- Reducing public stigma
- Raising awareness about PMHPs
- Increasing societal support 
-From a focus on individual level to community level factors
-From infant-centered care to family centered care 



- Multiple occasions to assess perinatal mental health (e.g. early pre and postnatal interviews) 
- Integrating PMH into standard perinatal healthcare 
- Common culture / common language
- Shared training sessions
- Midwives’ role as frontline providers to discuss perinatal mental health
- Coordinated care by midwives trained in perinatal mental health
- Clear and simple referral pathways
- Supervision / feedback from mental health providers 
- Continuity of care
- Universal screening 
- Dedicated time to assess perinatal mental health 
- Access to reactive specialist mental health services





- Person-centered perinatal healthcare *
- Collaborative and trusting relationships 
- Non judgmental and empathic relationship *
-Provider’s initiation of discussions about mental health 
- Shared-decision making




- Initial and continuous education
- Attitudes towards their role in perinatal mental healthcare
- Negative professional experiences 
- Fear of being intrusive 
- Knowledge 
- Communication skills / distress management 
- Beliefs and attitudes towards perinatal mental health problems
- Behavioral intent
- Personal experience of perinatal mental health problems / professional experience of caring for parents with perinatal mental health problems 
- Multidisciplinary work
- Clear and transparent communication / trusting relationship between health providers 
- Workload and time 

- Negative experiences of perinatal healthcare*
- Experienced / anticipated stigma* 
- Considering parents' experience and preferences in perinatal healthcare*
- Empowering parents in perinatal healthcare*
- Fathers with PMHP
- Parents working as health providers or social workers *
- Parents with serious mental illness or autistic parents (need for additional recovery-oriented support) *

* Theme identified only by persons with lived experience
Essential competencies for midwifery practice
Figure S1: System-level representation of results



Supplementary table S1: recruitment strategy and procedure

Recruitment strategy 
Health providers were recruited through three perinatal health networks in the Auvergne Rhône-Alpes region and a group of experts in perinatal mental health (PMH) in the Ile de France region. An advert was distributed through the social media of Maman Blues, an association of persons with maternal distress, to recruit persons with lived experience of PMHPs. Women with SMI and autistic women were recruited through a center for psychiatric rehabilitation from the REHABase network. Eligible participants in the patients’ group were adults (age >18) with lived experience of PMHPs (self-identified) or a confirmed diagnosis of SMI (schizophrenia, bipolar disorder or major depression; DSM-5; APA, 2013) or autism spectrum disorder (hereafter referred to as autism; DSM-5, APA, 2013). Eligible participants in the HPs’ group were obstetric providers (OPs; midwives and obstetricians), childcare health providers (CHPs; pediatricians, general practitioners, pediatric nurses, childcare assistants) and mental health providers (MHPs; child and adolescents (C&A) psychiatrists, adult psychiatrists, psychologists, mental health nurses, social workers). The relevant Ethical Review Board (CPP-Ile de France I) approved the appraisal protocol on March 10, 2020 and all participants gave informed consent. 

Procedure 
Researchers’ own position, views and opinions can influence the research process (Finlay, 2022). We thus used a participatory research design (i.e. co-production by academic researchers and a co-researcher with lived experience as equal partners; Egid et al. 2021) and adopted a reflexive position from the inception of the project to ensure that researchers’ feminist convictions did not dominate the study design or data collection and analysis. Nine focus groups (4 groups of OPs, 3 groups of MHPs and 2 groups of CHPs) and 24 individual interviews were conducted for a total number of 84 participants. To capture the complexity of the topic and to facilitate participants’ expression on sensitive information (i.e. their personal experiences, views, feelings and attitudes; Kruger et al. 2018), we conducted in-depth individual interviews for PLEs and separate focus groups for HPs according to their type of practice (i.e. OPs; CHPs; MHPs). Given the pandemic context, most of the individual interviews and focus groups were conducted online using secured video-conferencing solutions. 

Focus groups are group discussions where the moderator uses a semi-structured group interview to ensure that the discussion remains on the topic of interest. Apart from this artificial structure, efforts were made to create a group environment as close as possible to a naturally occurring social interaction. Participants were asked the same set of questions in the individual interviews and in focus groups (see Supp. Table 1 for the semi-structured interview). Participants were asked about their personal experiences, views, feelings and attitudes towards PMHC and more specially towards the care of perinatal depression. They were encouraged to formulate their ideas on how to improve PMHC. For this study, we made a focus in the qualitative analysis on midwives and other perinatal health providers’ education / training needs in PMH. General information was recorded for PLEs (age, gender, education, marital status, number of children, psychiatric diagnosis) and health providers (age, gender, profession, type of practice, e.g. hospital or private practice, duration of professional experience and confidence when caring for patients with PPD). After participants consented to participate and agreed to the recording of the session, discussions lasted around 2 hours. Individual interviews and focus groups were conducted by at least two members of the research team, video and tape recorded and fully transcribed. To ensure participation of all participants of the focus groups, the 2nd moderator regularly invited those who did not spontaneously contribute to share their experience, thoughts and feelings about the topics covered. The first author checked the final transcription against the recordings. 

Data analysis
For the thematic analysis, we used an inductive, rather than theoretical, approach to qualitatively analyse the data (i.e. “bottom-up” identification of themes; Braun & Clarke, 2006). More specifically, we followed the six-step process by Braun and Clarke (2006): researchers familiarized themselves with the data as a whole, generated initial codes, searched for themes, reviewed themes, named each defined theme and produced the final report. Themes were refined by re-examining the coherence of data codes within each theme and the validity of each theme in relation with the whole dataset (Braun & Clarke, 2006). 



Egid, B. R., Roura, M., Aktar, B., Amegee Quach, J., Chumo, I., Dias, S., et al. 'You want to deal with power while riding on power': global perspectives on power in participatory health research and co-production approaches. BMJ Glob Health. 6(11), e006978 (2021). doi: 10.1136/bmjgh-2021-006978. 


Supplementary Table S2. Semi-structured interview

General information (health providers):

-Gender: 
-Age: 
-Profession:
-Duration of professional experience:
-Type of practice (hospital, private practice, territorial practice):

-Did you care for a patient with peripartum depression within the 3 last months?
How do you feel when caring for patients with peripartum depression? 


Not comfortable at all     Rather uncomfortable        Neutral                  Comfortable    Very comfortable 


General information (patients):

-Gender: 
-Age: 
-Education:
-Marital status
-Number of children:
-Psychiatric diagnosis: 


Semi-structured interview :

1. With respect to a recent - positive or negative - experience, could you tell us what happened? What challenges did you face or anticipate and what helped you?

Subsidiary question 
2. What would you expect from e-health tools (e.g. a mobile application) dedicated to parents and health providers? 

Supplementary table S3. Why improving education in perinatal mental health and who should be trained? (bold figure in Table 2) 

	A topic becoming suddenly concrete
Occurrence later in the perinatal period than obstetric / neonatal complications

























Perinatal suicide ideations: a blind spot for midwives (something midwives don't have in mind)








	
Midwife 21 [female, 38 years old]: "postpartum haemorrhage is a leading cause of mortality, we realize that… well, that’s with us within the service. Whereas suicide occurs finally weeks, months, or even in the first 1000 days, well, in the next 2 years, and when you are a hospital midwife, you will never be aware of it. And so that’s invisible for us. [...] but that we could have some kind of feedback on whether there were perinatal deaths in the first two years. I don't know how that could be possible, but to be aware" 
Midwife 20 [female, 37 years old]: "It was all very vague until recently, because I remember a woman who, during her stay, we hadn't really seen anything wrong with her, everything was fine, her baby was in the neonatal unit. And actually, we learned that that was not ok because one day her partner phoned the neonatal unit to say "That’s not ok, my wife is hallucinating". We knew she had decompensated, but we wouldn't have known at all if her partner hadn't called the neonatal unit. So that remains very vague. And as midwife 21 says, we don't have this notion that there are so many people who could afterwards be in trouble. Because you see them over the 3 days of the stay and you don't necessarily see them behind, especially when you're only doing inpatient care"
Paediatrician 1 [female, 54 years old]: "Well, that's true that actually we don’t have that many real acting outs. Well, we had some, I couldn't say how many. We had some mums who have attempted it [suicide] with medication or things like that. The ultra-catastrophic situation I told you about earlier was a shaken baby situation. So a mum who was sign posted [...] in fact, she shook the baby almost immediately after maternity discharge. He cried and that was that. With all the dysfunctions you can imagine, the phone call to the fire department: "the child is crying", "but Madam, it's normal, children cry", and that sort of things. So there is indeed the fear for the mother and the fear for the children. And I've come across situations...well, not necessarily in direct perinatal periods, but we've had situations where mothers or families have acted out. And then there's the fear of mothers who actually disappear. Typically, mums come in every day, or on a regular scheduled basis, and then suddenly disappear from the screen. So we call, we try to contact the families, the mums, and that usually creates a lot of anxiety. But we've been very lucky, we've had very few real acting outs. At least in my personal experience."


Midwife 26: “I don’t have it in mind at all. I don’t think to discuss it. Except of course if she evokes dark thoughts during postpartum care. […] Well, unless she discloses immediately dark thoughts, […] I wouldn’t have discussed that with her” 
Midwife 26 [female, 52 years old]: “very frankly, I don’t think about it [suicidal risk]! […] Because that’s not my domain.” 
Midwife 20: (speaks calmly but rather rapidly. She accompanies her words with hand gestures) “Well, I think we're also helpless because there's still something that's not concrete for us.”
Midwife 24 [female, 35 years old]: “that’s not so much that we don’t want to ask it or that we’re afraid to ask that question [suicide ideations], well, for me, that’s my romantic side, a bit naïve, that’s no [laughs]. Unless, as said earlier midwife 26, the woman expresses it clearly and from that moment, we’ll put all in stage for the care” 
Midwife 19 [female, 60 years old]: "The results of the last survey obviously (inaudible) shocked me a bit (inaudible). As it happens, I don't know what to do about screening. I think it's something different. I'm not really convinced that we can detect suicide risk. I’ve been confronted to 2-3 situations where the women said it, where things were told so there you go, we took care of it. But when it comes to acting out... I'm thinking of a patient I saw this week who told me she planned it, following a perinatal bereavement. Now she's pregnant again, and she told me that when she found out she was pregnant, it was a week before the day she planned her suicide. And she told me about it in a way that chilled me to the bone. I know she told me the truth. And she told me how planning her suicide had been an opportunity for her to somehow get better. And at that point, I obviously thought again about all that and that was a woman who was extensively supported in her bereavement, who had been referred, who had seen a psychologist. She was in the loop, not a lady who had "slipped through the cracks". And every detail was clearly planned for her. So that’s a subject I've been thinking a lot about since the results of the survey, which was reactivated by this meeting I had with her this week, and on the notion of detection and prevention, I don't know. I wonder." 


	Increasing awareness of PMHPs - but different timings and ways of becoming aware between parents and non-MHPs 
Increasing awareness of PMHPs in the general public















A consumer-driven change  





















Increased awareness of PMHPs sometimes came at a shock for HPs who weren't aware of the extent of the issue 
- Finding out about a history of perinatal depression months or years later 


















- Epidemiological studies / national reports 












- Traumatic experiences in HPs related to suicide ideation or suicide during pregnancy or the early postpartum
















Increased awareness sometimes results from personal experience of perinatal healthcare and / or PMHPs



	

Psychiatrist 2 [female, 34 years old]: "I have the impression that today, whether my relatives, the people I meet who are not from the field, etc., when we talk about postpartum depression, they know better that we are talking about a disorder, that it's frequent, that it exists, etc. Finally, I have the impression that it is indeed identified, in educated environments of course, but that it is still better identified." 
Mother 4: “I feel no shame on the topic and that’s why I try a bit… well, if I accepted to do this with you today, that’s because I wish it could improve for women. Even if I observe that it has already improved over 7 years. Anyway, it has evolved. And I see it, a lot of things happen. […] The speech is freed, even…”
Psychiatrist 2: “and you see now that for instance depression in the general population, that’s a topic that is much less taboo” 
Child and adolescent (C&A) psychiatrist 3 [male, 49 years old]: “Depression is a theme that has been popularized for 2 years. […] Women come more easily. […] Women come for that reason and talk very spontaneously about […] suicidal ideations. Or women we screened and finally who are not cared for and call back telling “I know I have your contact details, I’m not going well at all, otherwise I’ll throw myself through the window, I have to come seeing you” 


C&A psychiatrist 3: “I think health providers will change too because the general public will talk about that. […] Depression is a theme that has been popularized for 2 years. […] Women come more easily. […] Women come for that reason and talk very spontaneously about […] suicidal ideations. Or women we screened and finally who are not cared for and call back telling “I know I have your contact details, I’m not going well at all, otherwise I’ll throw myself through the window, I have to come seeing you”. […] I have the impression, now that there is a movement. […] I don’t feel it was so spontaneous five or ten years ago, anyway, so supported by service users” 
Mother 2 [36 years old]: “I think that change comes from patients once they’re able to take hold of their experience and to transcend it” 
Psychiatrist 2: “I think things will progress anyway, […] you’re all concerned by heaps of research topics, clinical, authorities, whatever you want, and we struggle for showing the importance of that thing, both at the national level and at the international level. I have anyway hope that frontline providers would be more and more alerted and trained to that issue and that we wouldn’t have to train them in the field anymore, and the general public too.” 
Psychiatrist 2: “I think that today, there is something much more acceptable and much more known on that, and I think there is an important work that is currently done on perinatal psychiatry in particular, and peripartum depression that’s let’s say, the emblematic thing of perinatal psychiatry.” 
Psychiatrist 2: “We feel that people understand what we’re meaning, that’s clear, people hear that baby blues is not the same thing than depression, whereas […] when I defended my thesis on depression, my relatives used to tell me “ah ok, you’re working on baby blues”.” 




Midwife 24:"The delivery went well, and breastfeeding went well too. I saw her for her perineal reeducation. And then afterwards radio silence until her 3rd pregnancy [...] the in-between time in fact, the radio silence I didn't have, actually that was a huge post-natal depression." 
Midwife 14 [female, 45 years old]: “What really strikes me is when you see them again for subsequent pregnancies and we see the distress that occurred, where they have struggled for weeks, months..." 
Psycho1: "They may come back to this during another pregnancy." 
Paediatrician 2 [male, 74 years old]: "these traumas are often not told at the time of the delivery and all, but very often when I see them again a long time, even years later, when you unroll and pull on the thread, well then there is the whole ball of yarn that comes, comes, comes. [...] at some point there is a kind of small psychological or psycho-affective opening in the mother and on the occasion of a behavioural disorder in the child, there is an absolutely incredible unwinding."
Midwife 1 [female, 51 years old] “we often ask ourselves about postpartum depression during the next pregnancy. […] There is a period of emptiness for women in postpartum between the end of the private practice midwife’s care and the 1st appointment with the general practitioner [GP]. There is a moment when we’ve the impression they have no monitoring. Perineal reeducation is over, they don’t see their private practice midwife anymore and they’ve contraception, they return to work, they haven’t seen their GP yet and thus there is no one at this moment and that’s when it happens. And so that poses the question of the continuity of care.” 


Midwife24:"Afterwards, that's true that it was highlighted by this study, and that's true that I myself was surprised at the time, at well... at what came out of it, because I hadn't realized the extent of it, in fact." 
C&A psychiatrist3: "When we embarked on systematic screening, I recognize that for me it was mainly for epidemiological and descriptive purposes, to mobilize professionals by saying 'look, that’s really a subject'. And we now have 2 years of hindsight" 
Midwife 19: “The results of the last survey obviously (inaudible) shocked me a bit (inaudible). As it happens, I don't know what to do about screening. I think it's something different. I'm not really convinced that you can detect suicide risk.”
Psychiatrist 2: “We can see that we're in a fairly positive dynamic, with a heap of projects emerging and a growing awareness.”


[bookmark: _Hlk172899027]Midwife 5 [female, 58 years old]:"The most traumatic experience of my career was a story that ended tragically with the suicide of a 7-months pregnant mother.”
Midwife 19:"I’ve been confronted to 2-3 situations where the women said it, where things were told so there you go, we took care of it. But when it comes to acting out... I'm thinking of a patient I saw this week who told me she planned it, following a perinatal bereavement. Now she's pregnant again, and she told me that when she found out she was pregnant, it was a week before the day she planned her suicide. And she told me about it in a way that chilled me to the bone. I know she told me the truth. And she told me how planning her suicide had been an opportunity for her to somehow get better. And at that point, I obviously thought again about all that and that was a woman who was extensively supported in in her bereavement, who had been referred, who had seen a psychologist. She was in the loop, not a lady who had "slipped through the cracks". And every detail was clearly planned for her. So that’s a subject I've been thinking a lot about since the results of the survey, which was reactivated by this meeting I had with her this week, and on the notion of detection and prevention, I don't know. I wonder." 
Paediatrician 1: "We had some mums who have attempted it [suicide] with medication or things like that. The ultra-catastrophic situation I told you about earlier was a shaken baby situation. So a mum who was signposted [...] in fact, she shook the baby almost immediately after maternity discharge.” 


Mother 2: "I think that theme isn't easy to catch for providers, depending on their sensitivity, what they experienced themselves, on how far away their core target is... well, a general practitioner deals with many issues and maybe postpartum depression isn't one in which he is most trained and most comfortable" 
Mother 1 [33 years old]: “Even I as a nurse, I don’t know if that’s because I experienced a postpartum depression that I pay more attention, because besides, we see a lot of pregnant women.” 
Paediatrician 4: "the mother [...] can't care for her baby because her stomach hurts, she can't get up. That's exactly what I experienced. That's extremely guilt-inducing not to be able to care for your baby in the first 48 hours." 
Paediatrician 4: “Should the father not being allowed to stay and then that’s a disaster. And should the midwife say, and this is a personal experience, "well then, if I understand well, you want to keep your baby again tonight?". "Yes, that's my baby!". Because, actually, I was bothering her by saying I was keeping my baby. It wasn't normal, I had to rest, I had to stay in bed all alone, waiting for the pain to subside and for someone to take care of my baby for me. [Ped3 agrees] That's it! That's a true story! [Laughs] So it's understandable that indeed things aren't going well, and that breastfeeding is very complicated, because I had that too afterwards.”  


	Multiple occasions to discuss PMH 










- During pregnancy 






























































- In postpartum care

	Mother 2: “And maybe an interview guide or a questionnaire to be completed by the woman, well, a support of discussion for all providers who don't dare to open the discussion. […] our health system in France results in women meeting some providers. That’s not a system where a woman experiencing her postpartum depression, experience it alone, without any interaction. […] Which is pretty good news for me because that means there for these providers to grasp this question. Except that, at first glance, these occasions are actually not oriented towards these questions. You’ve the postpartum visit, in which you’re told about your episiotomy scar, but finally we could discuss something else, you’ve all the visits to the paediatrician, all the lactation consultations. There are many occasions for women to connect with providers.” 


[bookmark: _Hlk172899005]Midwife 13 [female, 40 years old]: “I do couple childbirth classes. So, I discuss these topics and they both hear the same speech. And when it’s possible, he can attend to the early prenatal interview”. 
Psychiatrist 2: “that it would be part of the information, just like we will inform women on Guthrie or breastfeeding if they wish to lactate, well, that it would be part of basic information and even very early, at the early prenatal interview, that there would be an information on peripartum depression that would be delivered, in itself, it would really be a very important leverage.”
Psychologist 3 [female, 60 years old]: “how could we do to make these young pregnant women know that that’s not the dreamed life, that pregnancy is not a bed of roses, that envisioning a baby in a family, that’s not all rose and that’s normal, and that maybe they can discuss this with providers” 
Midwife 14: “during pregnancy, we indeed really have the chance to have… well, we have childbirth classes, we can conduct interviews… I think there are really many things that are already proposed to everyone. So finally, well, you can support her on pseudo-normality without stigmatizing her or giving her the impression that we label her, so maybe she would accept it more easily.”
Midwife 14: “Well, during pregnancy, there's at least monthly follow-up in place. So that's true that we lose sight of them less [...] we see them at least once a month, if not more. [...] it's less difficult during pregnancies. But that’s not necessarily well identified” 
Midwife 14: “we manage more easily to introduce a psychological follow-up during pregnancies compared than during the postpartum, where they’re already not well, they’re worried […] I think that during pregnancy, we sometimes manage a little better to discuss this with them. […] The baby is not there yet.”
Psychologist 6 [female, 39 years old]: “I think there is still awareness to conduct […] of these mums too, through childbirth classes. Anyway, midwives talk now more about this. […] to make some pedagogy or training, to be able to say to mums, well, to make difference between baby blues and postpartum depression. Well, that’s a speech I can regularly have in postpartum care. […] there is all that prevention work that is interesting.”
Psychologist 8: “there is anyway more antenatal detection […] it would be interesting that there would be more systematic information to women, once they are hospitalized in a maternity, monitored, that they would be given a document saying, “well, this kind of things can happen, if that’s the case you can contact…” […] maybe a broader information at this level and to tell these women where they could go in case of necessity, or if they have these symptoms. I think it could be really important to broaden it, let’s say” 
Midwife 26: “we should talk also of all those who could be detected by the early prenatal interview, but to my mind that’s not developed enough. But after, we all do what we can […]. So I think there are small indicators that we miss, and that’s also women at risk. As I said earlier, those very at risk are clearly identified and the pathway is relatively clear and there are others, and that’s true that the early prenatal interview lacks painfully in those cases.” 
Midwife 19: “There is the early prenatal interview, but also childbirth classes […] with fathers, the work that could be done around fathers, in fact for raising awareness among them […] we discussed systematically baby blues and what patients could feel when coming back home.” 
Mother 1: “to discuss that beforehand. […] I followed all childbirth classes, and well, I did not hear about that. Anyway not enough so that stays in my ear. So, yes, discussing that beforehand, more at the midwives and obstetricians’ level, even discussing that every time.” 
Mother 1: “I think it would be important that is should be done…, well, like a childbirth class. That should not be put in the middle of a class. I know me I wouldn’t have listened. Because you don't want to hear these things, you don’t want to hear what can go wrong. Well, so… it depends on persons, but I think it should really have been stipulated… even in mandatory. To say, “mums have to listen that”. 
Midwife 27 [female, 34 years old]: “Actually, I think that’s also interesting to discuss that during childbirth classes […] that’s interesting to have discussed that in the antenatal period. Under the topic of postpartum. […] for me that’s an important information.” 
Midwife 16 [female, 50 years old]: “Maybe discuss that more during the antenatal period? […] Because in that situation, sometimes it’s a bit aggressive to tell them like that about the psychologist.” 
Mother 4: “you don’t have the instructions for becoming parent. Like during childbirth classes, well I couldn’t do it, but that prepare us to childbirth and a little to breastfeeding, but that could also be during childbirth classes. One session, during which you do prevention, awareness, on what is motherhood? That’s not all happiness, etc. And to discuss the great moments of happiness and the great moments of sadness. To avoid a little that emotional lift” 
Mother 4: “I think that in maternities, well not only in maternities but since the 1st consultations during pregnancies, once you know that the baby is kept, that’s midwives who should do this work during pregnancy follow-up, to talk, to evoke difficulties… well, not the medical difficulties of childbirth, well, there’s a lot too, but at least, you can’t see all, the psychological difficulties in the first months postpartum. But I think that should be since the first consultations.” 


