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Abstract

Background: Clinical practice guidelines now recommend that women be asked about their past or
current mental health as a routine component of maternity care. However, the value of this line of enquiry
in increasing engagement with support services, as required, remains controversial.

Aim: The current study aimed to examine whether assessment of past or current mental health, received
with or without referral for additional support, is associated with help-seeking during pregnancy and the
postpartum.

Methods: A subsample of women drawn from the Australian Longitudinal Study on Women's Health
(Young Cohort) who reported experiencing significant emotional distress during pregnancy (N=398) or in
the 12 months following birth (N=380) participated in the study.

Results: Multivariate analysis showed that women who were not asked about their emotional health were
less likely to seek any formal help during both pregnancy (adjOR=0.09, 95%CI:0.04-0.24) and the
postpartum (adjOR=0.07, 95%CI:0.02-0.13), as were women who were asked about these issues but who
were not referred for additional support (antenatal: adjOR=0.26, 95%CI:0.15-0.45; postnatal:
adjOR=0.14, 95%CI.:0.07-0.27). However, considerable levels of consultation with general practitioners,
midwives and child health nurses, even in the absence of referral, were evident.

Conclusion: This study demonstrates that enquiry by a health professional about women’s past or current
mental health is associated with help-seeking throughout the perinatal period. The clinical and resource
implications of these findings for the primary health care sector should be considered prior to the

implementation of future routine perinatal depression screening or psychosocial assessment programs.

Keywords: screening, psychosocial assessment, pregnancy, postnatal, referral, treatment, help seeking
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Introduction

The importance of optimising the mental health of women during the perinatal period has been
recognised internationally®. In an effort to minimise mental health morbidity associated with childbearing,
a growing number of regions have developed and implemented programs for the early identification,
treatment and management of depression and related disorders during pregnancy and the postpartum ®,
Several clinical practice guidelines now recommend routine enquiry about a woman’s mental health
history during the perinatal period #®®°, as well as routine screening for current symptoms of depression
using the Edinburgh Postnatal Depression Scale *° or other case-finding questions ° or approaches ®.
Although research has shown that women who are asked about their current or past mental health are
more likely to be referred for further support or management than women who are not asked about these
aspects of their health *°, there remains a lack of definitive evidence relating to whether this line of
enquiry in turn facilitates help seeking among women who experience significant emotional distress
during pregnancy or in the year following birth.

The few international studies that have addressed this issue have reported equivocal findings. For
example, an evaluation of the New Haven Healthy Start Depression Initiative reported no significant
difference in treatment rates before or after deployment of its depression screening program **, and an
examination of New Jersey’s state-wide screening program was unable to demonstrate any policy-
associated changes in initiation of treatment among women enrolled in Medicaid *2. In contrast, a recent
cluster-randomised trial in the United States, which aimed to examine the effect of a practice-based
program for screening, diagnosis and management of depression in postpartum women, reported greater
uptake of treatment (counselling, medication, or a combination of these) among women with elevated
depression screening scores in the intervention arm compared to those receiving care as usual **. Similar
increases in treatment rates have been reported in a randomised-controlled trial of integrated depression
screening among postpartum women in Hong Kong **. Evaluations of other perinatal depression
screening programs, including those implemented in Australia, have been limited by the absence of a

4,15-21

‘care as usual’ or ‘not screened’ comparison group making it difficult to examine the independent
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impact of routine assessment of current mental health on initiation of treatment. These discrepancies and
gaps in the evidence-base have contributed to a number of reports cautioning against routine depression
screening both during pregnancy and in the postpartum 2%,

Compounding this, no studies to date have addressed whether routine enquiry into a woman’s
mental health history during the perinatal period impacts positively on help seeking at this time. This is
despite a history of mental health issues being consistently identified as a risk factor for poorer perinatal

22, 25-30

mental health outcomes , and despite such questions being central to the psychosocial assessment,

prediction or risk reduction components of clinical practice guidelines in a number of countries >®2. In
addition, although more well-designed perinatal depression screening or psychosocial assessment
programs include systems to ensure referral for further treatment or support if required (e.g., **), none
have isolated the role of this referral, over and above the role of the screening or assessment alone, in
their evaluations of service use outcomes.

