating PMH (p < 0.01). It should, however, be noted that women being
unenthusiastic about engaging with maternity or overall healthcare could also be an
indicator of worsening mental health issues, which may be triggered by multiple adversities,
traumatic obstetric-related experiences, poor neonatal outcomes or perinatal losses at any
stage in pregnancy, ongoing safeguarding concerns, and social services proceedings [50,57,58]
as well as severe PMH morbidity [59,60].

Effective pre-registration midwifery preparation at both university and during place-
ments should recognise the importance of MDT collaborative working with women or
birthing people who are vulnerable to aid prompt provision of individualised care including
swift signposting and shared follow-up [14,61].

Again, as seen in the perceptions of knowledge section, the assessment of the NQMs’
confidence in using their skills to support women identified a disparity between the NQMs
(76%) and SSMs (40.6%) in the ranked Likert scale in the strongly agreed or agreed responses
over the NQMs having overall confidence in their skills (p = 0.001). It is not entirely clear
why the rating scale between the two groups were vastly different in certain areas. There
is a possibility that the experiences of the SSMs supporting women living with PMH
compared to their observations when working with the NQMs might have contributed
to their lower agreed or agreed responses. Therefore, it is worth considering whether the
SSMs were biased in their responses over the NQMs’ confidence in their PMH-related skills
or if the NQMs were over-rating themselves.

In this study, it appears that the more confident the NQMs were in their PMH knowl-
edge and using PMH-related skills, the higher the possibility of regular discussions on
PMH-specific issues such as self-harm, suicidal thoughts, debriefing women following
perinatal losses, and making use of relevant resources. These findings suggest gaps in
their pre-registration preparedness, and thus have implications for midwifery education
and practice developments. The NQM and SSM participants provided KASH sustenance
suggestions including pre-registration healthcare students’” interprofessional learning and
PMH case management through adaptable simulation, midwifery-specific practical train-
ing using anonymised scenarios, PMH placement exposure, elective placements, and
preceptorship PMH learning.

Some NQMs or future midwives may find providing care for women with PMH
needs emotionally draining or may trigger underlying issues or their own personal experi-
ences. Therefore, an emphasis on an awareness of self-vulnerability, provision of emotional
resilience training and interprofessional learning in the pre-registration midwifery pro-
gramme specific to PMH education and placements is vital to facilitate self-care and build
an emotionally resilient maternity workforce.
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Strengths and Limitations

This current sequential explanatory mixed methods design has provided insights
into how and why the appropriate KASH should take the centre stage for the effective
pre-registration midwifery PMH education, practice, and preceptorship preparedness of
NQMs. Previous studies [21,22,62-65] have explored the midwives” knowledge, attitudes,
and skills of PMH; however, this study contributes to the body of knowledge through
the unique interconnections of social constructivism, critical realism model, pragmatism,
and fourfold KASH framework to explore the NQMs’ preparedness for the PMH role (see
Figure 1 [26]). It also appears that there are limited studies on the comparison between
the NQM and SSM independent groups’ perceptions around the NQMs’ KASH of PMH
education and practice preparedness.

However, the study was limited to the 82 NQM and SSM participants from two NHS
Trusts in South-East London and North Kent, with the NQOMs representing ten UK univer-
sities. Therefore, the findings of this study may not be generalised to other parts of the UK
and other countries with different maternity population profiles, PMH wider influences,
or NQM and SSM workforce. However, the findings could be transferable to studies con-
ducted in similar contexts. Similarly, future research with national and international NQM
and SSM participants working with women or birthing people from varying population
backgrounds and wider social determinants may provide clearer insights into the midwives’
perceived KASH and dynamic professional development that is practical, universally inclu-
sive, and culturally acceptable. The NQM participants were from ten different universities
with varying pre-registration midwifery PMH education and placement experiences, and
the differences between PMH curriculum and placements of varying study backgrounds
could not be controlled on their perceptions, which could be a limitation of this study.

The COVID-19 pandemic was an unforeseeable limitation that had an impact on the
second phase of data collection, contributing to changes from the planned focus group to
video-based online semi-structured interviews using the Microsoft Teams platform. It is
therefore acknowledged that face-to-face group discussion could have provided opportu-
nities for social interactions and possibly different results. Although the qualitative data
from 20 respondents were rich to complement the quantitative data, future research using
focus groups may possibly clarify some of the aspects identified.

5. Conclusions

There were useful and relevant aspects identified through this study to ascertain how
the pre-registration midwifery education and placements prepared the NQMs’ KASH
to a certain extent for their post-registration PMH role, but there were perceived aspects
requiring KASH improvement. To facilitate the NQMs’ sustainable confidence in their PMH-
related KASH, perceived areas for improvement have implications for pre-registration
midwifery-specific PMH education and placement development, specific post-registration
PMH education, planning and policy developments, and preceptorship programme de-
velopment to consolidate PMH pre-registration education and practice. Future research
will identify specific barriers to the NQMs’ PMH role preparedness and the strategies to
facilitate effective PMH role preparedness.
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