Psychologist 6: “the perineal reeducation […] that’s really the ideal moment to detect them and to orient them too” 
Midwife 12 [female, 54 years old]: “Or maybe discuss the signs of depression with these mums, […] telling them they can receive help in the case that occurs. Anyway, being able to discuss these signs beforehand during postpartum care, e.g. when we do the preparation to the return at home. […] we still don't have much the full network, but maybe discuss more this topic in the advices for returning at home in the maternity and connect with other providers. […] and free them from guilt.” 
Midwife 16: “regarding discharge, we have a small maternity booklet where we discuss the possibility to consult a psychologist if coming back to home would happen to be difficult” 
Midwife 26: “during the postpartum care, […] I also tell them the signs. Meaning that it could be insidious, “beware, if you’re experiencing low mood, if you cry a lot, if…”. And when the dad is there, I tell it to him, “beware, sometimes she can’t realize it”.”
Midwife 12: “I always try to tell them that if they don’t feel good in postpartum […], they shouldn’t hesitate to contact providers […] a psychologist, […] their GP or the private practice midwife […], or the PMI [maternal and child protection]” 
Psychologist 1 [female, 49 years old]: “when I allow myself to discuss this with women even before something happens […] that’s when they tell me about postpartum blues. […] that’s a moment that could be about prevention.” 
Nurse 1 [female, 46 years old]: “informing mums, […] like that it’s exhausting […] maybe they could a little more turn to health providers, saying, “I heard about this, and I believe I have the symptoms”.” 
Mother 2: “at first glance, these occasions are actually not oriented towards these questions. You’ve the postpartum visit, in which you’re told about your episiotomy scar, but finally we could discuss something else, you’ve all the visits to the paediatrician, all the lactation consultations. There are many occasions for women to connect with providers.” 
Midwife 17 [female, 36 years old]: “there is perineal reeducation. And as that’s often realized with midwives, well, we can intervene. […] we can use that tool to allow telling yourself, “well, you don't have an appointment immediately with your psychiatrist, but still, you’ve a health provider who is there and well, you tell him about the baby, and she knows a little the topic”. 



	Who should be trained?
Midwives: key providers to detect and refer parents with PMHPs



































Paediatrician’s and other HPs’ role in PMHC








































Role of anaesthetists
               - Empowering when supportive  








- Negative experience when not supportive 


























Training nonspecialized psychiatrists




































Midwives, general practitioner and mental health providers have positive attitudes towards screening and / or referral 


































Paediatricians have more contrasted attitudes towards screening / the use of screening tools  

















































Midwives have more negative attitudes towards their role in screening for suicidal ideations or supporting women with serious mental illness (SMI) 




















	
Midwife 4 [female, 34 years old]:"as midwives we detect a lot patients and we can really propose the right team and the right follow-up." 
Midwife 19: "Personally, I think that midwives have indeed been identified as providing care at all stages of the care pathway for many years now. Whether that's in antenatal, with the tools that have been put in place like the prenatal interview, which is quite clearly identified as a tool for that. For that global care. And so that we could ask the mums about how they are experiencing their pregnancy from every point of view. And the fact that we're a medical profession, that we provide medical care, gives us a support that I think is interesting for exploring all domains, if only when we're conducting interviews, but also during pregnancy consultations. Simply with our little initial questionnaire, even when asking about medical history." 
Paediatrician 2 [male, 74 years old]: "Apparently, every woman has a referent midwife when leaving the maternity, I didn't know that existed. But at the limit, maybe she’s the most easily identifiable provider, and to me, there are still some midwives. [...] GPs aren’t there anymore, paediatricians even less." 
Paediatrician2: "Then, about midwives, a quick word here too. They now see newborns 4 times in the 1st month. I often find true that they may lack a bit of a framework, and even for things as basic as breastfeeding, which they know much better than I do, probably that they also have a role to play. Well, they are quite open because they asked us for training on these 4 visits, which are very important but that we can’t do ourselves, there aren't enough of us. Same for generalists. I think that on this side there is probably a screening mission to be implemented."
Psychologist 6: "For me they really are frontline providers to detect. With paediatricians and GPs, but I find that the midwives" 
Midwife 17: "there is the perineal reeducation. And that, as it is often done with midwives, well we can intervene. We can also use this tool to say "well, you don't have an appointment with your psychiatrist right away, but you still have a health provider who is there and there you go, you talk to her about the baby, and she knows a bit about the subject". 
Mother 4: “I think that in maternities, well not only in maternities but since the 1st consultations during pregnancies, once you know that the baby is kept, that’s midwives who should do this work during pregnancy follow-up, to talk, to evoke difficulties… well, not the medical difficulties of childbirth, well, there’s a lot too, but at least, you can’t see all, the psychological difficulties in the first months postpartum. But I think that should be since the first consultations.” 
Father 1: "Finally the midwife, that was just the beginning, really the primer.” 
C&A psychiatrist 1 [female, 52 years old]: “I was thinking about midwives’ training in mental health […] a real training like what’s currently done in England. […] Something professionalizing to support and anyway to have the opportunity to screen pregnant women.” 


Paediatrician 1: “With all the dysfunctions you can imagine, phoning the firemen, “baby is crying”, “but, well, Mrs., that’s normal, children cry”, and all that kind of things.”
Mother 2: “I think providers are afraid of maternal difficulty. I think there would be a lot of things to do to demystify.” 
Paediatrician 1: "I share the essential role we play with the PMI [maternal and child protection] nurse coordinators" 
Psychologist 1: "this is where paediatricians, when they are sufficiently sensitive and attentive, also have a role to play [...] SEVE network" 
Paediatrician 2: “I don't think I'm relevant enough in the context of depression, it seems to me." 
General Practitioner (GP) 1: “that’s also the need for training as well childcare nurses, midwives or doctors” 
Obstetrician 1 [female, 32 years old]: "the care network, the midwifery network, that’s a long story in Valence, and (...) our child psychiatrist (...) waved that work on the importance of a midwifery network, trained the providers to screening, and did all this underground work."
Paediatrician 4: “Well, I don’t know if midwives are well trained on postpartum depression. Probably more than us.”
Psychologist 3: "Referrals are made [...] either by the PMI, or by the GP, sometimes already by internal services: the obstetrician who detect things [...] midwives" 
Psychologist 2 [female, 40 years old]: "I said midwife, but it can also be obstetrician." 
Psychologist 1: “the paediatricians”
Psychiatrist 1 [female, 43 years old]: “the PMI [maternal and child protection]”
Nurse 1: “the GPs too”
Mother 1: "It was really my osteopath who got in touch with my midwife, who directly called the service that took me in". 
Mother 1: "My daughter's osteopath [...] asked me a question: 'How are you doing? And then I collapsed! [...] She was the one who took care of everything. Well, she sent me to the emergency room." 
Psychologist 8: “in populations a little more all comers, better socially inserted and all that, I find there is a real concern, meaning that even in terms of prevention. I think about a patient who was hospitalized to the mother baby unit and who explained me that in fact her baby had a stroke on his first day of life. Following that, parents were anyway relatively weakened, and apparently they weren’t told at all that if there were difficulties, they could maybe contact this or that service. […] and finally these parents went out their way to call out providers around them and each time resulting in something like a banalization of what was happening, telling them, “but that’s normal”, and she finally found herself the hospital, contacted us and she was hospitalized. She had a relatively severe, well, postpartum depression.” 
Mother 1: “I try to contact the PMI […], “that’s normal to be tired. As all mums, you’re tired. You should sleep at night” […] frankly, I had the impression to bother them” 
Psychologist 4: “who saw the paediatrician that day, who told her […], “but postpartum depression, all is about that nowadays, as if that was terrible to have a child”. Except that she didn’t know she was talking to a mum who was very, very unwell, and who consequently did not feel authorized to tell she was not going well…” 
Mother 3:"I explain to her that I don't have any love for my babies, and she tells me that it's a myth, that there isn't necessarily love at first sight, that’s something we'll have to work out. I say to myself 'okay' [shaking my shoulders]"



Mother3: "The anaesthetist is so nice, he tells me what position to put me in. He puts his forehead against mine so I can push with my forehead if it hurts during the injection. We actually hold hands. So it's a very connected moment with that anaesthetist, whereas I had the preconceived notion that "anaesthetists are cold people. [...] He plays jokes on me, he's really nice. [...] And he tells me «Well ok, the epidural worked well, that's already good news because sometimes it can only take on one side or not at all. Let's carry on like this, you're going to meet your two jewels, you're going to be on your top, trust me, etc." And off he goes again. And that's when I tell myself, "Come on, it's okay, he gave me a boost" 


Mother3: "The anaesthetist (...) told me "(...) you had a sensitivity to pain that we hadn't assessed". I said, "What's sensitivity?" She said "well, in fact, there are some people for whom anaesthetics don't work". I told her "that's not true. Because when I had the epidural, I really couldn't feel anything. From the navel down, nothing (...) You're talking about sensitivity, what's the difference between sensitivity and pain?" She told me «Sensitivity is feeling, and pain is that it exists", she didn't say "that it really exists", but in fact "that it's neuronal". And I said, "But did you hear me screaming? Have you heard me beg? You've heard me beg?" (...) And in fact, when she told me about sensitivity, I told myself that they actually thought I was making movies, like they thought women did before giving birth in the screams I heard through the birthing rooms." 
Mother3: "And then we get to the operating room, and I tell her "I'm sorry, but I can feel my legs". And she says, "Oh no, that's not possible. Considering the epidural you had". I told her «Yes, yes, I can feel my legs". She gave me the ice cube test and I can feel it. She says, "Okay, we'll give you another dose. They put on the surgical drape and so on. And then they attack. And I feel the scalpel opening, and I scream and say "I told you I feel my legs, I feel my legs". And then I hear "did you add anaesthetics?” 
Mother2: "The anaesthetist came, I had an epidural, um... I could still feel everything, so I reported it, but not to complain necessarily, but to find out if it was normal or not. He came back and gave me a 2nd dose. Well, maybe I should have waited for it to take effect [smiling tightly]. But all of a sudden I found myself completely paralyzed, with no feeling left." 
Mother2: "I found myself in a recovery room with an anaesthetist who was on Facebook. I'd been given back my glasses. Someone who didn't talk to me. So I didn't talk to him either, I didn't ask any questions. Anyway, I was flabbergasted. And after a while I said, "What are we really waiting for? [laughs]. He said, "But Mrs, we're waiting for your feet to move." It didn't seem real to me. I mean, I'm not from the medical world, so he would have told me «We’re waiting for your grandmother to go around the hospital 3 times with a bunch of bananas", and I would have said "ah, ok, very good! [laughs] So after a long time, I said 'well my feet are moving'." 


C&A psychiatrist 3: “There is the issue of access to care, and the problem is that the basic skills of adult psychiatrists and child and adolescent psychiatrists do not allow them to develop an activity because they don’t have enough volume and thus, they don’t have skills and… at the end that remains undetected. The lack of basic skills results in forgetting these situations. […] Adult psychiatrists don’t know the resources and they don’t have the sensitivity. So, well, they monitor them otherwise or they don't monitor them.” 
Mother with serious mental illness (SMI) 7 [31 years old]: “Psychiatrists in general, they don’t know that much.” 
Psychologist 3: “she went to a psychiatrist […], “it’s not going well, with my baby. I’m not feeling good”. But I think that given this psychiatrist was not trained to this issue, told her, “Well, everything is going well”. So, her request was rejected. […] Because she went to the right place and was not listened.” 
Psychiatrist 3 [female, 32 years old]: “I work in child and adolescent psychiatry [C&A psychiatry] but I’m the only adult psychiatrist. I’m exclusively affected to the maternity and replacing me is a huge problem. […] So, when I’m not there that’s very complicated and I … Well, I understand it as a great anxiety from my C&A psychiatrist colleagues because they’ll have to deal with mums and that’s very technical. […] Meaning, yes, that’s very specific so that demands to be equipped for that specificity, and at the same time, sometimes that’s accessible too and I tell myself, “In fact, we could know how to do the minimum”. 
C&A psychiatrist 3: “There is an issue with mental health providers’ skills, who at the end see too few babies, in particular in C&A psychiatry to avoid… they see many adolescents, a few 6-12 years, very few babies. So, they don’t have the time or the resources to develop specific skills. And it we stay in a “sector” logic, that will not be able to correctly develop itself.” 
Psychologist 8: “indeed the colleagues in C&A psychiatry and all that, don’t see enough people to, well I think, unless by personal interest, to develop those skills.” 
Psychiatrist 2: “Yes, and similarly in adult psychiatry. Adult psychiatry, anyway, there is a rejection of mothers’ peripartum care saying, “oh no, that’s a mess, I don't know how to do it, that’s complicated. There is a baby in the belly so psychotropic drugs I don’t know, the interactions, I don’t know, that’s very complicated”. I say that when I teach classes, “interactions, that’s first looking at what is happening.” […] There is also some very basic things that are within the reach of anyone. But as says Psychiatrist 5, when you’re not regularly confronted to the situation, you’ll not participate in training, rise your skills on that topic, because at the end that doesn’t correspond enough to your activity.” 
C&A psychiatrist 3: “Maybe that's thanks […] to the training. Because after all, that’s better than the liaison psychiatrist who does rheumatology, endocrinology and then goes at the maternity to say, “she’s not delusional, she’s not suicidal, so I’m leaving”. That’s not at all what is asked.” 
Psychologist 6: “we’ve been confronted to a gap between what we can detect with our education as childcare providers and adult psychiatrists, who indeed don’t share the same concern as us for the baby”
Psychologist 6: "psychiatrists who will also minimize, perhaps, the mother's distress, the impact on the baby." 


Midwife 21: “After I think that screening during the postpartum […], an update of my knowledge regarding the screening, whether when I open the peripartum file, ask the good questions… […] telling myself: “yes, but of course, I have to ask to all my patients, systematically”. And noticing that I’m getting familiar with that question, I have more and more positive answers.” 
Psychiatrist 2: “one of the biggest difficulties, that’s the absence of screening that comes with late diagnosis. So finally, patients come to us with more severe symptoms that is more difficult to take care of and more difficult to treat and to improve, with potential consequences, whether it’s for them or for the baby if it’s during postpartum, or for the whole family, that are much more important. So, well, the delay before accessing care that is to be related to the absence of screening or to incomplete screening.” 
GP3 [female, 52 years old]: “I was GP at the beginning, and mothers tell me… first, I ask them, if no one asks them the question, they won’t tell. And if you don't go looking for them, they won’t tell. So, I give them the choice. Do they feel like telling it or not? […] I haven’t that problem or that reluctance to talk with parents.”
Midwife 14: “postpartum visits, whey we see them at one month and half - two months, actually that’s that we feel they’re sinking. […] And that’s true that if we don’t ask the questions […], they will not necessarily tell us because, well, at home, they always send them back the idea that, well, that’s normal, “you have to take it upon yourself”.”  
Midwife 8 [female, 35 years old]: "I think that what is important is that we could all speak the same language, so effectively assessments grids... and that we could all base ourselves on validated grids" 
Midwife 27: "Well, now there's the Edinburgh scale? I give them the questionnaire from time to time and they complete it at home. I know that sometimes it helps me for discussing that.”
Psychologist 2: “there is a reduced feeling of guilt on all these motives: crying, parental exhaustion, a lot of gastro oesophageal reflux disease. And paediatricians now systematically tell we call the psychologist” 
Midwife 18: "there is much positive in screening these perinatal depressions, referring them either to networks, to psychologists"
Midwife 14: “we all worked a lot on all what is violence, and you notice that when you don’t ask the questions, the topics don’t come out anyway. […] So, well, the questions, I think you really have to ask them” 
Midwife 23 [female, 39 years old]: “maybe a screening grid that indicates the signs of depression, that’s true we aren’t well trained to that, and the signs of severity. In fact, some little ready to ask questions.” 
Midwife 5: "that’s important that we would have diagnostic tools. The degree of emergency, of course we try to assess it, but if we had tools that are a bit objective, that would be good.”  
Midwife 21: "would there be grids?" 


Paediatrician 3 [female, 47 years old]: “I stay in my role of paediatrician because you can’t be at all places too, well, I think that’s not easy.” 
Paediatrician 2: "Then, about midwives, a quick word here too. They now see newborns 4 times in the 1st month. I often find true that they may lack a bit of a framework, and even for things as basic as breastfeeding, which they know much better than I do, probably that they also have a role to play. Well, they are quite open because they asked us for training on these 4 visits, which are very important but that we can’t do ourselves, there aren't enough of us. Same for generalists. I think that on this side there is probably a screening mission to be implemented." 
Paediatrician 2: “finally, screening algorithms aren’t used much.” 
Paediatrician 2: “there is a maternal depression scale made by the French Association for Ambulatory Paediatrics […] that is well constructed, that I never use. But anyway, I know that scales exist.” 
Paediatrician 2: “maybe I lacked punch to go further, because that’s often difficult. […] But I think that probably to grasp and say, “well maybe there is something to do, to take care of”, that’s not always easy, to my mind, as clinician, because maternal depression by definition that’s not the baby anymore. […] I have a memory a bit painful […] of a paediatrician that had been prosecuted by a mother because she told the mother, “Well, listen, you should consult a psychologist”. And the mother filed a complaint to the medical board saying, “what business is it of her?” Sometimes the role of the paediatrician is not always easy.” 
Paediatrician 4: “Because the problems with too long scales, [sighs]… we don’t use it” 
Paediatrician 3: “I saw they put a scale too. I don’t know how to use it.”  
Paediatrician 3: “I find that when we pass scales, e.g. of depression, we put a diagnosis on the mother. And just that, that’s a charge. That means that the mother isn’t going well. But is the father unwell? Is the family supportive? Is the family dysfunctional? Couldn’t we put this too? […] but finally why the mother is unwell? And I think that it makes them bear some guilt too. […] putting a diagnosis of depression only on the mother, I find that sometimes it burdens her even more”
Paediatrician 3: “sometimes you learn one year after that they’re separated […] There is the visit at nine months, “did something important happened in the child’s life?”, and well, you may well ask this question, they don’t always answer, as if we weren’t authorized to be informed on that.” 
Paediatrician 3: “what’s important is to be there, in the continuity. But you can’t always be at all the places. And I find that sometimes when you ask too much the mothers, at the end, you’re a bit intrusive. […] I had several unfortunate experiences during which I think I went too far in my investigation and when, actually, that even generated some kind of rejection.” 
Paediatrician 3: “I’m relatively surprised of what they’re willing to tell us and what they don’t want to tell us. Because maybe you don’t dare to ask the questions, but sometimes too you’re assigned to a role, and they don’t necessarily want us to leave it. And I find that sometimes that’s necessary to respect it. Because I tell myself that if I asked some questions that are too intrusive, in a way I wouldn’t respect the role they give to me.” 
Paediatrician 3: “I wouldn’t know to define if that’s maternal depression, if that’s paternal depression, but anyway that’s something which often appears as not very harmonious in bonding and thus that’s not always simple to take things by the right angle.” 
GP 3: “Maybe that’s easier for me because I also wear a GP hat, so well, I’ve the two hats so anyway, that’s simpler to detect early depressive signs” 
GP 3: “I see them much later, and then I’m not at all connected with the mother, first, because you’ve a lot of questionnaires to answer for the child, so I confess that I don’t care at all of the parents…” 
GP2 [female, 47 years old]: “when in half an hour, you have to know how things are going at home, how he sleeps, how he eats, how much he took, to examine him from head to toe, well sometimes we just don’t have the time to know how the mum is going.” 