The current study sought to respond to these issues by using survey data from a sample of women
who have recently given birth in Australia. Specifically, the aim of the study was to examine whether

assessment of past or current mental health, received with or without referral for additional support, is

associated with help-seeking during pregnancy and the postpartum.

Participants and methods
Sample and data source

This research was conducted as a sub-study of the Australian Longitudinal Study on Women’s
Health (ALSWH) 3% and involved the completion of an additional survey by a sub-group of women
from the cohort born between 1973 and 1978. At the time of initial recruitment in 1996, the 1973-1978
ALSWH cohort were broadly representative of the population of Australian women in this age group,
with some overrepresentation of tertiary educated women and women from English speaking
backgrounds ***. These women have been surveyed up to five times over 13 years (in 1996, 2000, 2003,

2006 and 2009).



10

11

12

13

14

15

16

17

18

19

20

21

22

23

24

25

26

Participant sampling frame

Details of the current study’s sampling frame have been described elsewhere *. To summarise,
the sampling frame was restricted to women from the 1973-1978 cohort who: i) had responded to the
ALSWH 5™ Main Survey in 2009; and ii) had given birth to a child during or after July 2007. 2,316

women met these criteria and were invited to participate in the ALSWH perinatal sub-study.

Procedure

Participants were invited to answer mailed survey questions relating to reproductive health and
maternity care with respect to their youngest child, and the pregnancy for that child (henceforth referred
to as the index child). All sub-study surveys were returned between January 2011 and June 2011. Data
were used from both the sub-study survey as well as the surveys from the ALSWH Main Surveys, where
appropriate. Written informed consent was obtained from all participants for the collection of sub-study
data, and to linkage of sub-study data with previously collected ALSWH Main Survey data. To preserve

anonymity and confidentiality, data were de-identified prior to analysis.

Measures

This study adhered to ALSWH policies and procedures for the development of sub-study survey
instruments *2. A number of questions were directly replicated from the ALSWH Main Surveys for the
purposes of item consistency (e.g., item relating to assessment of current mental health during pregnancy
and the postpartum; items relating to number of service contacts with a general practitioner (modified
from a scale previously used by the Australian Bureau of Statistics®’) while other questions were
developed specifically to address the aims of the current research (e.g., item relating to referral for

additional treatment or support).

Help seeking for emotional health issues in the perinatal period
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Respondents were asked if they had consulted with or used a range of treatment or support
options for ‘emotional issues’ during the index pregnancy and postnatal period. Although broad, this
terminology was chosen for its accessibility to community samples *® and comparability with the
language of widely distributed Australian consumer resources (e.g. *), and because it did not restrict the
focus of the research to seeking help for depression alone.

Multiple help seeking options were operationalised dichotomously (yes/no) for each of the
following categories: mental health professional; general practitioner; midwife (during pregnancy) / child
health nurse (postnatal); and medication. Inpatient admission / emergency department presentation were
collapsed into a single dichotomous variable (yes/no), as were residential or day-stay parenting service,
phone help line / internet, and family / friends / social networks. In addition, an overall dichotomous
variable “any formal health treatment’, which combined a number of these help seeking options, was
operationalised (see Table 2 for detail).

Assessment of current or past mental health (received with or without referral): Respondents
indicated if they had been asked by their health practitioner/s (general practitioner; obstetrician; midwife;
other) about: a) their ‘current emotional health (e.g., given a questionnaire to complete)’, or b) their
‘mental health history’; and c) if they were “given a referral for additional treatment, help or support for
emotional issues’ by their health practitioner/s (general practitioner; obstetrician; midwife /child health
nurse ; other), and to indicate if this applied for the antenatal or postnatal periods, or both. A woman was
considered to have received an assessment if she responded ‘yes’ to (a) or (b), and to have received a
referral if she responded ‘yes’ to (c).