Midwife 26: “I don’t have it in mind at all. I don’t think to discuss it. Except of course if she evokes dark thoughts during postpartum care. […] Well, unless she discloses immediately dark thoughts, […] I wouldn’t have discussed that with her” 
Mother SMI 5 [30 years old]: “Maternities, we’re only numbers, and that’s all the more complicated when you have a disorder, because when you get a right mouthful by health providers, so well, you go downer than people, let’s say ordinary, who don’t have any disorder. […] during the postpartum, the follow-up by nurses, who grumble, “but we don’t have the time to care for you, get by on your own a little”. Well, there is no support, no listening, I told several providers about the withdrawal syndrome, they all looked at me with bulging eyes. I had difficulties to have my usual medication there, so… that’s really something that is still unknown. That gives a little the impression that people with psychiatric disabilities, well… that they must not have children! That’s a bit hard what I’m saying, but that’s the feeling I had there, well… that’s, “yeah, don’t get under our skin, you’ve got a disorder, so you shouldn’t have had a baby”.” 
Autistic mother 8 [37 years old]: “it will depend on the practitioner. If the fact of knowing I’m autistic, it renders less… they take it less seriously when I tell them there is that thing that isn’t ok, or that I tell symptoms and that’s not taken into account.”
Midwife 19: “For that matter, I don't know how to do this concerning screening. I think that’s something very different. I'm not really convinced we could identify suicidal risk. I was confronted to 2-3 situations where the women said it, or things were expressed, so we took care of it." 
Midwife 24: “that’s not so much that we don’t want to ask it or that we’re afraid to ask that question [suicide ideations], well, for me, that’s my romantic side, a bit naïve, that’s no [laughs]. Unless, as said earlier midwife 26, the woman expresses it clearly and from that moment, we’ll put all in stage for the care” 


	Who should initiate conversations about mental health?
HPs should be the ones initiating conversations on perinatal mental health
- A topic on which women would have liked HPs to initiate conversations on
































- PMHPs can remain unnoticed by parents but also HPs

























- A topic parents won’t discuss spontaneously 





















































- Feeling of shame / anticipated stigma





























- A topic sometimes brought up through the baby























- Minimization / banalization / lack of knowledge from relatives 

















	


Mother 1: “to discuss that beforehand. […] I followed all childbirth classes, and well, I did not hear about that. Anyway, not enough so that stays in my ear. So, yes, discussing that beforehand, more at the midwives and obstetricians’ level, even discussing that every time. And even at the hospital, during all my stay, I haven’t the impression that someone discussed that so much with me.” 
Mother 2 [36 years old]: “For example, at the height of my end of the world, I came to see my doctor, whom I knew well. [...]. Years after [...], she tells me, “I don’t remember that you were that unwell. You never told me. And then I said, “but you never asked!” And then I saw… “Oh yes, I didn’t ask, that's true!”, and then she told me, “That’s true I usually don’t ask the question because I haven’t the impression that in my clients, there are so many women for whom that’s complicated…”. I told her, “15 to 20% of women”. “Oh yes”.” 
Mother 4 [35 years old]: "the 1st time, I was angry, well angry, against the system, because I didn’t know and I told myself, “well, I spent 3 weeks in a kangaroo unit with a premature pregnancy so a risk factor for depression, and not once in the 3 weeks although I always ran into team members, someone told me, “anyway, you should know that if you’re not going well after returning home…”. I would have liked that someone told me about it. [...] I think that in maternities, well, not only in maternities, but from the first pregnancy appointments, once you know that the baby is kept, that should be the midwives who do that job during the pregnancy follow-up, talking about it, evoking difficulties… well, we don’t speak about the medical difficulties of childbirth, well, there are plenty of them too, but at least, psychological difficulties in the 1st months postpartum." 
Mother 3 [35 years old]:"There's no moment when anyone asks me how I'm doing, if I'm sleeping well...Actually, I'm not sleeping anymore. I’m not sleeping at all. I'm on total alert. I’m telling myself, "First, that’s not my babies, so in addition if they die in the middle of the night, who am I going to look like? So, in fact, I'm always on alert. And this alert has continued at home (...) I'm trying to stop telling myself "I don't want to look after them". (...) I don't sleep anymore. I can hear myself screaming in the operating room day and night. And that's how I reconstitute the story, more or less. And I hear the sounds of instruments, the sounds of people. And that's when I tell myself 'I've got to see someone because... because I'm starting to feel bad'. " 
Mother 4: "Because you always wait a little, and that's human, you always wait before going to see a doctor or sounding the alarm. You say to yourself 'it'll get better, that's normal, that’s this or that'. But if there's someone on a day-to-day basis who talks about it, well, you can defuse the situation more quickly."


Mother 1: "I didn't necessarily see it coming. My delivery was great, well, a great discharge from the maternity. [...] I even was too dynamic. [...] we noticed it after 15 days. [...] And at that point, I started to get tired. My daughter had colic” 
Psychologist 8 [female, 30 years old]: “to have something broad because finally, there are some who aren’t detected in the antenatal or the postnatal and that for that matter can have symptoms, either that appear later on, or that indeed are… that’s discreet enough to avoid being noticed by providers.”
Psychologist 4 [female, 38 years old]: “one of these mums who had a depression that remained unnoticed because she was doing all that needed to be done for her baby but in the inside, it was a disaster” 
Mother 4 [39 years old]: "In fact, the depression appeared when I returned to work. [...] I started, not to fall down, but to be less and less well. On the other hand, at that time I didn't know at all about postpartum depression, so I didn't understand what was going on, and I told myself, 'that's work'."
Father 1 [34 years old]: “I often say, “I didn’t see it coming” and at the same time, when it happened, I immediately felt that there was something wrong. I didn’t keep it inside and actually I think that it helped. But I thought… Well, […] that’s just that maybe it wasn’t anchored in my software” 
Midwife 18 [female, 64 years old]: “they don’t recognize it” 
Midwife 1 [female, 51 years old]: "And then lastly there are patients who really have a problem but aren’t aware of it." 
Midwife 25 [female, 60 years old]: “that’s maybe not always easy to detect mothers who want to show that everything is ok for their baby and who maybe don’t communicate easily on their emotions.” 
Mother 1: “postpartum depression […] it isn’t supposed to be the things that happens immediately.” 
Midwife 25: “I think they don’t recognize the signs. […] they can’t always perceived by themselves that they’re not well, that that’s not normal. And if you discuss that beforehand, I think it can echo and bring them to not staying alone. To discuss this with a provider of their choice.” 


Psychologist 6: "There's a whole lot of awareness-raising to be done [...] that's not mothers who’ll seek a consultation on their own. There has to be someone, either a family member or a provider, to encourage them" 
GP2: “I think that very often the mums just don’t consult. [...] I rarely have mums coming to tell me, “I’m not well”. They don’t come on their own”. 
Mother 2: “I have the impression there would need a support, to facilitate discussions between providers and patients. And I think anyway that given patients are those who suffer in that situation, the patient can’t be an expert when he’s still… I strongly believe to… I think that change comes from patients once they’re able to take hold of their experience and to transcend it, and well. But, well, immediately, when you’re at the end of your rope, you need that the provider put some words, ask some questions, open some doors, that you take or not.” 
GP3: “I was GP at the beginning, and mothers tell me… first, I ask them, if no one asks them the question, they won’t tell. And if you don't go looking for them, they won’t tell. So I give them the choice. Do they feel like telling it or not?” 
Midwife 25: “Because there is so much guilt they actually feel bad and that’s the baby that matters more and they refrain from talking about this” 
Midwife 18: “they don’t recognize it. There is the family factor […] shame about disclosing it”. 
Nurse 1: “That’s true a lot of mums tell us they don’t dare to speak up because they feel completely judged and that they’re ashamed”
Obstetrician 2 [female, 32 years old]: “it has to be them who know, who recognize at which point that’s not normal anymore. Well, that they feel free to come to us saying, “now, I’m not well”.” 
Paediatrician 4: “that’s rare that mums would like to say, “well, I’m unwell”.” 
Psychologist 4: “one of these mums who had a depression that remained unnoticed because she was doing all that needed to be done for her baby but in the inside, it was a disaster” 
Paediatrician 3: "sometimes there are mums who manage to tell they're sad, they're not happy with their life situation and all that, they can name it, and sometimes there's nothing that comes out of all that and honestly..."
Midwife 14: “And that’s true that if we don’t ask the questions […], they will not necessarily tell us”
Mother 1: “Well I think I wouldn’t have told it! Maybe I would have told my mum at one point, and even I’m not sure. It was even easier to tell it to people from the outside” 
Mother 4: "In fact, the depression appeared when I returned to work. [...] I started, not to fall down, but to be less and less well. On the other hand, at that time I didn't know at all about postpartum depression, so I didn't understand what was going on, and I told myself, 'that's work'."
Father 1: “I often say, “I didn’t see it coming” and at the same time, when it happened, I immediately felt that there was something wrong. I didn’t keep it inside and actually I think that it helped. But I thought… Well, […] that’s just that maybe it wasn’t anchored in my software” 
Mother 2: “And maybe an interview guide or a questionnaire to be completed by the woman, well, a support of discussion for all providers who don't dare to open the discussion. […] at first glance, these occasions are actually not oriented towards these questions. You’ve the postpartum visit, in which you’re told about your episiotomy scar, but finally we could discuss something else, you’ve all the visits to the paediatrician, all the lactation consultations. There are many occasions for women to connect with providers.” 
Mother 2: “For example, at the height of my end of the world, I came to see my doctor, whom I knew well. [...]. years after [...], she tells me, “I don’t remember that you were that unwell. You never told me. And then I said, “but you never asked!”. And then I saw… “Oh yes, I didn’t ask, that's true!”.” 
Mother 3: "There's no moment when anyone asks me how I'm doing, if I'm sleeping well... Actually, I'm not sleeping anymore. I’m not sleeping at all. I'm on total alert. I’m telling myself, "First, that’s not my babies, so in addition if they die in the middle of the night, who am I going to look like? So, in fact, I'm always on alert. And this alert has continued at home (...) I'm trying to stop telling myself "I don't want to look after them". (...) I don't sleep anymore. I can hear myself screaming in the operating room day and night. And that's how I reconstitute the story, more or less. And I hear the sounds of instruments, the sounds of people."


Psychologist 1: “Many patients talk about shame.” 
Mother 1: “Well, completely [the feeling of shame]!” 
Mother 1: “to appear as someone weak. And I never liked that, and for me that was a weakness […] that was not my temperament.”
Psychologist 5 [female, 41 years old]: “Mothers are feeling very guilty […] that’s very locking up […] the silence […]. They stay in a form of loneliness because they’re feeling guilt or there is a question of a little shame.” 
Psychologist 6: “the issue of guilt of not feeling well. The arrival of a baby is indeed supposed to be a happy event, and then, well, no, finally, that can make feel sad, aggressive, and that’s true I think that’s very complicated to tell” 
Midwife 17: “to tell herself, “why don’t I manage it while others […] I’ll master it, I’ll deal with it and I don’t need help”. 
Nurse 1: “That’s true a lot of mums tell us they don’t dare to speak up because they feel completely judged and that they’re ashamed” 
Mother 3: “Because in fact I felt incapable. And I kept telling my husband, “I’m an incapable”.” 
Midwife 25: “Because there is so much guilt they actually feel bad and that’s the baby that matters more and they refrain from talking about this” 
Mother SMI 7 [31 years old]: “So during pregnancy, I had a great fear of having again a depression, to be really unwell, and that the baby felt… I was too scared that the baby would feel all that was negative and after that of the impact afterwards.”
Psychologist 1: "Yeah, shame. Total shame! [that a father is consulting for perinatal depression]" 
Mother 1: “What’s funny, however, when speaking again about this, well, I realize that many people hadn’t noticed. […] I believed it could be seen through me and in fact not at all!” 
Midwife 19: “To not feel stigmatized when we want to orient them towards psychological support. That’s still classic to get the response that they’re not crazy” 
Midwife 18: “There is the family factor […] shame about disclosing it […]. There is a lot of shame, how the family would view it, to feel diminished, to cry in family, telling themselves, “you feel incapable, you’re a bad mother […] while others manage it.” 


Nurse 2 [female, 50 years old]: "The child's mode of entry via pediatric services. We often have mothers who don't consult for themselves, they consult for the baby." 
Psychologist 2: "I work with 0-6 year old [...] knowing what happened in the maternity hospital about some situations that come back to us, parental exhaustion, GERD [gastroesophageal reflux disease] or other... whatever the presenting symptom" 
Psychologist 2: "They come back through the rest of the circuit". Psychologist 1: "Yes, in that case that's the doctors, the paediatricians"
Paediatrician 2: "It's mainly through the child's eyes that I feel I find this situation. What's more, I've always been very interested in everything non-verbal in children, and in particular the analysis of screaming and crying. [...] I'm always involved in anticipation and prevention, and it's part of the 1st consultation precisely to detect and prevent this. I find that one of the best forms of treatment is, of course, prevention." 
Paediatrician 2: "I use role-playing to get into the family scenario. I ask people how things are going, especially when they come with behavioral problems. In this case, it was oral problems, but I think there were parental problems behind them" 
Paediatrician 2 [male, 74 years old]: "these traumas are often not told at the time of the delivery and all, but very often when I see them again a long time, even years later, when you unroll and pull on the thread, well then there is the whole ball of yarn that comes, comes, comes. [...] at some point there is a kind of small psychological or psycho-affective opening in the mother and on the occasion of a behavioral disorder in the child, there is an absolutely incredible unwinding. [...] and then too, you have to be there and take the blow" 


Obstetrician 3 [female, 34 years old]: “there is an ignorance that relatives have of this disorder. […] they lack knowledge about postpartum depression” 
Mother 1: “There are those […] who are open to discussion and who understand, who hear and who are in empathy, saying, “well that must have been difficult”. And, so, there are those saying, “well, it would never have occurred to me” or “you could have rested more” or… more judgmental” 
Mother 1: “I often try when some of my relatives give birth to look at… I pay attention to a lot of things. But often, people tell me, “well, no, don’t worry, I’ll not do as you did” 
Midwife 17: “fathers put all on baby blues. Meaning, “my wife is tired, that’s baby blues” […] without understanding that at some point, baby blues, that’s not that anymore. So I often tell them, “that’s 7 days. If after 7 days, your wife is not going better, you have to start asking yourself questions”. But, well, not all fathers see that too. And they’re also exhausted. […] When the baby arrives, they’re both tired and he’s returning to work and doesn't necessarily see it too.”  
Midwife 14: “that’s banalized a lot by relatives. […] A mum who just gave birth, surely she’s tired […] surely, she doesn't sleep as well as she used to. […] she doesn’t feel free to tell herself she’s not going well, because actually, around her, everyone send her the picture, “well, that’s normal, you’re tired, but your baby is going well”.”
Midwife 14: “So, they have the impression that’s not serious. Mums are tired, that they’re coming home, that they’re going better. […] because that’s the reduction in hormones, because they’re tired, because that’s only crying, but, well not that much.” 


	"A hard to carry clinical care”: an experience that can be distressing for providers 































Knowing the positive outcomes associated with referral helps finding meaning in detecting PMHPs / not feeling resourceless








Feeling of isolation when the woman declines referral to mental health services 

	Midwife 5: “because in private practice, we’re a little, well… [swallows] alone facing ourselves and the patient… and the couple. […] I find that we have many situations of depression” 
Paediatrician 3: "we don't have any space to take another look on things. That’s true they give you an emotional load or a suffering load, and, well, sometimes you don't know how to deal with it. You come back with that at home, because you perceive something, but you don’t have any space to take another look at it. So there should really be something that could exist, because that’s a network I think. And that has to be waved, thought and elaborated.” 
Midwife 13: “to be confronted to the patient’s distress, I think that puts us in a difficult position. […] Sometimes, that’s complex patients too, […] we would prefer to forget all about the consultation because we know that sends us back to a difficulty.” 
Paediatrician 2 [male, 74 years old]: "these traumas are often not told at the time of the delivery and all, [...] at some point there is a kind of small psychological or psycho-affective opening in the mother and on the occasion of a behavioral disorder in the child, there is an absolutely incredible unwinding. [...] and then too, you have to be there and take the blow"  
Paediatrician 3: “that’s not easy because you have yourself to be available to receive it. Because when someone is unwell, clearly the consultations will not last half an hour, and clearly, we won’t fill at all the specifications we planned to do because we’ll treat something else. And also, the fact that we’re not always available.” 
Psycho6: "Sometimes when you see them leave on their own with their baby, you are worried [...] you have to live with that"
Psycho7: "not carrying all alone, not panicking, not acting like a fireman" 
Psycho6: "that’s a hard to carry clinical care, simply. […] we’re impacted too." 
Midwife 2: "And as a private practitioner, our big worry is that we get very little feedback, so it was me who had to send reminders [...] I had to make sure that the link with the PMI [maternal and child protection] had been made... well there you go, a lot of time, a lot of worry." 
Psycho3: "Loneliness. What makes me suffer when I come across extremely complex, painful, traumatic and long-lasting situations, is to feel sometimes alone with it, even though I have supervision spaces of my own" 
Paediatrician 1: "It created an anger in the team that was phenomenal. [...] Because the teams are very protective of the children, [...] surrogate mothers [...] And inevitably they feel responsible for them. So 'returning' this child to a mother who sometimes has extremely disturbing reactions can be complicated." 


GP2: "that someone would receive what we just discussed together and the fact that they needed help and for me, the feeling I wasn’t letting them go resourceless” 
GP1: “simply by naming things, by not hiding things, by being rather in the dialogue with families and hospital services. […] the possibility to tell things to each other and to explain it to the mum, the dad, sometimes to family relatives so that they could be involved too, not feel put aside. And also to try to reassure to move forward.” 
GP 2: "Anyway, what helps me, and I think what helps them, is knowing that something is going to be done”. 


Midwife 17: "I had a patient, it was her 2nd child. I went to see her after my postnatal visit and she wouldn't let me talk about psychological help afterwards, because she wasn't depressed. As a result, I found myself in a bit of a bind, because I could see that she wasn't getting back on track very well, and so I let her off the hook a bit, because afterwards she said: "Ok, that's it. You don't have to come back anymore, that’s over". I found myself a little embarrassed, saying to myself, this poor mother, I could see she wasn't doing well, but: "No, it's okay, I'll manage". "It's OK, that’s over”. And that was it." 









Supplementary table S4. Convergence and degree of difference between the education needs in perinatal mental health identified by persons with lived experience and health providers: 1) Person centred collaborative care for PLEs and some perinatal HPs, and 2) Knowledge and communication skills for health providers (bold figure in Table 3)

1. Person centred collaborative care for PLEs and some perinatal HPs 

	Negative experiences with perinatal healthcare 



















































































































Negative experiences with perinatal healthcare related to support in breastfeeding decisions 


























Negative perinatal healthcare experiences also for HPs














Experienced / anticipated stigma towards parents with PMHPs working as HPs or social workers










Considering parents' experience and preferences in perinatal healthcare

















Empowering parents in perinatal healthcare 





































Experienced / anticipated stigma towards parents with SMI / autistic parents



























Inclusive care in autistic mothers and mothers with SMI
















	Mother 3 [35 years old]: “the feeling of infantilization was during the hospitalization because they were telling me what I had to do with the babies, they did not consider me as a decision-making adult; and that was also when returning to work because they dictated me what I had to do.” 
Mother with serious mental illness (SMI) 5 [30 years old]: “the hospital where I gave birth, […] we’re numbers, and we give birth, and… the baby is in good health and, well, everything is ok. Unfortunately, there is not… not enough proximity, empathy from health providers.”
[bookmark: _Hlk172909155]Autistic woman 7 [33 years old]: “Well, that’ll remain on the human side, that providers don’t think they know it all and that’ll work with everything, everyone.”
Mother 3: “And on the 3rd or the 4th day, I slip my hand to touch these staples, and in my head, I think, “actually, that’s the symbol I was silenced”. And I tell myself “that’s awful to think that”, but that’s actually what I think. So at one point that means that something happened to make me think this”.”
Mother 3: "I waited 8 hours in that room. No one came to see me at any time. […] An hour and a half later, an intern came in, asked me a few questions in her office, and she examined me, so she did an endovaginal ultrasound which was very painful because apparently it was one of her 1st ultrasounds, from what she told me. So already I wasn't reassured. And she really hurt me, she never asked me (...) I didn't have time to prepare myself. And already I was a bit rushed. And the gesture really wasn't delicate at all. So pain. And then there she was, handling the probe, she didn't really know, she couldn't see anything on the screen. And that lasted 15 minutes. 10 minutes during which she moved the probe in the uterus (...) And she left me with my feet up on the stirrup, without any underwear, and I waited. And I waited there 35 minutes."
Mother 3: "And my husband was asking me how things were going, how well I was being treated. And I'd to tell myself, "I absolutely mustn't tell him I'm being treated badly, because in fact maybe I'm not being treated so badly, maybe I'm the one who did...". There was that too. That I told myself that maybe I'd made up my mind and gone too far in my wishes, and that maybe that was also the reality, and that I shouldn't tell him that things were going badly because he was all alone and anxious too."
Mother 3: "And I hear her colleague in the corridor saying "is the C-section ready? And I told her, "Is that a way to talk about people? And then I start to understand what's going on. And she says, "No, but we've got lots of people, so maybe it's not even you she was talking about"."
Mother 3: "Infantilization, yes. Well, in vocabulary, as I was saying, that's essential for me. And that's not just vocabulary, that's gestures and gentleness. Actually, that's a human taking care of another human being. And you have to go back to basics: you have to ask him her if she agrees to a vaginal touch, you have to ask her "can I look at the scar?" and tell her what's going on. Because the looks, the non-verbal, as you were saying, you feel it, you know there's something wrong you’re not told about, so there's even more anxiety." 
Mother 3: "And I told myself, "Come on, once again, take it on the chin. Take it easy, because she's probably not well either"."
Mother 3: “Actually, this picture is societal, that’s putting the mum in a context where “feel happy because you had two children, there are some people who can’t have any”. That too… Well, that’s enough! That means that once again our word is turned down.”
Mother 2 [36 years old]: "I'd say that this birth was a question of bad luck and bad encounters. The midwife who was there was a very unpleasant person. (...) Identified as such by her colleagues, I didn't know it at the time. She was someone who was against physiological childbirth, anyway who didn't feel like doing it, supporting it... But who - I think – didn’t hold that position because perhaps that wasn’t the hospital's discourse [laughs]."
Mother 2: "My husband was as stunned as I was. And I asked, (...) Why didn't you put him in skin-to-skin contact, since his state of health allowed it? And she said, "Well, your husband didn’t ask?”. And all along, I had this idea that that was us who hadn't asked, us who hadn't known. And she really... (...) I don't know how it came about in the course of our interviews, but it enabled me to regain that confidence and to tell myself "well, no, when you're a patient, you also experience hyper-violent things, and it's up to the providers to accompany these things, it's their job, to make suggestions, to...". What had happened was not respectful of the human beings we were." 
Mother 3: "pain management. I have the impression that’s a bit on standby in some hospital departments (...) when you gave birth and you say you're in pain, there's a certain normality in fact. "Well yes, but you just gave birth". But yeah, if there's a real problem, that means we don't consider it no one came to check (...) Or just explain to me why it hurt so much. I was told "well yes, but we didn't tell you?", "well no, we didn't tell me". (...) Well, pain management, even with vaginal deliveries, I already heard people say "well yes, but you just gave birth, that's normal to be in pain". Okay, but what do we do? Leave the person in pain alone in their room, crying every night? And hide when providers come because you're a mum, so you're not supposed to cry, you're supposed to be happy. Or do we offer painkillers, do we help?" 
Mother 3: "And it was when the babies arrived that I said to myself, 'They're really taking me for a kid'" 
Mother 3:  "The anaesthetist (...) told me "(...) you had a sensitivity to pain that we hadn't assessed". I said, "What's sensitivity?" She said "well, in fact, there are some people for whom anaesthetics don't work". I told her "that's not true. Because when I had the epidural, I really couldn't feel anything. From the navel down, nothing (...) You're talking about sensitivity, what's the difference between sensitivity and pain?" She told me "sensitivity is feeling, and pain is that it exists", she didn't say "that it really exists", but in fact "that it's neuronal". And I said, "But did you hear me screaming? Have you heard me beg? You've heard me beg?" (...) And in fact, when she told me about sensitivity, I told myself that they actually thought I was making movies, like they thought women did before giving birth in the screams I heard through the birthing rooms." 
Mother3: "I asked to see the department psychologist. (...) So I told her about the birth. And she said to me, "Are you sure about what happened, or...? Basically, she explained that maybe with the shock, the fear of dying, I may have exaggerated the situation a bit, that maybe my arms weren't tied, but I was just frozen with fear. And actually I told her "no". I can accept there may have been incoherent moments in my brain, but what I felt and that my arms were tied I know it. (...) It was as if I had... she was explaining to me that maybe I was off my head and that it was invention." 
Mother 3: "And I feel the scalpel opening, and I scream and say 'I told you I feel my legs, I feel my legs'. (...) And then it gets all blurry. (...) And then I start screaming to death, really. And I feel everything from A to Z, and I beg them to stop and they continue and after a while I actually can't move my arms and I realize that they've tied my arms." 
Autistic mother 4 [35 years old]: "What shocked me the most was the version maneuver. That’s scandalous, really. But without talking about autism, for me it's obstetrical violence. [...] When I asked her to stop, she wouldn't stop. What's more, she blamed me, saying, "You're too toned. If you don't relax, we're not going to make it", in short, it was really... mind-boggling. So that was really very... well, it really affected me."
Autistic woman7: “Well, I'm very sensitive to the way people talk to me, and that too... [Laughs]. [Cries] (...) that's already a sensitive subject! But then yes, it's often that they're brutal or... [cries] Sorry. And so, either they're haughty, or they talk to you as if you were stupid. Anyway, that's complicated." 
Mother 3: "And in fact I hear when I ring again "yeah, there's 101 ringing again..." 101 is my room. And she says "yes, why is that?", and in fact it's all this vocabulary that needs to be reviewed, because people's vocabulary is really abusive. So I say to her, "Well, I'm the 101," and she says, "Yes, you are”. I say, "Well, actually, I'm Mrs. X". She says "yes?”. [...] In other words, I'm explaining to her that what's going on isn't right, and she's like "yes, so what?"" 
Mother2: "I found myself in the dark, in an empty room, (...) I didn't even know what time it was. It was unreal. And uh... so the ladies [midwives] had left, saying, "Well, if there's anything, ring the bell". So I rang the bell [laughs]. And when they opened the door, I asked, "But, where's the baby?" "Didn't they tell you downstairs?" "No, they didn't tell me". "Well, we'll find out." They left. Black out. And after 20 minutes, the door opened.... (...) I stayed 20 minutes in an empty room, in the dark. It was almost the most terrible thing. And they brought me my baby."
Mother3: "I had some bleeding during this 1st pregnancy, so I went to the emergency room. (...) From there, it was a 3-day wait. Three days of non-stop bleeding (...) And for 3 days, in fact, I was thinking 'but I'm losing the baby and they don't tell me anything'" 
Mother 3: "I got dressed and went to see the secretary, and that's when I lost it! I started screaming, telling her that they'd left me spread-eagled on a table for 35 minutes, that her staff weren't competent, and that now I wanted to see a doctor, a real doctor, and that I wanted someone to tell me what was going on. (...) I told him, "you left me naked on a table for 35 minutes, with my legs in the air, waiting. You hurt me a lot during the ultrasound. You were unable to tell me what was going on.” (...) And I said, "what you did, for me it's a bit like mistreatment". And he said "no, no, but even so, let's not use big words". I said, "But how do you call that?" And he said "no, no, no. Well, I'll tell you what's going on". As she told you, it's a miscarriage. And I said, "But she didn't tell me. She says, "Well, yes, Mrs., I told you". "Ah no, no. My mind is still clear. I've been waiting for that sentence for 3 days, and it never came out of your mouth. Now you're telling me"."
Autistic mother 8 [37 years old]: "Also sometimes there are extra people, students I think, in the appointments. It's quite painful, so already one person in a context like that is complicated, but several is even more complicated." 
Mother 3: "And I'm thinking "ah, but that's creepy actually. Am I going to give life in a room like this?"(…) I'm laid on this bed with an all-black mattress. I have the impression that it's a bed, er... well a funeral bed (…) I had to wait until she was available to come. So I'd ring the bell, wait for ½ hour, ¾ of an hour and then she'd finally arrive. I told her, "I have to pee". And she said "well, it's going to be in the bedpan". I said "What?" "Oh yes, there's no toilet in this room". And I tell her, "Well, can't I go to the bathroom? ", "Well, you may be covid +"  (…) in fact I've waited in this room for 18 hours" (…). And yes, the fact that you have to relieve yourself in the very same room you’re in, well I thought "yes...". I had someone in my family who, [hesitates on the words] at one point had been admitted to a psychiatric hospital because she had bipolar syndrome, and I had gone to visit her. And there was this room with the bed and the sealed toilet right next to it. And I had this flash of that moment when I'd gone to visit her and told myself "well, actually, that's you"." 


Mother 2: "I said I wanted to breastfeed, and my husband said it again. She lifted up my T-shirt [mimes the scene], like this, she stuck the... she put the baby to my breast, she pressed hard on my breast (...) There I was with a baby clinging to my breast, it hurt like hell. I hadn’t seen my baby, it was terrible. And then she put some papers on top of it and made me sign them. Well, they were civil status documents, but frankly I could have signed anything. I don't know what I signed, I could have given my body to science or whatever [laughs]. She left, it was like 4am. She left with these papers. And in fact, pff, there you go, none of it made any sense and that's how I found myself a mother, you know."
General Practitioner (GP) 3: "At the moment, breastfeeding is heavily promoted, and that’s for the better, but they [midwives] are still very guilt-inducing, and when breastfeeding doesn't work well, if you don't go looking for the underlying reasons, that's often either the onset of depression or, anyway, a vulnerability" 
Paediatrician 3 [female, 47 years old]: "That’s true that there is now a kind of standard on breastfeeding, and that alone, that's a burden for mothers."
Mother 3: "Oh yes, there's something else I'd like to clarify, on my medical file, a part of the patient journey that I think it’s worth taking into account. I said several times that I didn't want to breastfeed. On my medical file, it said "nursing mother". I don't know why. Was it because they put them to the breast at birth? I don't know. [...] They brought me a breast pump. I said "well, why?", "well, you're going to breastfeed", "no, no", "well, yes, well, it's written in your file", "ah well no, it's a mistake". And then they left, leaving me with this breast pump and saying "well, I'll be back". Anyway, I wanted to say 'whether you come back or not, I'm not going to breastfeed, so take your breast pump and leave me alone!” 
Mother 3: "And they say, 'Well, hold them, we'll put them to the breast' [silence]. I'd explicitly said at all the pre-delivery consultations that I didn't want to breastfeed. And now I've got two babies I don't know and I'm thinking "but they're not my babies". And they're placed on my breasts, and they can't latch on, and I tell myself "why are we doing this?" And that was as if I couldn't decide, (...) say 'stop, this isn't what I want" 
Mother SMI 5:" I would have liked to breastfeed my daughter. But that was a real obstacle course, and I couldn't continue breastfeeding. (...) I just didn't have the information, and so at the maternity hospital they started supplementing the baby because she was crying so much."


Paediatrician 4 [female, 48 years old]: "And nobody ever discusses that after. If the midwife has time or will to do it in the first days, she does it. But we're mainly focused on pain, the care for the baby, is the baby okay? Is he suckling? Well, obviously, no, he's not suckling well, because the mother's having trouble, so she's not getting any milk. It's all a sequence of things. And then that's "go home". Back home, you're on your own."
Paediatrician 4: Should the father not being allowed to stay and then that’s a disaster. And should the midwife say, and this is a personal experience, "well then, if I understand well, you want to keep your baby again tonight? "Yes, that's my baby!”. Because, actually, I was bothering her by saying I was keeping my baby. It wasn't normal, I had to rest, I had to stay in bed all alone, waiting for the pain to subside and for someone to take care of my baby for me. [Ped3 agrees] That's it! That's a true story! [Laughs] So it's understandable that indeed things aren't going well, and that breastfeeding is very complicated, because I had that too afterwards.   
Paediatrician 4: “the midwife in charge of breastfeeding here told me nothing. She met me, she told, “when I saw you coming home, I told myself you’ll never manage it”. [shrugs her shoulders]. But she told me nothing, she told me all the advices, “Well, safe return to home”. […] She told me a while after, “I wouldn’t have given much of your breastfeeding”.” 


Mother 1 [33 years old]: “that’s very stigmatized, depression, whatever it is postpartum or not, I find anyway. And even still in our jobs, isn’t it? I who am a nurse, I could see with my colleagues, if we care for depressive patients, there many who don’t understand it. And who tell, “no, but did you see, she doesn’t move during all day”, or, “she doesn’t work, she could motivate herself”. I who experienced it, now, well in fact that’s something hard. There is something stronger than not going out from your bed.” 
Mother 2: “Yes, I think, of shame and then the fear of being judged by… what that could produce. I’m a social worker, do you realize what that can produce?” 
Paediatrician 2 [male, 74 years old]: “that, that’s also the problem of medical professions […] and under the pretext that you’re a health provider, you know. So they let you go saying, “you know what to do”. […] Whereas you’re a mum first.” 


Autistic woman 6 [female, 36 years old]: “In addition to a free space where you could not be afraid of really telling what is ok, what is not ok, without feeling judged. And for the couple too, as long as you don’t do this alone. Because that could not be easy for the partner too, depending on how that could go, so that the person understand. And take this into account.” 
Obstetrician 2 [female, 32 years old]: “That’s a topic that goes well in the spirit of the times. We liberate women’ speech, either at the level of violence, traumatic childbirth, care-related violence. So I find it goes well with all that. We try to take care of the patients globally, as well in terms of medical care, psychological care, lived experience and I find all that very interesting”
Autistic woman 3 [32 years old]: “And maybe at the time of childbirth, that your wishes, let’s say, could be respected as much as possible […] with variations if there is an emergency or whatever and depending on the course of childbirth, but that there would be a guideline with the wishes that should be respected as much as possible.”
Autistic woman 5 [33 years old]: “during pregnancy monitoring, I’d like that the mother would not be considered only as a uterus. Meaning child’s health, and also maternal health that would be taken into account.” 
Mother 3: “maybe to stop saying you should lie on your back when giving birth, with the feet in the stirrups. No, there are many other ways to give birth that are much more comfortable. That’s also the period before childbirth, the control of contractions” 
Midwife 12 [female, 54 years old]: “Well, I would say that just sitting down at the bed of a woman and simply listen what she has to say and free the speech, it allows settling down things a little. […] Also about bad experiences of childbirth, and when we make the effort to come back seeing these women and just listen what they have to say… we sometimes aren’t on a equal footing: we experienced it well because we have a baby who is doing well, but this woman had a very bad experience of her childbirth. And to listen them, you realize that that’s already a lot.” 


Mother 4 [35 years old]: “the thing is to know how to communicate without being scary. But I still think that us, the women, we’re entitled to the truth, to know, to be in the knowledge, and that when it happen to us, see, I better handled the 2nd time than the 1st”  
Paediatrician 1 [female, 54 years old]: "I'd like to come back to the language barrier, because there is in particular one language that is a barrier, and that’s hospital jargon. In fact there is this language, which, even when we speak the same language, we don't necessarily understand each other. [...] we often imply that everything has been explained to the family [...] and in reality, when you dig a little deeper, families haven't understood a tenth of it" 
Autistic mother 4: “I don’t think there should be something “mandatory”. Well, offer to persons, not that she could “dispose” because doctors aren’t’ service providers, but that the person could feel a little free in her care.” 
Mother 2: “It happened like I wanted to. […] And actually, I had really the impression to be alone but positively alone. I don’t know how to say it, but in fact powerful. I felt… I was there and I was deciding. I decided that what was happening was a good thing. […] after a while I… well apparently I did not tell them and so much the better, but in my head I yelled to everyone to shut up. […] I pushed as if my life depended on it, exactly as I wanted to. […] I let the room to that baby so that he comes into the world. That was incredible. Frankly, that was the craziest experience of my life. […] And after that I felt very powerful for weeks.”
Mother 3: “to ask again providers just being themselves. […] they’re human beings like others. That’s just that they’re put in a context, in a flow that is not natural. And so they endorse masks that indeed render them inhumane.” 
Mother 3: “And this job is to give back to the woman her place in the childbirth. Because that’s the woman who is at the core of the activity. Health providers are for me necessary electrons that gravitated around her, but the core is the mother”
Autistic mother 1 [26 years old]: “I would not like there would be some things I’m forced to do and that I don’t feel like too. I’m the one who takes the decisions that should be taken. I don’t want someone to call the child protection services for nothing” 
Mother 3: “that she would be active in her childbirth, […] she’s active in the action because her body is supposed to do things, but the way it’s done, actually she has no power at all.” 
Mother 3: “that’s her moment. And not the moment of the team. […] Actually, she’s the one making choices, and she’s the one deciding how things will go on […]. That she would have control because that’s her moment of life” 
Mother 3: “Maybe to inform the persons before childbirth, on what type of childbirth they are entitled to. For instance, a friend of mine gave birth in another hospital, they gave her the choice of the position during childbirth. Well… I find it very important because that’s the person who is at the heart of the action, and yet, at the moment of the act of childbirth should be realized, well, actually, they wipe out all the person’s wishes. I also have a friend […] she was asked about her birth plan […] they took her choices into account, and at the time of childbirth, they totally put that aside and did things according to their protocol. And she felt too that her speech was totally wiped out at the moment of her daughter’s birth.”
Mother 3: “There is XX [a midwife on social media]. I’m completely fan of this woman, who is in the spirit of the times, without taboo, she tells it frankly. And she dares saying that she was abusive. And I have the impression that that’s there was that movement too, towards providers becoming aware that they’re not always as perfect as they should be. She actually signed a petition for “a woman, a midwife”. The fact nobody was in my delivery room for hours, well, that lacked. Even if only for chatting, asking questions […] giving elements to the woman so that she can envisage something real”


Mother SMI 5 [30 years old]: “Maternities, we’re only numbers, and that’s all the more complicated when you have a disorder, because when you get a right mouthful by health providers, so well, you go downer than people, let’s say ordinary, who don’t have any disorder. […] during the postpartum, the follow-up by nurses, who grumble, “but we don’t have the time to care for you, get by on your own a little”. Well, there is no support, no listening, I told several providers about the withdrawal syndrome, they all looked at me with bulging eyes. I had difficulties to have my usual medication there, so… that’s really something that is still unknown. That gives a little the impression that people with psychiatric disabilities, well… that they must not have children! That’s a bit hard what I’m saying, but that’s the feeling I had there, well… that’s, “yeah, don’t get under our skin, you’ve got a disorder, so you shouldn’t have had a baby”.” 
Woman SMI 9 [31 years old]: “Well, I fear being labelled mother who is potentially dangerous for her child. I fear to be told, “she is potentially dangerous”. Not dangerous, but potentially that there are some vulnerabilities and that potentially there could be risks of… well… […] I’d like they leave me that freedom, being able to care for my child” 
Autistic mother 8: “it will depend on the practitioner. If the fact of knowing I’m autistic, it renders less… they take it less seriously when I tell them there is that thing that isn’t ok, or that I tell symptoms and that’s not taken into account.”
Mother with serious mental illness (SMI) 8 [40 years old]: “you must not hesitate to accept help. That’s complicated when you’re alone with your child and above all when you’re afraid. I know women are afraid of help because they’re afraid of being judged and all that, but I would say you must accept help.” 
Autistic woman 6: “In addition to a free space where you could not be afraid of really telling what is ok, what is not ok, without feeling judged. And for the couple too, as long as you don’t do this alone. Because that could not be easy for the partner too, depending on how that could go, so that the person understand. And take this into account.”
Woman SMI 3 [28 years old]: “by helping me go beyond all the prejudices they throw back in my face everyday. So that I could, despite my illness, have a normal life. Which is currently not the case.” 
Autistic mother 4: "for the moment I still find it difficult to talk about the diagnosis (...) And when I go to the doctor, that depends, there are times when I say it, and times when... there is always this fear of judgment, that they will raise their eyes to the sky, that they..." 
Woman SMI 2 [22 years old]: "I had doctors who wanted to fit me into boxes (...) Well, being able to individualize, and not to stigmatize, and not to generalize." 
Child and adolescent (C&A) psychiatrist 3 [male, 49 years old]: “Anyway at the maternity, most of the time, a woman who says, “I’m monitored by a psychiatrist”, they put signs, warning signs. Whereas that’s a protective indicator that she tells us that she’s monitored. Too. So that’s also about how all the messages are interpreted” 


Woman SMI 1 [30 years old]: “I know I have doctors following me up and knowing my story. So that’s a real support for me, because I know that if one day, there are trigger signs, I’ll know to who orient myself and for me that’s important too that there would be persons, in fact providers who could help me and that’s even better if they know me and my story.” 
Autistic mother 8: "Also sometimes there are extra people, students I think, in the appointments. It's quite painful, so already one person in a context like that is complicated, but several is even more complicated." 
Women SMI 6 [36 years old]: “yet, I have resources from the medical staff, in a broad sense, that allow me to quickly ring the alarm bell if there is a problem. So the fact to have a nurse at the CMP, a psychologist at the CMP, a psychiatrist […] the possibility to alert them, meaning phoning, leaving a message or having the person directly, if something is going wrong, that’s a huge resource. […] Because actually, you know that if there would be a problem, you’ll be able to call and be received”.
Woman SMI 4 [37 years old]: “To me that allowed getting out beliefs. Meaning that we have a very, very big imagination. So when you don’t know, you invent answers. So, the fact of being able to talk with a doctor, that allows reorienting and making things objective. That’s how I think about science. Meaning you have a question. You could have an objective answer with probabilities. And once you have the probabilities, the decision belongs to you. You take the risk or not, but anyway you take the risk knowing the probabilities.”
Mother SMI 8 [40 years old]: “the lack of care. I found it hard to be abandoned […] after childbirth, that I didn’t have a doctor anymore and all that. I find the follow-up important, and I believe I wouldn’t like do it again with such a precarious situation […]. I would not like to be abandoned. Actually, the part on maternal healthcare is important. […] I prefer to be cared for. […] Obviously, I would not like my child to be put in children care home after childbirth. I have the impression that that’s the consequences of a lack of care before. […] that’s true you can become pregnant without having planned it […]. But rapidly, you can do something before it becomes too catastrophic and there is a need to place the child in foster care because the mother is unwell. And I have the impression that as soon as you become pregnant, you have to organize yourself so that could go well.” 
Woman SMI 9: "For me that would be more something that could balance my life. That would more be a tool that could balance my life, whether it's a balance between my health and daily life (...) maybe some tips (...) what can I do when the child cries too much? What can I do if I haven't slept for a few days because that has an impact on my health? Things like that." 
Woman SMI 6 [36 years old]: "Home visits (...) Well, home visit that’s if that's really complicated and that, well, that’s to avoid the hospital. I would say that you have to avoid the hospital at all costs. Because being in the hospital when pregnant, I think that's really horrible, right? That’s already horrible when you're not pregnant, but now, pregnant, it's unmanageable.”





2. Knowledge and communication skills for health providers 

	Common culture / common language





	Midwife 3 [female, 42 years old]:"I think that sharing a common language would be helpful. Meaning that the language of psychiatry and the language of obstetrics must meet at some point, so that’s important that we could exchange regularly. What I lack in my clinical practice is evaluations, supervisions facilitated by psychologists or child and adolescent (C&A) psychiatrists on the difficulties I encountered, on the language used in psychology and psychiatry, on diagnoses I don't master at all. I see the red flags, I can refer, but I absolutely can’t... obviously I am not able to make a psychiatric diagnosis [...]. That’s a language that remains a bit obscure for me." 
Midwife 8 [female, 35 years old]: "I think that what is important is that we could all speak the same language, so effectively assessments grids... and that we could all base ourselves on validated grids" 
Paediatrician 1: "We know today the psychiatrists even if we don't see each other much, but maybe we would really need a peripartum meeting with psychiatrists, which would also allow it to be something less virtual." 