To facilitate analyses, women were then grouped according to the combination of assessment and
referral reported as follows: i) assessment with referral; ii) assessment without referral; iii) no assessment
or referral. This approach was applied to the antenatal and postnatal periods separately.

Significant emotional distress (index pregnancy/child): Respondents were asked to indicate if
they had experienced any number of ‘emotional health issues’ (e.g., depression or postnatal depression;
anxiety; stress or distress) during the index pregnancy or within the first 12 months following the birth of

5
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the index child. A woman was considered to have experienced significant emotional distress if she
answered yes to any these issues and also indicated: i) that she felt she needed or wanted help for that
issue, or ii) if that issue interfered with her functioning or relationships with family/friends, or both.

Prior treatment for mental health issues: Information was drawn from the ALSWH Main
Surveys for Young Women in 2000 (S2), in 2003 (S3), in 2004 (S4) and in 2009 (S5, if completed prior
to the index pregnancy). Women were asked if:

a) they had sought help for i) depression (S2-S5); ii) anxiety (S2-S5), or iii) other mental health
problems (S4 and S5 only) in the past 12 months, and

b) if they had used prescription medication for depression or anxiety in the past four weeks (S2-
S4 only).

A woman was considered to have a history of prior treatment for mental health issues if she gave
an affirmative response to one or more of the options listed in (a) or (b).

Additional variables: Additional covariates included maternal educational level, employment
status, partner status, number of previous children, ease of managing on their available income, maternity
care sector for the index pregnancy and birth, and whether or not information relating to perinatal mental
health was received during the perinatal period. This data was collected in the perinatal sub-study survey.

Data relating to primary language spoken at home was taken from the first ASLWH Main Survey.

Statistical methods

Each category of help seeking was analysed as a separate outcome variable for descriptive
analyses. Logistic regression was used to assess associations between women who did and did not seek
help for emotional issues, in terms of level of assessment of past or current mental health (with or without
referral), socio-demographic variables, receipt of information relating to perinatal mental health and
previous help seeking for mental issues help seeking for emotional issues. The latter variables were
included in the analyses as these have been reported to be predictors of help seeking for mental health

issues in the perinatal period .
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The following six categories of help seeking were analysed as a separate outcome in the
regression models: any formal health treatment; mental health professional; general practitioner; midwife
(during pregnancy) / child health nurse (postnatal); phone help line / internet; and family / friends / social
networks. Use of psychotropic medications and treatment for emotional health issues in an inpatient
setting, emergency department, or day or residential parenting service were not included as separate
outcomes in these analyses due to low numbers of women indicating use of these services.

In order to examine the role of assessment received with a referral for additional treatment or
support care in facilitating help seeking relative to both i) assessment received without a referral, and ii)
receipt of neither an assessment or referral, women who were assessed and referred were chosen as the
reference group. Univariate logistic regressions were first performed to identify any significant or
marginally significant relationships. All significant and marginally significant variables (p<0.10) were
then included in a multivariate logistic regression model. These analyses were undertaken for the

antenatal and postnatal periods separately. All analyses were performed in SPSS version 21.0 *.

Results
Seventy-nine percent of women (n=1835) returned completed questionnaires for this ALSWH
perinatal sub-study between January 2011 — July 2011. To maintain consistency with previous studies

1314 "the current analyses were restricted to women who indicated that they had experienced

(e.g.,
significant emotional distress during the index antenatal or postnatal period. After excluding women who
did not meet this and other eligibility criteria, the final sample size for analysis was N=398 for the
antenatal period, and N=380 for the postnatal period (see Figure 1). The socio-demographic
characteristics, level of assessment received and overall help seeking behaviours of participants are
presented in Table 1 and Table 2, respectively.