	Knowledge 
Knowledge about perinatal mental health and perinatal mental health problems (PMHPs)





























Knowledge about alert signs / risk and resilience factors


























Focus on the detection of mothers without 
identified risk factors 




















Towards a continuum approach of perinatal mental health  
 
	
Midwife 8: “Maybe to remind some definitions that could make the distinction between different psychiatric disorders, I find that’s important. I think about the midwife who only sees a few and starts from nothing but has to take care and who will confront herself to a care she rarely sees in her service.” 
Paediatrician 4: "But do they [midwives] know how warn when there is something really wrong?"
Paediatrician 4: “Well, I don’t know if midwives are well trained on postpartum depression. Probably more than us.”
Psychiatrist 3 [female, 32 years old]: “that’s very much a story of awareness of the general population [Psycho 8 nods], and among other things, I’m telling myself that in fact health providers…” 
Psychologist 2 [female, 40 years old]: “They [midwives] are willing to know the symptoms and to know how to handle postpartum depressions.”
Obstetrician 1 [female, 62 years old]: “depression, that’s the postpartum” 
Midwife 21 [female, 38 years old]: “sometimes, we don't make a note of it in the perinatal record, but they'll say: "Well, I've already had postpartum depression, so that's something I'm afraid of". And I'm really at a loss at the moment to give them a good answer. So, training" 
Midwife 11 [female, 53 years old]: "What we're encountering now are women who are migrants and who arrive with post-traumatic stress.
These are pathologies that are new to us and very complicated to refer" 
Psychologist 3 [female, 60 years old]: “studies on neuroscience and pregnancy. We know now that MRIs show brain changes in mums and in some areas during pregnancy and that will last at least 24 months. We know that dads, there are also changes that last a little less long but that exist […] So, I think that all these data, scientific, more than scientific If I dare say, they’re very important too for parents, for providers, but also for us clinicians”
Midwife 2 [female, 38 years old]: "I think that was more than a depression. (…) I didn't really get any feedback afterwards, but it looked more like puerperal psychosis since I found this mother really, in a state, I'd never really seen anything like it in fact." 
Paediatrician 4: "Puerperal psychosis, I thought.  I don't know, it came to my mind. There's the question of depression, and there's the specific form of puerperal psychosis, but that's rare. But then, you have to be quite reactive. [...] It's a red dot. There should be a dark red dot there." 
Paediatrician 2: “I don't think I'm relevant enough in the context of depression, it seems to me." 
Paediatrician 4: “Well, I don’t know if midwives are well trained on postpartum depression. Probably more than us.”
Mother 1: “I don’t know what they [health providers] know, I don't know the notions they have on that. Training them.” 


Midwife 12: "Today, violence against women has an impact on women's health, and, in particular, on their mental health. [...] Because in fact there is physical violence and there is psychological violence. [...] I think the psychological aspect plays an important part. Already because abusive spouses will tell them they're bad mothers."
Midwife 25 [female, 60 years old]: "we have a lot of very isolated mothers, especially when they come from a country where maternity is still a very family-oriented and extra-familial moment [...] this isolation is going to make things complicated." 
Midwife 13 [female, 40 years old]: "Sexual violence, the woman’s history [...]. And in the pregnancy situations that really worried me, there was always this factor. [...] It starts during pregnancy. That's at the beginning of pregnancy, it's more of a risk factor." 
GP1 [female, 58 years old]: "Accompany those who are alone, isolated." 
Psychologist 4 [female, 38 years old]: "A mother who's terribly isolated [...] And who's very unwell, and with her baby who's not very well either." 
Psychologist 2: “midwives will indeed be more alerted by some things… but because they have only three days ahead and that there is a lot of activity, but they are more alerted, that’s true, more alarmist. While in paediatrics, [...] there is less judgment."
Child and adolescent (C&A) psychiatrist 2 [male, 28 years old]: “at the maternity, I could notice that midwives and obstetricians are indeed great technicians. Conversely, when I was asked in liaison about some situations […], it shed light on things that are not understandable for them. […] Because eventually we know which situations are at risk for postpartum depression. And to be contacted as soon as they see these risk factors could be interesting. Above all when there is rapidly a lack of understanding, sometimes even some judgment, that’s what we can hear during relief times for instance.”
Psychologist 2: "I had one in mind [...] with a history during a prior pregnancy [...] she was able to call back, she was also able to be vigilant with regard to the 1st follow-up.”
C&A psychiatrist 3: “Anyway at the maternity, most of the time, a woman who says, “I’m monitored by a psychiatrist”, they put signs, warning signs. Whereas that’s a protective indicator that she tells us that she’s monitored. Too. So that’s also about how all the messages are interpreted.”  


Obstetrician 2: “I found it simpler as anyway it was mothers with risk factors, where there was previous pregnancies that were very complicated or a specific disorder during pregnancy that makes easier to figure these women out. I haven’t got any women, like the postpartum depression which can really be the woman who hasn’t any risk factor and decompensate for you don’t know really why. During the antenatal period, I didn’t have any.” 
Midwife 16 [female, 50 years old]: “in the team, we pay much more attention to patients who are known, who have prior history. There is some work that is done with the psychologist, but that’s true that all these patients who have no alert signs at all and who, for instance, cry at day 2 after a difficult night with baby […] sometimes I feel resourceless.” 
Psychologist 8 [female, 30 years old]: “in populations a little more all comers, better socially inserted and all that, I find there is a real concern, meaning that even in terms of prevention. I think about a patient who was hospitalized to the mother baby unit and who explained me that in fact her baby had a stroke on his first day of life. Following that, parents were anyway relatively weakened, and apparently they weren’t told at all that if there were difficulties, they could maybe contact this or that service. […] and finally these parents went out their way to call out providers around them and each time resulting in something like a banalization of what was happening, telling them, “but that’s normal”, and she finally found herself the hospital, contacted us and she was hospitalized. She had a relatively severe, well, postpartum depression.”  
Midwife 12: "these patients who maybe hadn’t any antenatal warning signs or identified risk factors, and who will finally decompensate but more during the postpartum. [...] Not necessarily in the immediate postpartum [...] what support could we offer to these mums, and how to invite them to be taken care of. Because we don't always have the warning signs immediately."  


Psychiatrist 2 [female, 34 years old]: "the cognitive overload associated with parenthood and ultimately the clinical manifestations that can be grouped under the classic depression of the international classifications, but with quite different underlying elements."
C&A psychiatrist 3: "Anyway, having a baby was a maturing crisis, regardless of a diagnosis, not necessarily problematic but that makes you to get organized. Sometimes this maturing crisis is disorganizing, and that's detrimental to yourself and those around you."
Psychologist 3: "the diversity of clinical signs that may or may not indicate depression (…) depending on each person's internal resources. Every time that’s something very singular, but maybe there is… I've seen mothers (…) take care of their babies in a very operative way. From the outside, everything's fine, but that's as operative as you like, and from the inside, as Psychologist 4 said, that's a disaster. Some mums break down and cry, so I was going to say that it's perhaps more obvious or easier for providers to detect, even if they have to differentiate between ordinary sadness, a depressive movement and depression."
Psychologist 2: "Or I was thinking that maybe (…) to highlight the imbalance that birth produces, which could be depression, but which could be another imbalance that may or may not be transitory, and on which we can be vigilant." 
Psychiatrist 4: “indeed in peripartum depression, you’ve really the impression that for some patients, the context plays a big role in the appearance of depression. […] in these patients, that’s putting in place some helps or reworking the organization of daily life, for instance by bringing PMI [maternal and child protection] follow-up, TISF, helps like that or by clearing a bit things at the family level, in general that leads to improvement, of course combined with other types of care.” 
C&A psychiatrist 3: "Well, talking about depression, there are those with a history of repeated depression, who, in this period of vulnerability, will reveal a relatively classic depressive symptomatology. But when you're talking about 10 to 15% of women, or 8% of men, in that proportion, I get the impression that there are a lot of people for whom it's really a question of parent identity with something at stake that is expressed by a depressive symptomatology. (...) And I think that the depressive symptoms we see, for a large part, are symptoms of parenthood. (…) That is, 'I'm alone'" 
C&A psychiatrist 3: "Another way of talking about it is in categorical or continuum approaches. In other words, the categorical helps us: it allows us saying that we need to look after 15% of women and 10% of men, which is fine. But to think of it as a continuum, in other words, everyone is a little upset by what happens when a baby arrives. When does it become so distressing that it becomes too destructuring? Those are the ones we help. So that's up to everyone. And it's also a question of popularizing the subject. It can lead us to that kind of discourse." 
Psychiatrist 3: "To expand on what you were saying earlier, would you say that the term depression, which is a bit of a catch-all, or which makes... we immediately imagine a depressive picture, masking another problem, which would be what we are actually talking about. That it's two quite distinct things, and that society can have a role to play in certain things, and psychiatrists in others, but that it's a bit of a catch-all". 
C&A psychiatrist 3: "Well, it's a big whole, and we're talking about different things, and that's one of the DSM-V and ICD-10 definitions, there wasn't one for perinatal depression, but maybe that's actually legitimate. At first, I thought "that's a pity, it should be more widely accepted so that we can finally recognize the entity", but over the last few weeks, seeing and listening to what I see in my clinical practice, I've been telling myself "perhaps we should be able to talk about the singularity and that the term "depression" is perhaps not functional enough in this context"." 
Psychiatrist 2: "finally, the depressive manifestation, in the DSM sense, i.e. you tick your boxes and if you have enough symptoms that are sufficiently impacting on daily life, well… In the end, the ins and outs of that depression have their own specificities: there are those who have a very psychiatric background with a psychiatric history, recurrent depression, bipolar disorder, anxiety disorder, meaning that at some point they will decompensate, because pregnancy is a vulnerable time; and then there are those who don't really have that vulnerability and the usual psychiatric history, but who are more prone to what you describe... (…) parental burn-out..." 
C&A Psychiatrist 3: “Or that you make a link between depression and support, relatives, in fact. And that’s very obvious. […] I had more than once the feeling I was prescribing an antidepressant telling myself, “in fact, in itself, I’m not sure that’s the solution” […] but in fact, I get by as best I can and, well, the reality. I’m not going to grab the partner by the scruff of the neck and tell him what he has to do.” 
Paediatrician 3: “I find that when we pass scales, e.g. of depression, we put a diagnosis on the mother. And just that, that’s a charge. That means that the mother isn’t going well. But is the father unwell? Is the family supportive? Is the family dysfunctional? Couldn’t we put this too? […] but finally why the mother is unwell? And I think that it makes them bear some guilt too. […] putting a diagnosis of depression only on the mother, I find that sometimes it burdens her even more”
Psychologist 5 [female, 41 years old]: "Mothers who have been told by the doctor that they were likely to present a depression [...] this term, which could be a little confining. [...] this word tends to be a little overused" 


	Knowledge about paternal mental health / paternal PMHPs

















Position of fathers mainly envisioned from the perspective of their partner (e.g. as a potential facilitator / barrier to access PMHC)
	Paediatrician 3: “Fathers are sometimes unwell too […] as soon as the baby cries that’s a disaster. […] So maybe we could take some interest to what they experience when becoming fathers. Maybe we could have some studies on paternal depression […] maybe that could change our conception of the peripartum.” 
C&A psychiatrist 2 [male, 28 years old]: “we are relatively poorly trained to detect these postpartum disorders in fathers […] because that’s not the same signs than postpartum depression in mothers.”
Paediatrician 3: “there are more and more fathers who are in the race, they’re much more present than before. Sometimes there is a father who isn’t well and what is complicated that’s when the father is anxious. […] we go in things that are difficult to contain. Or anyway, I have no ease for that.” 
Psychologist 8: “We were talking about the screening for mothers […], but what about the father in these periods? Because, 8 to 10% that’s not insignificant, and that’s what roughly is identified, well, I tell myself, “well, that screening and that prevention, that’s also important for fathers when they’re present and invested”.” 
Psychiatrist 1 [female, 43 years old]: “I had a father who had symptoms, it looked like a feminine postpartum depression. He even had intrusive thoughts of harming the baby. But otherwise, you find other symptoms in postpartum depression in fathers.”
Psychologist 2: "Unfaithful men, who suddenly drop everything overnight, leave… acting out of that kind." 
Paediatrician 3: "They aren’t always well either, are they? You know, that's not superman, supporting the mother, this, that is a representation we have of the position of fathers" 


Psychiatrist 2: “there are a lot of studies showing the importance of father support, of marital satisfaction, this is quite well described. But that’s true I can’t think of studies that investigated father’s investment, and beyond investment of the baby, the quite dynamic role the partner can have in daily organization.” 
C&A psychiatrist 3: “she had a real anxious depression on a rather obsessive personality. She was going better and last weekend, she had all her family at home […] And she went out this exhausted, and she really thought about killing herself. She said she was willing to jump through the window. […] She had the impression to be the only one to care about what her 5-month little girl was living […] She spent the whole weekend being worried about her. And her husband was there, he pushed the pushchair, but he did not share at all the same concern, the same worry. At the end she felt totally left alone, abandoned”. 
Psychiatrist 3: “Or that you makes a link between depression and support, relatives, in fact. And that’s very obvious. […] I had more than once the feeling I was prescribing an antidepressant telling myself, “in fact, in itself, I’m not sure that’s the solution” […] but in fact, I get by as best I can and, well, the reality. I’m not going to grab the partner by the scruff of the neck and tell him what he has to do.” 
Midwife 13: “And I think the month of paternity leave is a huge progress (laughs). It should be a bit a little more longer, but that’s a huge progress […] if it’s correctly taken, if the partner invests this period too and takes it really for the family and the household, obviously” 
Psychiatrist 2: “I think that’s anyway also an issue in social support and in family support, that is to say brought to women, which is something obviously central. That’s it. That’s slightly parallel to your question, but I think we can anyway make the connection with the place of this extended paternity leave.” 
Psychologist 8: “we intend to open parental rooms, and in particular the fact that there would also be the longer paternity leave could allow easier joint parents-baby hospitalizations.”  
Psychiatrist 2: “the extended paternity leave […] because that, that’s indeed a small revolution.” 
Mother 4: “Well, I don’t know what my parents-in-law thought about my hospitalization […] That was my things, my choices, my decisions, anyway my partner fully supported me, that’s even him who told them. So I did not care, yes and no, I did not much have to tell them myself, saying, “I’m going to be hospitalized”.”


	Knowledge related to suicide prevention / suicide risk assessment 


	Midwife 25: “That’s not easy to discuss this question. Well, I never did […] I feel incompetent [to evaluate suicidal risk], so I hand over the reins if I see mums who are really unwell […] I refer them at full speed to a provider. I don’t feel competent if mums express dark thoughts like this.” 
Midwife 18 [female, 64 years old]: “But this suicidal risk, that’s very difficult to integrate. So, screening suicidal risk remains very difficult for me.”
Midwife 17 [female, 36 years old]: “I would go more on depression, and rather severe indeed, than imagine than the patient will commit suicide. Here the point is to try to take her in charge before and to see her before it becomes like that. So either she completely decompensates after childbirth […], but when I see them in postpartum, I’m definitely not into that. I see them within 12 days and […] I haven’t that shock of telling myself, “damn, she’ll commit suicide, she’ll put her baby in the freezer. […] But maybe I don’t come up to the question […]. But suicidal risk I don’t see it. […] the point indeed is that we could take them in charge. After, once again, I see them quite early during the pregnancy, so I don’t have the time to see the well-installed depression with the risks… For me suicidal risks that’s either immediately, but that’s the big decompensation and thus postpartum psychosis, the big thing, either it takes more time, a few months, a few years, and as a private practice midwife, I’ll have tendency to lose them on the follow-up level” 
Midwife 5 [female, 58 years old]:"The most traumatic experience of my career was a story that ended tragically with the suicide of a 7-months pregnant mother.” 
Midwife 26 [female, 52 years old]: “very frankly, I don’t think about it [suicidal risk]! […] Because that’s not my domain.”
Midwife 24 [female, 35 years old]: “that’s not so much that we don’t want to ask it or that we’re afraid to ask that question [suicide ideations], well, for me, that’s my romantic side, a bit naïve, that’s no [laughs]. Unless, as said earlier midwife 26, the woman express it clearly and from that moment, we’ll put all in stage for the care” 
Midwife 26: “I don’t have it in mind [suicidal risk] at all. I don’t think to discuss it. Except of course if she evokes dark thoughts during postpartum care. […] Well, unless she discloses immediately dark thoughts, […] I wouldn’t have discussed that with her” 
Midwife 21: "postpartum haemorrhage is a leading cause of mortality, we realize that… well, that’s with us within the service. Whereas suicide occurs finally weeks, months, or even in the first 1000 days, well, in the next 2 years, and when you are a hospital midwife, you will never be aware of it. And so that’s invisible for us. [...] but that we could have some kind of feedback on whether there were perinatal deaths in the first two years. I don't know how that could be possible, but to be aware" 
Psychologist 2: “what helped me to evaluate suicidal risk, that’s my training to RUD [risk, emergency, dangerousness]” 
GP2 [female, 47 years old]: "that’s my fear. To miss that [suicide risk] in fact. That danger in particular. By not being reactive enough."  
GP2: "that sense of urgency, for me that’s that [suicide risk]. That’s when you think there's a danger..." 
Midwife 19 [female, 60 years old]: “As it happens, I don't know what to do about screening. I think that’s something different. I'm not really convinced that we can detect suicide risk. I’ve been confronted to 2-3 situations where the women said it, where things were told so there you go, we took care of it. But when it comes to acting out...”
GP 2: "Because when they end up saying they’re not going well [...] we really feel like we're in an emergency." 
Paediatrician 1: "We had some mums who have attempted it [suicide] with medication or things like that. The ultra-catastrophic situation I told you about earlier was a shaken baby situation. So a mum who was signposted [...] in fact, she shook the baby almost immediately after maternity discharge.” 
Psychologist 5: "as far as the risk of acting out is concerned, the psychiatrist is essential in this loop." 

	Knowledge related to serious mental illnesses / autism: reducing stigma


	Midwife 11: "Currently, midwives are seeing more and more “psychiatric” women under heavy treatment." 
Autistic woman 3: “autism is really poorly known by health providers, so I wouldn’t like that […] it could be source of prejudices and that the staff would say, “oh, but she’s autistic, well, no but she wouldn’t be able to care for her child”.” 
Autistic mother 9 [40 years old]: “maybe the PMI nurse should be more trained to autism” 
Psychologist 3: “the level of psychopathology. And yes, if you deal with a mum who is crazy, who can have a depression but who is a severe borderline, huh. The risk of acting out is a little more severe than if you have a normally neurotic mum, who has a depression and suffers much.”
Psychologist 3: “I don’t know if you can say postpartum depression in a psychotic patient who has a baby.”
Mother SMI 5: "Well, for example, the CRAT website [centre of reference for teratogenic agents]. To know more easily the compatibility of medications with pregnancy and breastfeeding. To have small information sheets on withdrawal syndrome, on general pathologies of pregnancy, thus on gestational diabetes, etc. To have information on the progress of a delivery. To know a little bit... likewise, the compatibility of the epidural with the medication. That's it, things like that.” 
Mother SMI 5: “I told several providers about the withdrawal syndrome, they all looked at me with bulging eyes. […] They never heard the word “withdrawal syndrome” during their studies, so that’s very French”
Woman SMI 9: "I heard that neuroleptics induce tremors... a withdrawal effect, or a... and that worries me. (...) There may be a withdrawal effect due to medication I’m taking during pregnancy. Will be any impact for the child at birth?" 
Autistic mother 4: "for the moment I still find it difficult to talk about the diagnosis (...) And when I go to the doctor, that depends, there are times when I say it, and times when... there is always this fear of judgment, that they will raise their eyes to the sky, that they..." 
Autistic mother 4: "Consultations with persons [...] both in the field of autism and midwifery. Also a psychologist to see how the person functions, that would be really relevant. [...] Well, couldn't it be included during childbirth classes? Because it's true that there are tons and tons of things that exist: swimming, acupuncture... there could be an "autism" module, [...] in my opinion that would be much more beneficial than a course with a balloon in the middle of a lot of women knowing that you don't want that."
C&A psychiatrist 3: “Anyway at the maternity, most of the time, a woman who says, “I’m monitored by a psychiatrist”, they put signs, warning signs. Whereas that’s a protective indicator that she tells us that she’s monitored. Too. So that’s also about how all the messages are interpreted.” 
Mother SMI 7 [31 years old]: "if the midwife sees that the mum is a bit fragile, that she could refer her to a psychiatrist or a psychologist. [...] I was able to see when I was unwell. But someone who doesn't know herself well, that the midwife would say, “oh, there's a problem", that the psychiatrist and the psychologist would also be aware of it, and maybe would think about another medication, (...) yes, that there would always be communication between the three of them so that, when the young mum has an appointment, well, that there would be someone who could alert if she finds her unwell. Because midwives are as capable as psychiatrists of alerting when a mum is unwell.” 


	Knowledge about the consequences of PMHPs















Knowledge about the evaluation of parent-baby interactions 


	Psychologist 4: "that there is the traumatic dimension of postpartum depression [...] what remains is whether or not there will be another child in relation to what they have experienced. [...] in the experience of this violence, these ambivalent feelings, this hatred that is sometimes felt towards the baby [...] this dimension is so traumatic"
Psychologist 3: "We know that the baby will bear traces, but we don't know what kind or to what degree. [...] We're talking about depression and guilt, but it's often accompanied by major anxiety. [...] the baby is also." 
Midwife 1 [female, 38 years old]: “that's the care of the baby. You can’t ignore the care of the mum, well… What happens to the baby? At some point, we should think about it. Considering that we can have postponed hospitalization and care too.”
Psychologist 5: "Mothers are also very caught up in the idea [...] that babies feel everything from their mothers. And that's terrifying! [...] that the baby is a sponge, that it takes everything, everything, from the mother [...] that the fact that she cries when she's pregnant, she's completely terrorized by the fact that her baby might have spots. [...] that this great sadness would leave its mark. [...] this mother [...] is gripped by a terrible guilt" 
Paediatrician 2: "videos that showed children being fed, 4-5 month old, who were looking for their mother's gaze the whole time they were eating, and the mother wasn't looking at them"


C&A psychiatrist 2: "I found that what was really missing was the ability to observe the baby in its interactions with the mother. [...] that the baby has behaviours that are worrisome."
Psychologist 1: "In maternity wards, there are observation grids, but [...] they observe less what comes actively from the baby. [...] a baby who turns his head and avoids seeing his mother, it's hardly noticed." 