Results of logistic regression analyses relating to the antenatal and postnatal periods are presented

in Table 3 and Table 4, respectively. After controlling for a range of factors known to impact on help

seeking for emotional health issues, women were less likely to seek any formal health treatment if they
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were not asked about their past or current mental health (antenatal: adjOR=0.09, 95%CI:0.04-0.24,
p<.001; postnatal: adjOR=0.07, 95%CI:0.02-0.13, p<.001) or if this assessment was received in the
absence of a referral for additional support (antenatal: adjOR=0.26, 95%CI.0.15-0.45, p<.001; postnatal:
adjOR=0.14, 95%C]I:0.07-0.27, p<.001) than women that were assessed and referred,

More specifically, women who were not assessed in the antenatal period were up to 93% less
likely to seek help from mental health professionals (adjOR=0.10, 95%CI:0.04-0.24, p<.001), general
practitioners (adjOR=0.07, 95%CI:0.03-0.20, p<.001) or midwives (adjOR=0.17, 95%CI:0.06-0.48,
p=.001) at any time during pregnancy than women who were assessed and referred. In the postnatal
period, women who were not assessed were also more than 90% less likely to seek help from mental
health professionals (adjOR=0.06, 95%C1:0.02-0.16, p<.001), general practitioners (adjOR=0.08,
95%CI1:0.04-0.18, p<.001) or child health nurses (adjOR=0.08, 95%C]1:0.03-0.21, p<.001).

Similarly, compared to women who were assessed and referred, those who were assessed but not
referred were less likely to seek help from mental health professionals (antenatal: adjOR=0.15,
95%Cl:0.08-0.26, p<.001; postnatal: adjOR=0.10, 95%CI:0.06-0.18, p<.001), general practitioners
(antenatal: adjOR=0.28, 95%C]1:0.17-0.48, p<.001; postnatal: adjOR=0.18, 95%CI:0.11-0.30, p<.001) and
child health nurses (adjOR=0.28, 95%CI:0.17-0.46, p<.001) across the full perinatal period. However
there was no significant difference between women who were assessed, but who or were not referred, in
terms of their consultation with midwives during pregnancy (p=.217).

There was also no evidence to suggest that women who were assessed, with or without referral,
were more or less likely to seek help from their partner, family or social networks throughout the perinatal
period, though women who were not assessed, or who were assessed but not referred, were less likely to
use self-help options (phone help lines / internet) for emotional health issues in the postnatal period only

(adjOR=0.23, 95%CI:0.08-0.62, p=.004; adjOR=0.36, 95%C1:0.21-0.64, p<.001, respectively).

Discussion
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This study demonstrates that the impact of enquiry about past or current mental health on help
seeking for emotional health issues throughout the perinatal period is most apparent when women are also
referred by their health care provider for additional follow-up or management, as required. While this
finding applied consistently across most professional groups, the role of referral, over and above enquiry
alone, in increasing consultation with midwives for emotional issues during pregnancy was not evident.
In addition, even in the absence of referral, up to a third of women who were asked about their past or
current mental health reported consulting with midwives, child health nurses or general practitioners
about emotional health issues, with the rate of engagement with the primary care sector increasing to up
to 75% for women who were asked about these issues and referred for additional care or support. These
results complement local research which has shown that women consider primary care staff as trusted
sources of emotional support *°, and are also in line with the evaluation of the Australian National
Postnatal Depression Program (2001-2005) which reported that by the program’s end, there was less
reliance by general practitioners and child health nurses on referral to mental health professionals “°. The
current findings suggest that the training that is recommended as a core component of perinatal
depression screening and psychosocial assessment programs in Australia >*"*" has continued to be
successful in helping primary care professionals manage women identified through the assessment
process as requiring further support or management.