	Knowledge about treatment options

	Psychiatrist 2: “Yes, and similarly in adult psychiatry. Adult psychiatry, anyway, there is a rejection of mothers’ perinatal care saying, “oh no, that’s a mess, I don't know how to do it, that’s complicated. There is a baby in the belly so psychotropic drugs I don’t know, the interactions, I don’t know, that’s very complicated”. I say that when I teach classes, “interactions, that’s first looking at what is happening.” […] There is also some very basic things that are within the reach of anyone. But as says Psychiatrist 5, when you’re not regularly confronted to the situation, you’ll not participate in training, rise your skills on that topic, because at the end that doesn’t correspond enough to your activity.” 
Psychologist 2: “They often look at the CRAT [centre of reference for teratogenic agents] to have information, but there are things that are missing very much, I think, to the training of GPs and maybe indeed to have access to psychiatrists and prescriptions, all their knowledge, I find it interesting too.” 
Psychiatrist 2: “when a patient is pregnant, people who are untrained will tend to say, “oh, let’s stop or at least reduce psychotropic drugs in late pregnancy, that will be better for the baby’s arrival”, whereas, in fact, data rather supports the opposite: there is a volume increase, doses should be increased at this period rather than reduced.” 
Woman SMI 9: "And if I take a medication, will there be any malformations? I'm a little afraid of that." 
Mother SMI 5: “I told several providers about the withdrawal syndrome, they all looked at me with bulging eyes. […] They never heard the word “withdrawal syndrome” during their studies, so that’s very French”
Mother SMI 5: "Well, for example, the CRAT website. To know more easily the compatibility of medications with pregnancy and breastfeeding. To have small information sheets on withdrawal syndrome, on general pathologies of pregnancy, thus on gestational diabetes, etc. To have information on the progress of a delivery. To know a little bit... likewise, the compatibility of the epidural with the medication. That's it, things like that.”


	Knowledge about screening tools / how to introduce screening tools
How to initiate conversations about PMH





































· Alternative strategies to detect 






















Knowledge about screening tools 

























- How to introduce screening tools










- Screening tools: support for reducing stigma and opening discussions about mental health 























	

Midwife 14 [female, 45 years old]: "That’s true that for a long time we protected ourselves from some questions because we didn’t know what do with it, in fact. We didn't want to be in trouble in front of patients." 
GP 1 : “think we need more training and to pay more attention to… sometimes we ask ourselves the question and that’s not always easy to discuss depression… because that’s true that the arrival of a baby that’s always something that normally should make happy, and when you’re in complex living conditions, well… And to whom refer? How starting discussions on that topic, well, without being judgmental? Without altering even more the perception the parents can have of their parenting role… well, anyway of the mothering role.” 
Midwife 24: “ask that question even if sometimes you can sometimes feel a little uneasy.” 
Psychologist 1: “when I allow myself to discuss this with women even before something happens […] that’s when they tell me about postpartum blues.” 
Psychologist 2: “it removes the taboo and something that is both mental and physical care […] I find that the way they’re seen by midwives too, that’s… […] if indeed they’re at ease like when talk about contraception, if they discuss mental disorders the same way, that’s accessible and that’s not taboo. That doesn’t bring uneasiness to them. But I think that for that they have to be at ease.” 
Paediatrician 3: "sometimes there are mums who manage to tell they're sad, they're not happy with their life situation and all that, they can name it, and sometimes there's nothing that comes out of all that and honestly..."
C&A psychiatrist 3: “the issue of screening […] providers who aren’t trained enough, we know all that well” 
Midwife 14: “postpartum visits, whey we see them at one month and half - two months, actually that’s that we feel they’re sinking. […] And that’s true that if we don’t ask the questions […], they will not necessarily tell us because, well, at home, they always send them back the idea that, well, that’s normal, “you have to take it upon yourself”.”  
GP3 [female, 52 years old]: “I was GP at the beginning, and mothers tell me… first, I ask them, if no one asks them the question, they won’t tell. And if you don't go looking for them, they won’t tell. So I give them the choice. Do they feel like telling it or not? […] I haven’t that problem or that reluctance to talk with parents.” 
Midwife 14: “we all worked a lot on all what is violence, and you notice that when you don’t ask the questions, the topics don’t come out anyway. […] So, well, the questions, I think you really have to ask them” 
Midwife 26: “I sometimes discuss it during postpartum care, when I see the vulnerability set in, to ask the mums if they’ve a prior history of depression, if they have some things in their history that can make them more vulnerable” 
Mother 2: “And maybe an interview guide or a questionnaire to be completed by the woman, well, a support of discussion for all providers who don't dare to open the discussion. […] at first glance, these occasions are actually not oriented towards these questions. You’ve the postpartum visit, in which you’re told about your episiotomy scar, but finally we could discuss something else, you’ve all the visits to the Paediatrician, all the lactation consultations. There are many occasions for women to connect with providers.” 
Midwife 21: “After I think that screening during the postpartum… In fact, what I’m also lacking when you’ve been in private practice for fifteen years or so... Finally, I never had any... that's my fault maybe, but an update of my knowledge regarding the screening, whether when I open the perinatal file, ask the good questions (…) So, training" 


Paediatrician 3: “I don’t know if I know well how to detect maternal depression. What I detect more, that’s suffering peripartum situations, […] either coming from the child’s behaviour or from the complaints of the parents around that behaviour. […] Babies crying a lot, who are inconsolable, who don’t sleep…”
GP 3: “I have very small things to detect them, well, that’s not necessarily to look for… to be too intrusive. First, saying when they come back home, “do you manage to eat? To go to the bathroom? To shower?” Small things of daily life, if they manage to organize themselves. If they’re overwhelmed in daily life organization, I think you should look for something else. […] If they manage to organize themselves, I’m quite relaxed, I tell myself, “they’re holding up”. If they can’t, if they don’t manage to eat or shower anymore, that alerts me.” 
Paediatrician 2: "I use role-playing to get into the family scenario. I ask people how things are going, especially when they come with behavioural problems. In this case, it was oral problems, but I think there were parental problems behind them" 
Paediatrician 2: "So that perspective is crucial to me, and I believe I’m willing to share this knowledge [...] and this observation, what we call informal knowledge. And this transmission of informal knowledge is colossal and that's why this finesse of observation, and then of course of examination, is very, very instructive for me. And I can tell you that every day, I can feel if a mother, by her attitude is rather zen, etc."
Paediatrician 2: “that’s mainly through the child’s eyes that I have the impression to find this situation. Additionally, I was always very interested in all what is non-verbal in the child and in particular analysing the crying. […] I find that one of the best actions, that’s indeed prevention.” 
Paediatrician 3: “I don’t know how to diagnose it in that sense I do not ask questions to the mother, I observe, but that’s more suffering peripartum situations.” 
Paediatrician 3: “that’s not that easy to ask directly the parents about their mental health. I always asks if they’re alone, if they’ve some network, some relatives, because very often there is the question of isolation” 


Midwife 23 [female, 39 years old]: “maybe a screening grid that indicates the signs of depression, that’s true we aren’t well trained to that, and the signs of severity. In fact, some little ready to ask questions.” 
Midwife 5: "that’s important that we would have diagnostic tools. The degree of emergency, of course we try to assess it, but if we had tools that are a bit objective, that would be good.” 
It's a bit like violence against women. It's only recently, and thanks to the network, where a day's training sometimes 
Midwife 21: “After I think that screening during the postpartum… In fact, what I’m also lacking when you’ve been in private practice for fifteen years or so... Finally, I never had any... that's my fault maybe, but an update of my knowledge regarding the screening, whether when I open the perinatal file, ask the good questions... It's a bit like violence against women. It's only recently, and thanks to the network, where a day's training sometimes helps to get back into the swing of things and to tell yourself: “yes, but of course, I have to ask to all my patients, systematically”. And noticing that I’m getting familiar with that question, I have more and more positive answers. And then I tell myself, well, how can I ask the question directly: "Did you experience any difficulties after the birth of such and such a child? Anyway, I'm not updating my knowledge. And then postpartum, during perineal reeducation, I don't know but, would there be any grids? I mean, grids... we'll say, of global questions to ask to screen and enable us to be more expert, sometimes, in the diagnosis. Similarly, when we open the perinatal file, and then follow the patient in acupuncture, it's often a bias in fact. We accompany the patient differently, or they confide in us about their apprehensions. And sometimes, we don't make a note of it in the perinatal record, but they'll say: "Well, I've already had postpartum depression, so that's something I'm afraid of"." 
Paediatrician 2: “there is a maternal depression scale made by the French Association for Ambulatory Paediatrics […] that is well constructed, that I never use. But anyway, I know that scales exist.”
Paediatrician 3: “I saw they put a scale too. I don’t know how to use it.”  
Midwife 25: “that’s maybe not always easy to detect mothers who want to show that everything is ok for their baby and who maybe don’t communicate easily on their emotions.” 
Psychologist 2: yes, maybe there are tools to be developed. [...] [for] childcare assistants instead. And nurses." 


Psychiatrist 2: “that is to say, some realize the screening using EPDS [Edinburgh Postpartum Depression Scale] during postpartum care, but the midwife who has to administer the questionnaire, she’ll not drop the scale in the patient’s room and leave, she has to contextualize things a bit, so to evoke that the point is to detect depression, so, what’s depression, what is its frequency, what are its symptoms, etc.”
Midwife 27 [female, 34 years old]: "Well, now there's the Edinburgh scale? I give them the questionnaire from time to time and they complete it at home.”
Mère4: "When the PMI childcare nurse came (...) she gave me a questionnaire, which I still have, to see if I had postpartum depression. I don't remember which scale, but that doesn't matter. So first she said "send me the results", and then she said "keep it and do it again every week". Because I told her, I told her about my history." 


Mother 2: “And maybe an interview guide or a questionnaire to be completed by the woman, well, a support of discussion for all providers who don't dare to open the discussion. […] our health system in France results in women meeting some providers. That’s not a system where a woman experiencing her postpartum depression, experience it alone, without any interaction. […] Which is pretty good news for me because that means there for these providers to grasp this question. Except that, at first glance, these occasions are actually not oriented towards these questions. You’ve the postpartum visit, in which you’re told about your episiotomy scar, but finally we could discuss something else, you’ve all the visits to the Paediatrician, all the lactation consultations. There are many occasions for women to connect with providers.” 
Midwife 27: "Well, now there's the Edinburgh scale? I give them the questionnaire from time to time and they complete it at home. I know that sometimes it helps me for discussing that.” 
Psychiatrist 2: “that is to say, some realize the screening using EPDS [Edinburgh Postpartum Depression Scale] during postpartum care, but the midwife […], she has to contextualize things a bit, so to evoke that the point is to detect depression, so, what’s depression, what is its frequency, what are its symptoms, etc.”
Paediatrician 3: "And then there could be items on emotions, on sadness, on relationship with the father... if only to allow discussing some topics we don’t cover and that could serve as a consultation tool that could be used in a transversal way by different providers who act during the peripartum. What’s difficult sometimes is daring to tackle the subjects, and sometimes when you have a tool that allows us to put your feet in and open spaces for discussion." 
C&A psychiatrist 3: “I really believe that it allows accessing to a population who wouldn’t have any demand otherwise. […] a woman who was screened 14 at the EPDS, that’s not terrible. Yet if she cheated, she answered 0 to question 10, because she told herself, “otherwise I risk staying at the maternity”. […] And then the baby is 3 weeks old […] she says, “I’m at the end of my rope, I can’t hold, I need help”. She has an history of depression that was already identified by a GP more than one year and half ago, but that’s through screening that something formulates itself and she makes an explicit demand of care” 
C&A psychiatrist 3: “the interest of screening, that’s that too, to bring always, always, the mental inside the… it has a vocation to tell about their patients’ mental problems.” 
Mother 2: “I think providers are afraid of maternal difficulty. I think there would be a lot of things to do to demystify. And maybe a guide or a questionnaire to help opening discussions around that” 
Mother 4: “postpartum depression. You must communicate on that. Well, yes maybe by giving some kind of questionnaires” 


	Knowledge related to referral options / available resources









































Knowledge related to referral pathway 


	GP1: “I think we need more training. […] And that’s to whom refer?” 
Paediatrician 4: "But do they [midwives] know how warn when there is something really wrong?" 
Paediatrician 3: “the field knowledge of local health providers.”
C&A psychiatrist 3: “Recently, a melancholic woman hospitalized in our own hospital, followed-up for her pregnancy in a hospital with which we work regularly, well, nobody told us before childbirth. Never. Everything was to be built. She lived 100 meters from us. They never thought to contact perinatal psychiatry. Why not? That’s repeated, that's regular”. 
Midwife 11: "What we're encountering now are women who are migrants and who arrive with post-traumatic stress.
These are pathologies that are new to us and very complicated to refer"
Midwife 26: "For me, there, we’re lacking relays [...] all the relays are not all clearly established."
GP2: "that someone would receive what we just discussed together and the fact that they needed help and for me, the feeling I wasn’t letting them go resourceless” 
GP1: "So what I would remember is the importance of knowing the network well."
GP2: “That’s to have an answer to provide to families”
Midwife 12: "these patients who maybe hadn’t any antenatal warning signs or identified risk factors, and who will finally decompensate but more during the postpartum. [...] Not necessarily in the immediate postpartum [...] what support could we offer to these mums, and how to invite them to be taken care of?" 
Midwife 2 [female, 38 years old]: "so I had her general practitioner in between, I had the maternity, I had the liaison psychiatrist." 
Psychologist 3: "referrals are made [...] either by the PMI, or by the GP, sometimes already by the internal services: the obstetrician, the gynaecologist who detect things [...] the midwives, all the providers" 
Mother 2: “and so I found out that there was a lot of resources in our area, including in our city, that already existed when I was struggling. So that in fact, nobody knows. Well, that the providers don’t know, except those who are at the core of the target. But that’s not necessarily them that the women will meet.” 
Father 1 [34 years old]: “The midwife was a great help, even if that’s by talking a bit with her that she told us, “well, my advice is to consult such and such providers”. [...] we felt lucky to come across the right persons.” 
Father 1: "And a good territorial network of this healthcare service, that was listening. I was referred to the right person in two seconds."
Father 1: "For me that was the private practice midwife. She used to work at the hospital, with which she had always kept in touch, and so for her it was obvious to refer me to this centre. Yes, yes. So a good territorial network" 
Father 1: “My partner thought that we could ask the midwife who cared for us before childbirth and she oriented me to… [...] above all a person who was good at listening. And that did much good." 
Mother 4: “I felt very unwell, and I told her, “well, I feel like being hospitalized. I have to be taken in charge, I can’t cope anymore”. […] I went to my doctor at that moment who was desperate too, who didn’t know about mother-baby units, who tried to contact a local hospital. […] She managed to tell me, “I leave you a message. That’s not a psychologist that you need, that’s a psychiatrist, maybe your treatment should be adjusted”, well the poor was a bit panicking. She left a message to a psychiatrist who called me back the day after.”
Mother 4: "An aunt of mine who is a psychoanalyst (...) told me 'listen, I think that the solution for you is a mother-baby unit'. [...] She staid a few days and on Monday, the mother-baby unit in Alsace called me and offered me a direct admission, without an appointment.” 


Mother 2: "I think it would be interesting to develop a directory of resources so that professionals know who to refer women who are in difficulty with this issue to." 
Midwife 17: “our need at the maternity, because we don’t know anything about that [...] that we would just need to know how that goes [...] the protocol" 
Psychiatrist 2: "Anyway, I find that it's really an element of response that really goes in the direction of what you were saying Psychiatrist 5 to initiate the response, that’s that indeed that should be how to give access to care and to whom to turn, that’s a fairly central element of that. I think that one of the key elements is information: finding information. So well, information on what is it? What is its prevalence? What are its symptoms? What are its complications? What is the management? Etc."
GP1: "Not some guidelines but a decision tree that can guide a little." 
Midwife 3: "In Valence we use the HAS [National Health Authority] pregnancy pathways, 1A to 2B, and in fact when you graduate the medical pathway of pregnancy, you define whether the patient will see a doctor or a midwife first. And I think that it would be interesting if we could say, "well this woman is immediately the responsibility of the C&A psychiatrist, or that’s first an assessment by the psychologist”. (...) So I think we should draw the parallel with the HAS medical care pathways and how we could assess psychological aspects, the follow-up we could propose to patients.” 
Obstetrician 1: “For referrals, we really need an experienced midwife who is an old hand, [...] who would know to whom refer and how to refer. [...] They detect well the psycho-medico-social multi-vulnerabilities and they understand well what is behind. That referral requires some training for the midwife and… experience or specialized training, such as the university diploma in psycho-perinatology, stuff like that… that seems necessary to me too.” 
Paediatrician 4: "I refer them rather quickly and the whole team is quite attentive, [...] if there is a situation outside the norm, well refer very quickly to the psychologist or the psychiatrist." 


	When to refer / how to react depending of the situation 
































Knowing when to refer to a psychologist / a psychiatrist






















Knowing how to assess severity /degree of emergency








































Knowing how to react when the woman declines referral to mental health services





	Obstetrician 3 [female, 34 years old]: "Some kind of score that could show that they belong to a category at risk for depression, and what type of care could be offered, what type of care we could offer them, which providers they can contact. [...] rapid answers, people to contact rapidly." 
Midwife 16: “some small advices concerning these mothers at the maternity who alert us through crying, stuff like that, how to intervene? How to react? What should we tell them? And regarding discharge, should we insist more? What can we offer them?” 
Obstetrician 1: "that’s important to have some graduated care. Meaning that not everyone would see the C&A psychiatrist.”  
Paediatrician 2: "some extremely precise concept: urgent / not urgent. And then, first of all: what is it? How does it evolve? And what should we do?" 
Paediatrician 2: "inside there could be, “well, now, you should consult”, the red flag too. And then “consult your doctor or your midwife”. But there too, everything remains to be done. [...] Well, actually, the treatment depends indeed on the severity level that we determine together.”  
C&A psychiatrist 1 [female, 52 years old]: "the adaptability of care depending on patients." 
Paediatrician 4: "But do they [midwives] know how warn when there is something really wrong?"
C&A psychiatrist 2: “at the maternity, I could notice that midwives and obstetricians are indeed great technicians. Conversely, when I was asked in liaison about some situations […], it shed light on things that are not understandable for them. […] Because eventually we know which situations are at risk for postpartum depression. And to be contacted as soon as they see these risk factors could be interesting. Above all when there is rapidly a lack of understanding, sometimes even some judgment, that’s what we can hear during relief times for instance.” 
Midwife 1: "That's true that we have a lot of psychological care units, but we're going to play with temporality. Are we in an emergency situation?" 
Midwife 1: "I think the starting point is the diagnosis, meaning a referent, who would allow from information transmitted very quickly, would be able to situate us either in an emergency hospitalization situation, or in a delayed one. [...] an aid to the diagnosis, but also on the temporality. Will we refer that patient the same day, to whom should we turn? And if that’s within a week, to whom should we turn? And then, within that timeframe, is it the care of the mum and if so, what do we do with the baby?" 
C&A psychiatrist 3: "Conversely, you can also have too many referrals. […] You can see it well today, with the issue of accessing care and the apprehension that that could represent for families and providers. On the other hand, you can also have the impression that as soon as you open the gates that doesn’t stop, and that as soon as a woman cries, or behaves in a certain way..." 


Obstetrician 1: “the 1st choice that’s the psychologist. And we should indeed… well, put the specialists by level, meaning that a patient… well, that’s the C&A psychiatrists who’ll help us to make this classification, but… really have that base of to whom refer. Firstly, except for severity factors […] women taking antipsychotics, etc. or with clinical severity factors, they come to see the psychologist. And then the psychologist will say, “well, that’s more severe.” […] To spare the child and adolescent psychiatry. There are many things that can be solved by a discussion with a psychologist. And the psychologist will detect the patients who’ll need support, C&A psychiatry, longer peripartum care, mother-baby unit, etc.”  
Midwife 22 [female, 36 years old]: “If you choose to orient first to a psychologist, that’s because it’s indeed much simpler. […] rather than mobilizing a psychiatrist which is rather complicated. […] And often, the remaining option is psychiatric emergencies. […] that’s a little more higher level.” 
Psychologist 6 [female, 39 years old]: “today we orient more to the GPs than to the psychiatrists. […] That’s important to have medical support”. 
Midwife 18: “Because we favour the psychologist in first intention. […] firstly psychologist and then psychiatrist. Sometimes that’s the psychologist who decides of this orientation to the psychiatrist.” 
Midwife 19: “Referral to psychiatrists, I personally find it difficult too. In the network, we have difficulties to find a psychiatrist.”
Midwife 8: “there is always this lack of psychiatrists in some areas where sometimes that’s a bit complicated but still we manage it by being patient. And by finding support and monitoring solutions while waiting for a psychiatric evaluation.” 
Midwife 8: "if we had assessment grids, if we could score these patients, with, let's say, a real suicidal risk, that would already allow referring them more precisely to a psychiatrist, to a psychologist."  
Midwife 12: “from what our psychologist will say, she’ll either […] continue proposing to follow her up after or refer her to liaison psychiatry if she thinks that’s more worrying.” 
Midwife 21: “That’s first the psychologist and then the psychiatrist”. 