While enquiry about past or current mental health in the absence of the need for a referral did not
appear to place additional pressure on scarce mental health resources in the current study, the clinical and
resource implications of these findings for the primary health care sector need to be considered. Routine
assessment of past and current mental health by primary care professionals, undertaken in the presence of
an integrated framework providing clear decision making guidelines around the need for management,
referral and treatment, is the preferred model of care outlined in the Australian Clinical Practice
Guidelines for Perinatal Depression and Related Disorders  and related initiatives > . The capacity to
deliver this care is enhanced to some degree in Australia by the Better Access to Mental Health Care

scheme “® and the increasingly utilised perinatal-specific stream of the Access to Allied Psychological
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Services scheme, which aims to build the capacity of general practitioners to better support women with
perinatal depression, provide psychological treatment and follow-up services for women, and strengthen
key links and referral pathways with maternity services *°. However, while maternity workforces have a
willingness to provide direct care for women with emotional distress *°, the cost implications of their
provision of this component of care were not included in economic modelling conducted prior to the
implementation of the National Perinatal Depression Initiative *’ and have not been reported in the time
since. In addition, research has shown that unless well-prepared and supported, the delivery of
psychosocial assessment can impact negatively on the personal well-being of maternity staff >*, and
perceived lack of competence can impede their provision of emotional care and support *°. While these
issues can be addressed through training, continuing professional development and clinical supervision,
these avenues of support are not always available to, or accessed by, front-line staff >,

Consistent with other local research '* *> 3 the current study also showed that family, friends or
social networks are a key support option for a majority of women during pregnancy and the postnatal
period, irrespective of whether an assessment was offered or referral for additional support was required.
While these results suggest high rates of disclosure by women to family and friends, it is important to also
consider the potential consequences to pregnant women and new mothers experiencing significant
emotional issues when informal avenues of support fail, and how such an outcome may be avoided. In
Australia, awareness of postnatal depression appears to be at a high level in the general population,
however knowledge and understanding of the signs and symptoms of depression, the prevalence of
perinatal anxiety, and importance of antenatal depression is more disparate ** and further emphasises why
ongoing psychoeducation and community awareness campaigns should be a key component of any
mental health prevention and early intervention program *" >+,

Interestingly, 11% of women indicated that they sought support from phone help lines or the
internet overall, increasing to 18% postnatally. While these rates are higher than the overall 9% of
respondents who indicated using the internet to seek information about emotional issues in a recent

general population survey *, the role of assessment and referral in facilitating use of these resources was

10



10

11

12

13

14

15

16

17

18

19

20

21

22

23

24

25

26

apparent only in the year following birth. Stigma has been consistently identified as a barrier to care *°
and it would be useful to further examine, for example, whether the possible anonymity afforded by these
support options is of greater importance to women in the postnatal period than in the antenatal period, or
whether use of these resources is related to increased engagement with additional and complementary
support or treatment options.

It is important to note that despite all women in the this selected sample reporting they had
experienced a significant level of emotional distress during the index perinatal period — that is, distress
which interfered with their functioning or for which they felt they needed or wanted help — not all sought
further support or care from either primary care or mental health providers. While rates of non-
engagement with formal health services were lower among women who were asked about their past or
current mental health (and lowest among women who also received a referral for additional support)
ongoing efforts to reduce un-met need for support where this is indicated must remain a priority.

Several limitations of the current study should be noted. These include its use of self-report
measures and timing of data collection, as some studies have suggested that women’s recall of maternity
care may change over time °"*%, Our sample had higher proportions of tertiary-level educated women,
women with an English-speaking background and women who gave birth in the private maternity sector

than mothers of the same age in the general population in Australia **

, which may limit the
generalisability of our results. We are also not able to determine if reported assessment of current
emotional health was by means of recommended tools (e.g., the EPDS, although existing research has
shown that around 80% of women assessed during their pregnancy in the public maternity setting were
given the EPDS ") or whether referral for additional follow-up or support occurred after a single or repeat
enquiry about a women’s current mental health. Nor can we definitively comment on the proportion of
women who were asked about their current or past mental health but who were not experiencing
significant distress at the time of enquiry and so were not referred, nor the proportion of women who may
have been in need of a referral, but as a result of not being referred, did not go on to seek help. While

recent local research has demonstrated that around 90% of surveyed maternity hospitals have protocols

11
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for the referral or follow-up of women identified as possibly depressed, or at risk of developing
depression, large variation in criteria for referral was noted *2. We are also unable to ascertain whether the
health care providers who enquired about a women’s history of mental health issues appropriately
distinguished more significant or severe past episodes from mild episodes that may have less clinical
relevance in this context, or which had been adequately resolved by the time of the index pregnancy and
birth. This issue is particularly relevant to the potential over-identification of women who may be
considered “at risk’ based on their endorsement of a ‘past mental health history’, not least because
management of false positives can be a key driver of increased health care costs ®2. There is a need for
future research to examine how information relating to the severity and significance of past mental health
episodes can be distilled to best inform appropriate levels of care planning.

A number of design features of this study do however provide strength to our data and analysis.
Our sample was large, not limited to a single geographical location, and was inclusive of a ‘non-assessed’
comparison group. We examined the use of a broad range of formal and informal help seeking options
across both the antenatal and postnatal periods, and were concerned with a broader definition of
significant emotional distress than that relating to postnatal depression alone. Importantly, we were able
to isolate the role of referral for further care or support, over and above enquiry about current or past
mental health alone, in facilitating help seeking in both the primary care and mental health sectors. In
addition, we controlled for a range of predictors of help seeking, and the use of longitudinal data allowed

for inclusion of prior treatment for mental health issues in the analyses.

Conclusion

We have shown previously that women who are asked about their past and current mental health
during the perinatal period are more likely to be referred for additional treatment, help or support for
emotional issues than women are not asked about these aspects of their health *°. Adding to these earlier
findings, the current study demonstrates that this line of enquiry, together with referral for additional
support, facilitates help seeking among women who are experiencing significant emotional distress during

12
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pregnancy and in the year following birth. The importance of primary health care professionals as an
integral source of support for women is particularly evident.

The World Health Organisation has recognised that the inclusion of emotional and mental health
as part of routine antenatal and postnatal care, and the integration of this care into general health care
settings, may allow access to better and more cost-effective interventions for a greater number of women
and families ®. However, closer attention to true, rather than modelled, rates of service utilisation, and
types of services with which pregnant and postnatal women engage, are vital for future evaluations of the
cost-effectiveness of perinatal depression screening or broader psychosocial assessment programs, as base
models have previously assumed that all women who are identified as ‘depressed” will go on to receive
extensive intervention ®2. Further research into the cascading impact of enquiry about past or current
mental health, referral and subsequent help seeking during the perinatal period on short- and longer-term

maternal health outcomes is also required.
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1  Table 1. Socio-demographic characteristics of women who experienced significant emotional

2 distress in the perinatal period (N=590)"

Characteristic n [%]
Age (years) M=34.8 (SD=1.4)
Partner status® Partner 553 [93.7]
No Partner 33 [5.6]
Missing/not stated 4[0.7]
Number of previous children None 139 [23.6]
One or more 451 [76.4]
Income management” Not difficult 304 [51.5]
Difficult 282 [47.8]
Missing/not stated 4[0.7]
Highest level of education University degree 333 [56.4]
Yr 12/Trade/ diploma 228 [38.6]
Year 10 or below 24 [4.2]
Missing/not stated 4 [0.7]
Area of residence® Urban 327 [55.4]
Non-urban 263 [44.6]
Background language ® English 556 [94.2]
Non-English speaking 30 [5.1]
Missing/not stated 4 [0.7]
Employment status © Employed 412 [69.8]
Not employed 176 [29.8]
Missing/not stated 2[0.3]
Hospital sector (index child) Private 291 [49.3]
Public 278 [47.1]
Other 11[1.9]
Missing/not stated 10 [1.7]
Infant age (months)? M=24.2 [SD=10.7]