Midwife 8: "that’s true that we face big difficulties in getting appointments with psychiatrists. The temporality, the notion of emergency differs between the clinical situations we can see and the appointments they can offer. And I find that’s that is out of step with what we could observe on the field. I find we have difficulties with that. We manage to get psychiatric assessments but I find them completely out of step with the clinical situation we encounter. That’s more that kind of difficulty." 
Childcare assistant 1 [female, 32 years old]: “They said that’s not that serious [...] that’s often not very well taken into account. They think that’s not that important, that the maternity, that’s not something serious, that that can wait. [...] We are a bit left out. [...] they minimize things a bit.” 
Psychologist 2: “midwives will indeed be more alerted by some things… but because they have only three days ahead and that there is a lot of activity, but they are more alerted, that’s true, more alarmist. While in paediatrics, [...] there is less judgment”. 
GP1: "In fact, we have the impression to speak a little more the same language and to have the same preoccupations at the same time on both the mum, the child and the family. And to know when to get alarmed, when to take it to the next level." 
Childcare assistant 1: “on the peripartum and obstetrics [...]. We really handle the issue of children who are alongside. Maybe psychiatry is not well aware of that, maybe the patient’s condition in itself is not necessarily catastrophic in their terms compared with other patients they have. Anyway, we’ve got this issue of family’s and children’ safety. [...] her situation is concerning because she has kids to handle. And you can’t put these children on the hold. [...] That adds a specific concern. [...] they consider that these patients aren’t that serious”. 
Midwife 12: “even with a psychologist supporting us, we could be very worried and then, we were not necessarily very well backed up”.  
GP1: "Sometimes, you find it difficult to make your worries heard [...]. Coming to psychiatric emergencies was complicated. Very complicated. I would say that's very person-dependent." 
Paediatrician 1: “The discrepancy in concerns about the situation” 
Paediatrician 1: "a mother who arrived in intensive care [...] who had a major acute decompensation, for whom we contacted all the phone numbers that existed in psychiatry, and for whom we were told that this kind of situation was never urgent. And there you are with a mother for whom you are afraid for her life, you are afraid for the baby, you feel totally helpless, and you face someone who tells you with a disconcerting serenity: "you know, you have to contact the service X or Y"." 
GP2: “even depression, not at that stage, that’s an emergency but not within one day. But when you feel a sense of urgency, that’s because I could be afraid for the mum or the baby.” 
Midwife 2: "I receive a call from my colleagues on Sunday to tell me that she's going to be discharged and that they don't feel she's doing very well psychologically or even psychiatrically but that the psychiatrist refuses to see the patient because he thinks there's no emergency." 
Paediatrician 1: “to have dealt at the CAMSP [early medico-social action centre] with speechless babies with mums prostrated in an armchair, where it took months and months of support with the PMI until at one point someone decides that this situation had to be taken care of. You can’t leave a child with a mother who can’t get up in the morning! And when you’re told that you’re excessive, and that you should not take all that that seriously! [angry]. Indeed, I get upset in these situations because I see the mum […]. That’s not that she doesn’t want to, that’s that she can’t.” 
Childcare Nurse 2 [female, 26 years old]: “As childcare nurses, we already have a listening role to the parents, because that’s true that we will sometimes detect situations that are a bit fragile. [...] What is interesting is that we have psychologists who intervene quite regularly, [...] who will take over when we have a doubt and who will have a space to speak that is distinct from ours whereas we’re more involved in daily care. And so they have a very different perspective. And that's really complementary, I think. And that allows us to see these parents who can pose problems”


Obstetrician 1: “What is still lacking, that’s how to convince our patients to adhere into care, because those who need it the most aren’t always those who are adherent. We can’t always find the prompt.” 
Midwife 17: “following my postpartum visit, I came to see her, and she didn’t accept that I could tell her about psychological help, because she wasn’t experiencing depression. So I found myself a bit in a difficult position. […] because, she said, “[…] that’s ok I’ll handle it” […] completely resourceless” 
Midwife 25: "there are mums who spontaneously and also some who are a bit reluctant [...]. Mums who are reluctant and that we’ll see late during pregnancy.” 
Midwife 24 [female, 35 years old]: “you would need also to reassure on the side, taking an appointment for consulting a psychologist or a psychiatrist. […] I think there is a big apprehension on that side and that you have to find how to explain this, how to reassure.” 
GP 1: “That’s in the subtleness of not turning them on us, to avoid breaking the relationship too. And sometimes when we contact the psychiatry, that’s much more complicated.”
Midwife 17: “everything goes well. And so, we start discussing with her, well, psychiatrist, etc. and so, well, she don’t come to her next appointment […] as soon as we tried to introduce the PMI […] that closed the doors”  
Psychiatrist 2: "basically a frontline provider wants to refer to perinatal psychiatry, and that's already a hindrance".
Midwife 23: "When the woman is already being followed up, as was the case here, it's fine, psychiatrists are approachable, we manage to get our summary, and that's that. What's a bit complicated is when there's not much follow-up yet, when she's not conscious, or for example, with addictology, where they're not very compliant. That's a bit complicated" 
Midwife 25: “We also have some mums who had these experiences, sometimes a history of foster care themselves, some difficulties in their family, who already saw psychologists during childhood and are not willing to see some again. So we try to monitor, to support and to screen, […] to bring them to consulting”.  
GP 1: “After, that’s convincing mums to go” 
Midwife 18: “we keep the relationship but that’s very complicated and sometimes we lose them and we get them back later on, or we have news, because they decompensated or they’re very, very unwell. But later. And finally we let quite a lot of time fly during which we could have done something.”


	Knowledge about language related barriers to access to healthcare / cultural aspects 










	Childcare nurse 1 [female, 28 years old]: "But it's not always easy, especially when there's a language barrier, or even different cultures."
Midwife 11: "What we're encountering now are women who are migrants" 
Midwife 25: "At the PMI, we're particularly concerned with fragile mothers, who've had a difficult life, who've been through traumas. Then there are these migrant moms who often arrive with post-traumatic stress, there are all the cultural differences [...] the language barrier."
Midwife 1: "The language barrier remains a very, very neuralgic point for us in Lyon 8ème, where we have a flood of migrant women, who unfortunately come with psychiatric pathologies, which have never been treated..." 
Midwife 1: "So, the language barrier, that's for sure" 
GP1: "There's also the language barrier, which means that sometimes it's not always easy to appreciate". 
GP1: "At the PMI, in relation to maternity wards and paediatric services, we're concerned with the general population, but we're also sensitive and attentive to situations of great vulnerability, with different cultures as well." 
Paediatrician 1: "And then there's the intercultural problem. [...] the population, here in particular, is particularly precarious. When you're in a precarious situation, you're more likely to be hospitalized or in intensive care."
 

	Knowledge about existing continuous education in PMH
	Psychiatrist 2: “For providers, that can also be where to get trained with the list of the existing university degrees” 
Midwife 3: “I would be interested in having links to trainings.”


	Cope with distress / with feeling of emergency 




















































	Midwife 21: “they will say, “well, I already had a postpartum depression, that’s something that scares me”. And in fact, I feel currently resourceless to answer them well.” 
Midwife 18: “how to behave and to support” 
Midwife 25: “I hand over the reins if I see mums who are really unwell […] I refer them at full speed to a provider. I don’t feel competent if mums express dark thoughts like this.”
Midwife 2 [female, 38 years old]: "it took me more than an hour and a half to get her hospitalized, psychiatrists being unwilling to receive her right away, giving me an appointment for the next day. So I was very worried, worried about the baby, worried about everyone. I even had to call one of my colleagues for support [...] It took half an hour to put her in the car with my colleague, to send her back to the hospital when at the end they accepted to receive her. So really a very, very uncomfortable, very unpleasant situation. A lot of worries as private practitioner." 
Mother 2: "I think that providers need to have networks (...) I realize that they are very helpless, and I have the impression that they often don't dare ask the question because they don't know what to do with it if the answer is positive." 
Psychologist 3: "And then the manifestations like phobias, terrifying fantasies, where sometimes mums are taken by absolutely terrible things, and just saying it, daring to say that that they thought about putting the baby in the microwave, that they imagined things like that. And that they thought it is already absolutely terrifying and unbearable. Already, being able to say it to someone who listens without getting ahead of himself, but well listening what happens as something that can be listened to, well, that already comforts, that helps.”
GP 3: "It's already, I think, a late-onset depression that's gone by the wayside [...] in any case, she asked for help more between 6 and 8 months, when she started telling me: 'but I'm really in danger, I'm going to shake her, I'm going to hurt her'" 
Psychologist 3: "because we don't panic, we don't call firemen [...] we don't run around but we hold on. [...] We talk about it among ourselves, but we hold on." 
Psychologist 3: "We can imagine that we carry the worries a little [...] and that it's shared a little with the mum, and that's what helps."
Midwife 12: “For those without prior history, we still will ask ourselves when we’ve patients crying a lot, who are sad, who can’t take care of their baby, when we feel that’s complicated, or conversely who are very, very demanding. […] We see that’s complicated with their baby, who ring very often, who always need to have a provider alongside them, supporting them.” 
GP2: "Because when they end up saying they’re unwell [...] we really feel like we're in an emergency."
GP2: "When I'm afraid for the baby, that's actually that I'm afraid they would hurt them and shake them, without necessarily wanting to in fact." 
GP2: “even depression, not at that stage, that’s an emergency but not within one day. But when you feel a sense of urgency, that’s because I could be afraid for the mum or the baby.”
Midwife 5: “because in private practice, we’re a little, well… [swallows] alone facing ourselves and the patient… and the couple. […] I find that we have many situations of depression” 
Midwife 15 [female, 47 years old]: “that’s often mums who are not really willing to ask for help and this, we rapidly feel resourceless during postpartum care” 
Midwife 20 [female, 60 years old]: [speaks calmly but rather rapidly. She accompanies her words with hand gestures] Well, I think we're also helpless because there's still something that's not concrete for us. For example, a woman called one day and told me: «I’m calling you because I can't cope any more, I’m not going well any more, I can't sleep at night, my husband is at the end of his tether, we're all at the end of our tether, we can't take it any more". "Okay." "I have an appointment with a psychiatrist, but it's too far away, I don't know who it is anymore. I didn't give birth at your maternity." And I was on the other end of the phone thinking: "My God, I can't leave this woman at home, what's she going to do? I said to her: "Listen, come along, we'll see what you can do, what we can do". And then she told me: "yes, but you have to tell me exactly how I'm going to get here, because I've lost my bearings, I don't know what day it is". And I told myself: "My God, she's decompensating, she's losing everything, she doesn't know what she's doing". I ended up explaining to her exactly where she needed to come. She said, "Okay, I've written everything down, I'm on my way". Four hours later, she still wasn't there. Luckily I'd remembered her name, so I managed to find her and call her back, and she told me: "in fact I went to the emergency room at the hospital, because you see, (…) I didn't know where I was, I didn't know where I was going". And I told myself: "My God! But that's okay, she's somewhere else, she's being taken care of... My only question was: "But where's your baby?" "He's with my husband". "Yes, but your husband, you told me he wasn't well". "Yes, but there's my sister". "Ah, ok". And I finished like that, but thinking to myself: "My God, what a state this woman is in. I hope she's been taken care of".


	Empathic relationship / listening skills 
	Midwife 18: “how to behave and to support”. 
GP 1: “that’s time, that’s connection, that’s listening”. 
Midwife 1: “I rarely interrupt a person who is talking. […] Then I systematically return on a form of reformulation of what was told.” 
Midwife 18: “they don’t recognize it. There is the family factor […] shame about disclosing it […]. There is a lot of shame, how the family would view it, to feel diminished, to cry in family, telling themselves, “you feel incapable, you’re a bad mother […] while others manage it”.
Mother SMI 8: “We had a midwife too, we had before teams of midwives and childcare nurses. You shouldn’t hesitate to ask child and adolescent psychiatrists for help… There were childcare nurses, midwives who can do home visits. Even if we were well-prepared, if we did all needed to be done, that’s reassuring to have someone else who says, “well, that’s good, you did well” 
Mother 2: “he went to a great daycare […] I felt that he was safe there. So to me that was already… let’s say… I think that it gave me a positive perception of me: I found a good place for my son. […] There were providers, who without really saying the words, felt, I think, what was happening to me and knew… anyway who made a lot of efforts to valorise me as a mother. […] They had a real role in the fact that it became better” 
Mother 3: “the bond with the babies built itself in the course of consultations at [medico-psychological centre] too and home visits. The childcare nurse came regularly at home. […] And when she came, she went for the bottles, putting them to bed and then we took a coffee together and that was our one to one moment. So there was some kind of rituals too. The Maman Blues association gave me the contact of an association that sends home help or TISF [technicians in social and family interventions] at home. I had a TISF during 3 months. […] She was incredibly helpful too.” 
GP1: "Well, for intermediate situations, that’s when you need listening, to at home, to work on trust in order to refer. [...] you appreciate the situations that are a little at risk with complicated stories, the risk of reactivating things, and you think that in the objectives you should work on a referral." 


	Non-judgmental attitude / creating a trusting relationship

	GP1: “simply by naming things, by not hiding things, by being rather in the dialogue with families and hospital services. […] the possibility to tell things to each other and to explain it to the mum, the dad, sometimes to family relatives so that they could be involved too, not feel put aside. And also to try to reassure to move forward. But yes, that needs a tight partnership and to respect each one’s place, that’s not always easy, and to know well what the ones and the others do and what are our skills, or ways of doing things too.” 
C&A psychiatrist 1: “trust is important and sometimes that is well brought by some providers who anyway know how to bring it. […] And that’s an experience too the issue of trust and kindness.” 
Mother 3: “I consulted a psychiatrist and a childcare nurse. […] they were very present, they did home visits during the lockdown to see the babies, they brought a motor therapist to give us leads on how to awaken them. I could speak without any taboo, without any fear of being judged.” 
Paediatrician 1: “the question of how we look at them, that’s something very complicated. There are some mums who are considered in difficulty, that’s a real work of non-judgment.” 
Nurse 1 [female, 46 years old]: “I think, mums, as long as we listen to them, […] explain them too with simple words what is a postpartum depression […] and non-judgment. Because that’s true there are many mothers who tell us they don’t dare to talk because they feel completely judged and in fact they are ashamed of not being able to move over that and to be able to bond with their baby because mentally they can’t.” 
Nurse 1: “That’s true a lot of mums tell us they don’t dare to speak up because they feel completely judged and that they’re ashamed”
Psychologist 5: “Mothers are feeling very guilty […] that’s very locking up […] the silence […]. They stay in a form of loneliness because they’re feeling guilt or there is a question of a little shame.” 
Psychologist 6: “the issue of guilt of not feeling well. The arrival of a baby is indeed supposed to be a happy event, and then, well, no, finally, that can make feel sad, aggressive, and that’s true I think that’s very complicated to tell” 
Childcare nurse 1: “That’s often complicated for us to make the mums adhere with the follow-up, or anyway to put in place some support […] even if putting in place TISF [technicians in social and family interventions], […] that’s sometimes difficult for them to hear because they already feel very guilty about the care they can provide to their baby” 
Midwife 18: “how to bring the mum back to reality, to her difficulties? Because our care is mostly antenatal. During the postpartum, we see them once or not anymore, and that’s very, very, complicated to make them hear they experience difficulties, that we can support them, even refer them.” 
Midwife 1: “to receive a couple or an isolated mum, the 1st thing, even if that can seems banal, is to create a trusting relationship. […] to allow them to be at ease.” 
Father 1: “once again maybe that what helped is to come across the right people. If I had came across to someone… because that could happen, right? On a midwife who would have say, “the 1st weeks are always complicated, you know” and well, that’s it [shrugs his shoulders]. We didn’t do too much nor… [...] that was taken as it should be.”  
Psychologist 2: “I was telling myself, on shame, probably that the way frontline midwives discuss this or intervene… they make it more accessible and, so, that there was something easier for patients to confide themselves.”
Midwife 18: “that’s mostly the issue of trust. […] We intervene at home, everything can go well during several meetings and from one day to the next, they don’t open the door anymore and we remain very worried.”  
Childcare nurse 1: "That's a long-term job. I try to make home visits once a week during the 1st month of life [...] try establishing a bond of trust"
C&A psychiatrist 1: "The question of trust matters" 
Psychologist 1: "when I already met them at the maternity hospital, it's easier for them to contact me when they've already seen me." 
Mother 3: "We consulted a medical centre in Lyon, which is recognized for helping couples with fertility. And we were received by a provider who was very, very gentle, who asked us about our background, who asked me a lot of questions about the psychological part." 


	Shared decision-making about disclosure decisions to other HPs















	Midwife 19: “on transmissions […] to be able to ask the patient on what she wants us to tell or not to tell […] but at the same time […] a woman who says, “I don’t want you to tell anyone”, that’s extremely difficult to handle.” 
Obstetrician 1: “beware of stigma. […] Well, when that comes to psychiatry, that’s very complicated to write and very complicated to transmit. And that we would once again reflect, on how we’ll transmit from one to another on the vulnerabilities of the woman. […] Because that’s concerning when you see the woman for the 1st time, that it would be that that appear first. You have to write she’s vulnerable, that they should pay attention to her intimacy, you have to transmit things, but you have to transmit it [hesits], well, delicately. […] In a tool, you have to find how to transmit on psychiatric disorders. Similarly, you must not label them “psychotic”. […] you have to learn how to transmit. That’s really a common language we have to develop in peripartum care that points out vulnerabilities without stigmatizing them and without locking the patient inside. […] That’s pregnant patients, you shouldn’t stigmatize them, that’s really important”. 
Paediatrician 1: “there is information that is transmitted and that is altered. The bigger the team, the faker the information. […] what do we share? […] with the psychologists, we try to agree on what we share or don’t share. […] We try to share some things that are obviously absolutely imperative […]. But there are some things we don’t share within the big team because that alters the picture of what people could do if the information was altered.” 
C&A psychiatrist 3: “Anyway at the maternity, most of the time, a woman who says, “I’m monitored by a psychiatrist”, they put signs, warning signs. Whereas that’s a protective indicator that she tells us that she’s monitored. Too. So that’s also about how all the messages are interpreted.” 
Paediatrician 1: “There is that gap where you’re told, “we’d like care at discharge from maternity because this mum will need some support and not to be separated from her child”, and suddenly, something terrible happens while we did not understand anything. Which renders for instance the concerning information very difficult in some situations because you tell yourself, “what will I start?” 
GP 1: “that’s the issue of secret, of what we share, the information we have to share” 
Paediatrician 3: “And then, there is the question of the culture of connection. That’s often when there is a space with a private practice psychologist, well, they say, “that’s the closed space of the consultation, nothing goes out, that’s with the parents”. Except that thus we lose that network which is relevant.”
Midwife 19: "In terms of difficulties, what I'm really pointing out at the moment is about transmissions. I really think that's a subject that's hyper-important, what we transmit to each other, to be able asking the patient about what she wants us to tell or not to tell. But at the same time, if we're faced with a very complex situation that we identified, where we really have concerns, and we face a lady who says, "I don't want you to tell anyone", that's extremely difficult to manage. [Midwife 18 nods. Midwife 21 smiles] I know that our PMI colleagues encounter these difficulties very regularly, ..." 
Midwife 18: “We tell them, “we call with your approval” […] that still happens and often that we come with them in the consultations […] to create that trusting relationship” 
Paediatrician 1: “there is some kind of filter that is necessary. […] Mums are willing to, by the way. What we systematically do, that’s when we have some information a bit complicated, we ask the mum if she’s ok or not for that to be shared or known by other people than us, and possibly in which conditions. And to assure them that if she’s not willing to, that it’s sure that will not come out.” 







Supplementary table S5. Contextual factors influencing the translation of the learned skills into clinical practice / the implementation of a training program (bold figure in Table 4) 
	Society level factors

Switching from infant-centred care to family centred care in the peripartum
- Switching from infant-centred care to family centred care during pregnancy 










- Switching from infant-centred care to family centred care during the postpartum period
























































Raising awareness about PMHPs 


















Providing non stigmatizing information about PMH to all parents 




















Challenging stigma 
- Public stigma towards depression (taboo) 


























- Stigma related to medication and mental health services






















- Reducing stigma associated to help-seeking (fear of CPS involvement and custody loss)
























Increasing social support during the peripartum 
- Support by health providers and social workers





















- Partner and family support 

















Switching from a focus on individual level to community level factors
- Changes in the conception of peripartum (individual vs. community responsibility; responsibility incumbent on mothers; period of increased vulnerability)










































































	



Mother 3 [35 years old]: “thinking back on the ultrasounds every 15 days, well, it did good, because I was the focus of the consultation and because before ultrasounds, they asked me, “how are you feeling? Are you eating well? Are you sleeping well?” And I told myself, “I’m not only the person who bears”. […] I knew it was also in the interest of the babies but they didn’t ask, “how are the babies?” And that was later during the consultation that they asked “do you feel them moving?”” 
Autistic woman 5 [33 years old]: “during pregnancy monitoring, I’d like that the mother would not be considered only as an uterus. Meaning child’s health, and also maternal health that would be taken into account.” 
Woman with serious mental illness (SMI) 2 [32 years old]: "During pregnancy, we have more providers available, and afterwards, that's when there are fewer things. Even if there are some, but still fewer. We're more often alone at home, what." 