21



10

11

12

" Experienced significant emotional distress during the antenatal period only (N=174), postnatal period only
(N=191), or both (N=225); ®Partner: ‘Married’ or ‘De facto’; No Partner: ‘Never married’, ‘single’, ‘widowed”’,
‘divorced’, or ‘separated’; ® Respondents were asked to indicate how they managed on their available income: item
re-coded so that a zero score (‘not difficult’) included responses of ‘not too bad” or ‘easy’, and a score of one
(“difficult’) indicated that income management was reported as ‘difficult some of the time’, ‘difficult all of the time’
or ‘impossible’; ¢ Based on the Accessibility/Remoteness Index of Australia score., re-coded as ‘urban’ (major city)
or ‘non-urban’ (regional or remote)®*; ¢ As reported at ALSWH 1973-1978 Cohort Survey 1 (1996); ¢ Employment
status at the time of the birth of the index child: item re-coded into two categories: ‘employed’ (full-time/part-

time/casual) and ‘not employed’ (looking for work/not in paid workforce); "Public (public hospital and birthing

centre); private (private hospital and private patient at a public hospital); %at survey completion.
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Table 2. Level of assessment and help seeking behaviours for women who experienced significant

emotional distress in the perinatal period (total N=590)"

Antenatal Postnatal®
Total N=398 Total N=380
N [%6] N [%6]
Level of assessment
Assessment with referral 103 (25.9) 121 (31.8)
Assessment without referral 213 (53.5) 202 (53.2)
No assessment or referral 82 (20.6) 57 (15.0)
Help seeking behaviours
Any formal health treatment” 187 [47.0] 238 [62.6]
Mental health professional 83 [20.9] 115 [30.3]
General Practitioner 109 [27.4] 162 [42.6]
Midwife (pregnancy) / Child Health Nurse (postnatal) 85 [24.1] 120 [31.6]
Medication 61 [15.3] 96 [25.3]
Day stay or residential parenting service n.a. 47 [12.4]
Hospital admission or emergency department presentation 16 [4.0] 17 [4.5]
Phone help line or internet 43 [10.8] 68 [17.9]
Partner / family / social networks 341 [85.7] 343 190.3]

Experienced significant emotional distress during the antenatal period only (N=174), postnatal period only

(N=191), or both (N=225); *0-12 months following birth; °Refers to services provided by a mental health

professional, GP and/or midwife / child health nurse, hospital admission or emergency department presentation, day

stay or residential parenting service (postnatal only) and/or medication use. Note: respondents may have received

more than one type of treatment — hence % totals more than 100%
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Table 3. Association of assessment of current and/or past mental health, with or without referral, on help seeking for emotional issues

during the antenatal period among women who reported experiencing significant emotional distress, by help seeking category

Antenatal (N=398)

Observed  Unadjusted Adjusted
Category of help seeking (outcome) Level of assessment N [%0] OR[95% CI] p-value OR[95% CI]? p-value
Assessment with referral 78 [75.7] 1 1
Assessment without 92 [43.2] 0.24[0.14,0.46 <.001 . .15,0. .
Any formal health treatment” [43.2] [ ] 026[0-150.45] <001
referral
Not assessed 17[20.7] 0.08[0.04,0.17] <.001 0.09 [0.04,0.24] <.001
Mental health professional® Assessment with referral 51 [49.5] 1 1
Assessment without 26 [12.2] 0.14[0.08,0.25] <.001 0.15[0.08,0.26] <.001
referral
Not assessed 6[7.3] 0.08[0.03,0.20] <.001 0.10[0.04,0.24] <.001
General Practitioner Assessment with referral 52 [50.5] 1 1
Assessment without 51[23.9] 0.31[0.19,0.51] <.001 0.28[0.17,0.48] <.001
referral
Not assessed 6[7.3] 0.07[0.03,0.19] <.001 0.07 [0.03,0.20]  <.001
Midwife Assessment with referral 31[30.1] 1 1
Assessment without 49[23.0] 0.69[0.41,1.18] 175 0.70[0.40,1.23] 217
referral
Not assessed 5[6.1] 0.15[0.06,0.41] .001 0.17 [0.06,0.48] .001
Partner/family/social networks ~Assessment with referral 92 [89.3] 1
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Assessment without 178 [83.6] 0.61[0.30,1.25] A77 = =

referral

Not assessed 71[86.6] 0.77[0.32,1.88] .569 = s
Phone help line / internet  Assessment with referral 16 [15.5] 1

Assessment without 20[9.4] 0.56[0.28,1.14] 110 = =

referral

Not assessed 7[8.5] 0.51[0.20,1.30] 157 = s

®Adjusted for sociodemographics, receipt of perinatal mental health information during pregnancy, perceived support to seek help for emotional health issues,
previous help seeking for mental health issues (not related to the index pregnancy). Information for “previous help seeking’ was drawn from ALSWH Young
Main Surveys 1-5 [1996 -2009]); ” Refers to services provided by a mental health professional, GP and/or midwife / child health nurse, hospital admission or

emergency department presentation and/or medication use; “e.g., counsellor, psychologist, psychiatrist.



Table 4. Association between assessment of current and/or past mental health, with or without referral, on help seeking for emotional

issues during the postnatal period among women who reported experiencing significant emotional distress, by help seeking category

Postnatal (N=380)

Category of help seeking Observed Unadjusted Adjusted
(outcome) Level of assessment N [%0] OR [95% ClI] p-value OR [95% CI]? p-value
Assessment with referral 109 [90.1] 1 1
Any formal health treatment” Assessment without 110 [54.5] 0.13[0.07,0.25] <.001 0.14 [0.07,0.27] <.001
referral
Not assessed 19 [33.3] 0.06 [0.02,0.12] <.001 0.07 [0.02,0.13] <.001
Mental health professional® Assessment with referral 79 [65.3] 1 1
Assessment without 31[15.3] 0.10[0.06,0.17] <.001 0.10 [0.06,0.18] <.001
referral
Not assessed 5[8.8] 0.05[0.20,0.14] <.001 0.06 [0.02,0.16] <.001
General Practitioner Assessment with referral 88 [72.7] 1 1
Assessment without 63 [31.2] 0.17 [0.10,0.28] <.001 0.18 [0.11,0.30] <.001
referral
Not assessed 11 [19.3] 0.09 [0.04,0.19] <.001 0.08 [0.04,0.18] <.001
Child health nurse  Assessment with referral 65 [53.7] 1 1
Assessment without 50 [24.8] 0.28 [0.18,0.46] <.001 0.28 [0.17,0.46] <.001
referral
Not assessed 5[8.8] 0.08 [0.03,0.22] <.001 0.08 [0.03,0.21] <.001
Partner/family/social networks Assessment with referral 113 [93.4] 1
Assessment without 181 [89.6] 0.61[0.26,1.42] .253 - -
referral
Not assessed 49 [86.0] 0.43[0.15,1.22] 114 - -
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Phone help line / internet  Assessment with referral 36 [29.8] 1 1

Assessment without 27 [13.4] 0.36 [0.21,0.64] <.001 0.36 [0.21,0.64] <.001
referral
Not assessed 5[8.8] 0.23[0.08,0.62] .004 0.23[0.08,0.62] .004

& Adjusted for sociodemographics, receipt of perinatal mental health information 0-12 months following birth, perceived support to seek help for emotional health
issues, formal help seeking for emotional issues during the index pregnancy and previous help seeking for mental health issues (not related to the index
pregnancy); Information for “previous help seeking’ was drawn from ALSWH Young Main Surveys 1-5 [1996 -2009]); "Refers to services provided by a mental
health professional, GP and/or midwife / child health nurse, hospital admission or emergency department presentation, day stay or residential parenting service
and/or medication use; ‘e.g., counsellor, psychologist, psychiatrist.
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