Mother SMI 8 [40 years old]: “the lack of care. I found it hard to be abandoned […] after childbirth, that I didn’t have a doctor anymore and all that. I find the follow-up important, and I believe I wouldn’t like do it again with such a precarious situation […]. I would not like to be abandoned. Actually, the part on maternal healthcare is important. […] I prefer to be cared for.” 
Mother 3: “That childcare nurse comes […], weights the babies. The babies are well, and I tell myself “well, once again they focused on them”. So we put them to sleep. And at this point… I tell myself, “well, she’s going to leave”. And actually, she asks, “can I sit?” (Silence). And I, in front of her, I was longing for this and I answered, “yes, yes”. And she sat and looked at my husband and asked, “could you leave?” […] And she asks, “how are you feeling?” I answer, “well, he doesn't sleep, they are always in pain”. And she says, “no, how you’re feeling?” and actually, I have the impression that it’s been ages that no one asked me that question. And I don’t know where to start. And I begin to tell her all that’s going out.” 
Mother 2 [36 years old]: “our health system in France results in women meeting some providers. That’s not a system where a woman experiencing her postpartum depression, experience it alone, without any interaction. […] Which is pretty good news for me because that means there are multiple occasions for these providers to grasp this question. Except that, at first glance, these occasions are actually not oriented towards these questions. You’ve the postpartum visit, in which you’re told about your episiotomy scar, but finally we could discuss something else, you’ve all the visits to the Paediatrician, all the lactation consultations. There are many occasions for women to connect with providers.” 
Paediatrician 4 [female, 48 years old]: "we don't see the babies very often afterwards, and [seeing the mums] that's not our number one job. Anyway, that would be good if they were systematically seen again on the obstetrical level." 
Psychologist 4 [female, 38 years old]: “one of these mums who had a depression that remained unnoticed because she was doing all that needed to be done for her baby but in the inside, it was a disaster.” 
Mother 3: “And there was also this double hospitalization I was not at all aware of and I did not know someone could say to the mum “from now, we do not take care of you anymore, you’re physically there, but you stay for them”. This, really, I still struggle to understand it now.”
Mother 3: “from the moment I’m administratively discharged, no one cares for me physically, except for removing staples.” 
Mother 1 [33 years old]: “I think there are a lot of mums, before suffering from depression… because I really think that sometimes this depression is caused by all the questions you ask to yourself, and sometimes this tiredness you produce yourself.”
Father 1 [34 years old]: “Well, the care had a big role. We were taken care of by… it was very simple 1-h sessions, and it allowed discussions, and above all, she did not gave the floor only to me. To my partner too, and for that, that was not bad. Because without realizing it, I think it was rather demanding for her, even if she is rather strong.” 
Father 1: “It was a psychiatrist. […] What helps there is that there is an environment a bit for parents but also for children, meaning there is not a lot of white cloaks, you see what I mean?” 
Nurse 2 [female, 50 years old]: “I build on access of the child through paediatric services. We often receive overwhelmed mothers because they’re not consulting for themselves, but for the baby. And very often with our colleagues in paediatrics, child who are there for crying and who finally reveal maternal depression.” 
General Practitioner (GP) 3 [female, 52 years old]: "They [midwives] warn when the baby is not well, but I have never been contacted when the mum was not well." 
Midwife 25 [female, 60 years old]: "for us, seeing again the mums in a second phase could maybe be interesting. Because that’s true that these depressions can stay unnoticed if the babies are going well. […] I don’t know if this postpartum interview could allow to see the mums a little more and in a little more systematically." 
Midwife 1 [female, 51 years old]: “we often ask ourselves about postpartum depression during the next pregnancy. […] There is a period of emptiness for women in postpartum between the end of the private practice midwife’s care and the 1st appointment with the GP. There is a moment when we’ve the impression they have no monitoring. Perineal reeducation is over, they don’t see their private practice midwife anymore and they’ve contraception, they return to work, they haven’t seen their GP yet and thus there is no one at this moment and that’s when it happens. And so that poses the question of the continuity of care.” 
Paediatrician 4: "These mums who had emergency caesarean sections, finally, they don't necessarily see the psychiatrist systematically, [...] after 5 days that's not so bad, hop you go home and then you'll see, if you're lucky, in a month - a month and a half the obstetrician who did the caesarean section, and there you go. In the meantime just figure it out." 


Psychiatrist 3 [female, 32 years old]: “that’s very much a story of awareness of the general population.” 
Child and adolescent (C&A) psychiatrist 3 [male, 49 years old]: "general public information too." 
Psychologist 6 [female, 39 years old]: “relatives, actually, the father or a friend […] that we could raise awareness the relatives.” 
Midwife 14 [female, 45 years old]: “that it would be part of the landscape, that everyone read these flyers, the relatives… That maybe we’re pointing out something that is frequent.” 
Father 1: “I wasn’t surprised because as I said at the beginning, yes, if someone would have told me it existed, of course, I wouldn’t have denied it. That’s just that maybe I didn’t think it would happen to me. I would have been less surprised if it had been my partner, whereas she’s stronger than me, you see? […] But I wouldn’t have been surprised because there is the mental and the physical too. Well, I mean, childbirth is really a huge thing for the woman. So I wasn’t surprised to find few testimonies but really… we know that that exists” 
Mother 4: “I feel no shame on the topic and that’s why I try a bit… well, if I accepted to do this with you today, that’s because I wish it could improve for women. Even if I observe that it has already improved over 7 years. Anyway, it has evolved. And I see it, a lot of things happen. […] The speech is freed, even… […] I was very well supported. Not judged.” 
Autistic woman 5: “I think that in maternity, there are some posters saying that if you’ve psychiatric problems, you should tell it to avoid postpartum blues” 


Midwife 14 [female, 45 years old]: “that it would be part of the landscape […] Known and recognized.” 
[bookmark: _Hlk158026303]Psychiatrist 2 [female, 34 years old]: “that it would be part of the information, just like we will inform women on Guthrie or breastfeeding if they wish to lactate, well, that it would be part of basic information and even very early, at the early prenatal interview, that there would be an information on peripartum depression that would be delivered, in itself, it would really be a very important leverage.” 
Psychologist 2 [female, 40 years old]: “it removes the taboo and something that is both mental and physical care […] I find that the way they’re seen by midwives too, that’s… […] if indeed they’re at ease like when talk about contraception, if they discuss mental disorders the same way, that’s accessible and that’s not taboo. That doesn’t bring uneasiness to them. But I think that for that they have to be at ease.” 
Midwife 12: “Or maybe discuss the signs of depression with these mums, […] telling them they can receive help in the case that occurs. Anyway, being able to discuss these signs beforehand during postpartum care, e.g. when we do the preparation to the return at home. […] we still don't have much the full network, but maybe discuss more this topic in the advices for returning at home in the maternity and connect with other providers. […] and free them from guilt.” 
Midwife 14: “during pregnancy, we indeed really have the chance to have… well, we have childbirth classes, we can conduct interviews… I think there are really many things that are already proposed to everyone. So finally, well, you can support her on pseudo-normality without stigmatizing her or giving her the impression that we label her, so maybe she would accept it more easily.” 
Midwife 14: “that it would be part of the landscape, that everyone read these flyers, the relatives… That maybe we’re pointing out something that is frequent.” 



Mother 3: “Then, I saw it written by my doctor on my sickness leave, it was written […], “psycho-depressive disorder”, something like that. And to see it written, I told myself, “ok, you’re part of that group”, while I have now experienced that, I tell myself there is no group, there is no stigma, but to see that, for me I was affiliated with that. […] And I told myself, “that’s it, all you didn’t want to, well, you’re inside” 
Mother 1: “My husband, the same, that’s not someone who would have easily understood… For him, the depressed are people letting themselves go, you know? But that’s part… well that’s a lot like this in the countryside. I don’t know how to say, we’re in small villages, so that’s normal, that’s societal they all think that. And they’re hard workers. […] I had also this perspective, telling myself, “they all would see it badly”. My major fear was he that he would leave me. That…. Because for him, being with a depressed woman…. I find this word so strong by the way. “Postpartum depression” (waves her arms to make a circle). So, yes, that’s a depressive state, but I think that for everyone that’s the poor woman who doesn’t manage to care for their children. Above all, that’s what I feel when I hear people talking about this. […] Even myself.” 
Paediatrician 3 [female, 47 years old]: “that would be good that there would be a flyer for the father and a flyer for the mother, because there are some families where you can’t say that you’re sad or that you’re not going well.” 
Mother 1: “to appear as someone weak. And I never liked that, and for me that was a weakness […] that was not my temperament.” 
Mother 1:“to tell myself, “shit, that had to happen to me. I’m the 1st one to have a baby”. Yes, more weakness, well. To tell myself, “I didn’t know how to cope”, well. And to tell myself I had to go to be helped and by my parents and my parents-in-law”  
Mother 1: “I think depression will stay taboo for a very long time. Because it remains a weakness in people’s opinion. Even those who experienced it and got through, I think that’s one of the illnesses, […] which are the most difficult. […] But I think providers have a huge role in that.” 
Midwife 25: "there are mums who spontaneously and also some who are a bit reluctant [...]. Mums who are reluctant and that we’ll see late during pregnancy." 



Mother 1: “I felt even more ashamed to tell myself I took an antidepressant.” 
Mother 1: “people associate a lot depression with pills. […] So, well, reducing stigma, yes. […] People think a lot about psychiatry. And this word, “depression”, that means hospital, that means hospitalization, and I think that’s scary.” 
Midwife 16 [female, 50 years old]: “Some mums, as soon of you mention the psychologist, you immediately feel that […] they dig their heels in.” 
Mother 3: “I went to see my GP […]. She prescribed me antidepressants I didn’t want to take because one of my very close friend is under antidepressants for 7 years now, and I saw to which extent it was difficult for her to stop it, I didn’t feel like to be in that situation, and I was persuaded I would manage to get trough on my own. So I did not take it, and my doctor told me […], “listen, if you don’t take it, go at least take them at the pharmacy and keep it at home because if you’re controlled by the Sécu [social security system], that’s possible they ask you the blisters”. So I was faking to take it, I was throwing it everyday to trash to show them “look, the blister is started”. 
Mother 4: “that was more the antidepressant, where I was a bit, well, reluctant. But once I took it and I saw the good it did for me, I must say I was very happy. Because, well, you sleep better, you think less, the brain calms down and it allows taking thinks a little more lightly.”
Mother 1: “That was the fact to be helped by something chemical. I told myself I could pretty much find my way out by myself […] taking this pill made me feel even sicker. […] That was really the chemical side, to tell myself I had the impression to not sleep naturally, to not think naturally and I was a bit sedated. […] I found it not easy to disclose taking pills…” 
Mother 1: “So they made me see the psychiatrist… I didn’t like that, I’m not found of psychiatrists. Well, basically, I don’t like much talking […] it was a bit hard to confide myself” 


Paediatrician 1 [female, 54 years old]: “there is a great worry, I think, from families, if they’re not “well-behaved”, firstly to be viewed badly, and secondly to not be good parents, and for families where there may be preexisting difficulties, there are some kind of red flags: above all, to make no waves, above all, not be viewed badly because it could lead to a report of the child.”
Mother 4: “And to break silence, that’s clear. Well, because I think some mums don’t disclose it because they fear to have their children placed, aren’t they? That still exists.”
Mother SMI 8: “you must not hesitate to accept help. That’s complicated when you’re alone with your child and above all when you’re afraid. I know women are afraid of help because they’re afraid of being judged and all that, but I would say you must accept help.”
Midwife 19 [female, 60 years old]: “the fear, also, of interventions […] related to PMI [maternal and child protection] […] related to social services”
Midwife 25: “We also have some mums who had these experiences, sometimes a history of foster care themselves, some difficulties in their family, who already saw psychologists during childhood and are not willing to see some again. So we try to monitor, to support and to screen, […] to bring them to consulting”
GP1 [female, 58 years old]: “That double hat of the PMI: to be there both to prevent, support, and in the same time being vigilant concerning protection […], there is that fear. The fear that it goes until report.”
Midwife 25: “that’s maybe not always easy to detect mothers who want to show that everything is ok for their baby and who maybe don’t communicate easily on their emotions.”
Mother SMI 7 [31 years old]: “I was also supported by a midwife from the PMI. She went all weeks. […] Because my midwife told me, “you’re entitled to it as much as others”. Because for me that was… I had the image of persons with difficulties. And she told me that no. So I had before and after that person who came. That was very important and very helpful.”



Obstetrician 1 [female, 62 years old]: “We should really reinforce the postpartum […] prepare the immediate postpartum: private practice midwife, PMI or home treatment. I wish it could last longer in postpartum, that the peripartum network could continue in postpartum” 
Mother 4: “I think mums should be offered more help in the first months after childbirth. To avoid finding yourself waiting all alone. I remember I waited […] the next breastfeed, but at the same time I was telling myself “it comes back too soon, I don’t have the time to do anything”, but actually I did nothing, so it did not make any sense” 
Midwife 5 [female, 58 years old]: “mothers often come back home and find themselves really lonely. And it’s a complicated period because they end up with a newborn, with many worries, questions. […] We don’t listen them enough, they don’t really know to whom talk about this […] Getting back home is sometimes complicated and there isn’t enough listening and help at this period. […] a visit by a private practice midwife, well it allows […] to monitor these women a little longer, but some years ago they had only the Paediatrician at 1 month postpartum. They eventually saw no one in the meantime.” 
Midwife 13 [female, 40 years old]: “I build on the issue of society and this cultural question […] this period is tiring and that, but we do not give women the resources to rest” 
Psychiatrist 3: “the day you become parent, you understand what being alone means. […] And that’s weird. Well, that’s weird to tell. But this is something that comes out a lot during consultations.” 
Autistic mother 10 [37years old]: “Well, having someone sometimes to look after my child, it would have helped much. Well, I mean someone I trust and to whom I can tell eyes wide shut “this afternoon, you look after him, I’ll rest”, that would have been fine”. 


Psychiatrist 2: “there are a lot of studies showing the importance of father support, of marital satisfaction, this is quite well described. But that’s true I can’t think of studies that investigated father’s investment, and beyond investment of the baby, the quite dynamic role the partner can have in daily organization.” 
Psychiatrist 3: “Or that you make a link between depression and support, relatives, in fact. And that’s very obvious. […] I had more than once the feeling I was prescribing an antidepressant telling myself, “In fact, in itself, I’m not sure that’s the solution” […] but in fact, I get by as best I can and, well, the reality. I’m not going to grab the partner by the scruff of the neck and tell him what he has to do.” 
Midwife 13: “And I think the month of paternity leave is a huge progress (laughs). It should be a bit a little more longer, but that’s a huge progress […] if it’s correctly taken, if the partner invests this period too and takes it really for the family and the household, obviously” 
Psychiatrist 2: “I think that’s anyway also an issue in social support and in family support, that is to say brought to women, which is something obviously central. That’s it. That’s slightly parallel to your question, but I think we can anyway make the connection with the place of this extended paternity leave” 
Psychologist 8 [female, 30 years old]: “we intend to open parental rooms, and in particular the fact that there would also be the longer paternity leave could allow easier joint parents-baby hospitalizations”  
Psychiatrist 2: “the extended paternity leave […] because that, that’s indeed a small revolution” 




Mother 1: “I think there is a pressure today, on the mum. And in particular this role, being perfect, to take perfect care of her house, to succeed at breastfeeding, to have quiet children […] I found that huge. And I thought I could succeed. That I has the shoulders for, well, I put myself a huge pressure” 
Mother 3: “In the room, for instance, when he was there with me, she looks only at me. “Did you give them the bottle today?” She looks only at me. “How much they took?” Actually, he’s there too, I don’t see why I’m the only one who has to answer to these questions. […] I have the impression to be at the university doing practical work with my partner, and that we had a bad grade and that the teacher comes to see only me actually, because my partner isn’t worth more than that in the group. And so, he did not feel involved, so for taking his role, well, he did not feel helped. […] There are some fathers who wait someone to give them their role. And the role is quickly filled by the mother who has to deal with everything and that’s not a good situation, I think”. 
Paediatrician 3: “Maybe we could change how we look at the peripartum. Why that’s women who bear this” 
Midwife 14: “I think that’s something cultural in France. Political women who come back working after one week… So, women believe that’s the real life […] And you’re telling yourself “but I’m just a loser”.” 
Midwife 13: “I think things begin to change because we see books come out, such as “the 4th trimester”, this shows there is a small evolution. But in fact, I think we do not prepare women enough because this period will be particular. And they expect giving birth and return to their former life. While, actually no, there are still a lot of ongoing physical and psychological changes” 
Mother 3: “To involve fathers more. […] He can stay the 1st night or sometimes not. And after, the woman has actually to deal with everything. And that, that’s nor normal.” 
Psychiatrist 2: “We're personally just going out a family gastroenteritis, next week after the 4-day weekend imposed by the school and daycare, there is a national strike, so, the daycare is closed on Monday and Tuesday, so when can you work when you’re parent in these conditions? Well, it’s actually a challenge.” 
Midwife 26 [female, 52 years old]: “couples coming with demands on their role of parents that are extreme. […] They have objectives for taking care of their child […] we see them get exhausted in the 1st day of postpartum care.” 
Midwife 16: “A lot of women idealize this period of childbirth and what comes next. That’s all beautiful, all rose […] they’re not been told that some things will be put in parenthesis, that the nights will be difficult.” 
Psychologist 5 [female, 41 years old]: “before that, often for some […] there was anyway still to bear the idea that it wouldn’t be easy. […] they cling a little to some ideals, transmitted by the family or transmitted in the business sector too”
Mother 2: “and with a very mothering mother, anyway who fulfilled herself in her motherhood. So that seemed easy as pie to me. Let’s say that, to me, it was the normal continuity of a woman’s life to have children. I did not really ask myself any questions.” 
Mother 2: “I did not feel the need for surrounding myself because for me that was hyper positive to have a baby, and that was not an ordeal.” 
Mother 3: “And in addition to this, before becoming pregnant, I was telling myself, “but being pregnant, that’s not a disease”. And I saw so may pregnant women conduct their lives as they weren’t pregnant, well, classically, I told myself “that’s great, I’ll do the same”. And actually, I got to a zone I had not anticipated at all.” 
Psychiatrist 3: “that’s not that once they come to us that’s done, but actually, the thing is to manage to come to us. And in fact coming to us is difficult. […] In fact, the idea is to coming to the psychiatrist and in that story that, well, you’re pregnant, that normally that was the best moment of your life, that everything is going well… that socially there is no problem. And actually, that’s totally wrong!” 
Mother 3: “Well, actually, we should stop idealizing pregnancy.” 
Mother 3: “And he says, “well, I’m making your discharge”. And at this point (smiles), I secretly tell myself “I’ll come back home before them. Great!” […] He tells me, […] “you have to physically stay here day and night, because they’re not discharged yet”. And (waves arm), I tell myself, “Damn. I actually have to stay in this hospital with them, while I don’t want to at all, I just want to go home”. […] And I ask, “why have I to stay?” And he answers, “well, you’re the mother, you’re responsible of them, so you have to stay”. 
Paediatrician 3: “I find that when we pass scales, e.g. of depression, we put a diagnosis on the mother. And just that, that’s a charge. That means that the mother isn’t going well. But is the father unwell? Is the family supportive? Is the family dysfunctional? Couldn’t we put this too? […] but finally why the mother is unwell? And I think that it makes them bear some guilt too. […] putting a diagnosis of depression only on the mother, I find that sometimes it burdens her even more”
C&A psychiatrist 3: "Well, talking about depression, there are those with a history of repeated depression, who, in this period of vulnerability, will reveal a relatively classic depressive symptomatology. But when you're talking about 10 to 15% of women, or 8% of men, in that proportion, I get the impression that there are a lot of people for whom it's really a question of parent identity with something at stake that is expressed by a depressive symptomatology. (...) And I think that the depressive symptoms we see, for a large part, are symptoms of parenthood. (…) That is, 'I'm alone'."
C&A psychiatrist3: "Another way of talking about it is in categorical or continuum approaches. In other words, the categorical helps us: it allows us saying that we need to look after 15% of women and 10% of men, which is fine. But to think of it as a continuum, in other words, everyone is a little upset by what happens when a baby arrives. When does it become so distressing that it becomes too destructuring? Those are the ones we help. So that's up to everyone. And it's also a question of popularizing the subject. It can lead us to that kind of discourse." 
Psychiatrist2: "the cognitive overload associated with parenthood and ultimately the clinical manifestations that can be grouped under the classic depression of the international classifications, but with quite different underlying elements." 
Psychiatrist3: "To expand on what you were saying earlier, would you say that the term depression, which is a bit of a catch-all […] society can have a role to play in certain things, and psychiatrists in others, but that it's a bit of a catch-all". 
Psychiatrist 4 [female, 35 years old]: “it’s managing to discuss the contours of what we call peripartum depression. First, that’s not depression, that’s too diverse (psychologist 8 nods). […] The people I see know, who really have anxious and depressive symptoms, I have the impression the common feature for consulting is a trouble in parenthood. That means that’s the burden, […] meaning, “I have the impression that it falls only on me”. […] Women who live the feeling that the survival of their baby depend on them. And whatever the relatives who are very nice, kind, they have partners who really want to do what it takes, but they nevertheless feel extremely lonely in the preoccupation concerning their baby.” 
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Continuity of care between hospital and other actors involved in perinatal mental health 





























Needs extra-time to address PMH issues 

















































· Coordinated care by midwives trained in perinatal mental health
























- Screening / referral easier during pregnancy for midwives 

















Universal screening (vs. targeted screening)

























Facilitate rapid and responsive access to psychiatric and mental health care




































































































· Graduated joint parent-baby peripartum mental health care


























· Joint obstetric and psychiatric care (USAP / preconception consultation)

























Continuity of care between perinatal and psychiatric and mental health providers
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· Knowing each provider’s role in PMHC




















- Lack of feedback from mental health providers 

















































- Supervision by mental health providers / regular meetings 























































	
Midwife 27 [female, 34 years old]: "I receive letters for patients that I never saw and they explain to me that I was supposed to take over. [...] No appointment was made and they did not contact us. [...] And we are not necessarily aware if there was a contact with the PMI liaison in place." 
Midwife 1 [female, 51 years old]: “we often ask ourselves about postpartum depression during the next pregnancy. […] There is a period of emptiness for women in postpartum between the end of the private practice midwife’s care and the 1st appointment with the GP. There is a moment when we’ve the impression they have no monitoring. Perineal reeducation is over, they don’t see their private practice midwife anymore and they’ve contraception, they return to work, they haven’t seen their GP yet and thus there is no one at this moment and that’s when it happens. And so that poses the question of the continuity of care.” 
Paediatrician 4: “we don’t see those babies, but that’s true that our level, regarding hospitalized babies, I think there are really things that should be improved in the connection obstetrics / paediatrics. […] An obstetrician called recently because he saw a mother at one month and said, “damn, that’s not going well”. I told myself, “wow, that’s the 1st time I have this phone call for I don’t know how long”. Unbelievable. He was young, particularly sensitive […]. That’s good he did that.” 
Midwife 24 [female, 35 years old]: "On the private practice side, it is true that we have the advantage and the strength of knowing our patients well when we do the follow-up, the preparation for birth. And it's true that when we do the PRADO follow-up, so the home visits, it's all in comfort because we know the patient. The difficulties I have in these cases that’s when I go to the home of a patient I don't know." 
Paediatrician 4: “That’s more that I already handed over the reins. I would rather say that’s good to be alert to signs that will be beyond the usual in neonatal care, for us during the hospitalization. […] And the connection. I would really see an enhancement of connections, because that’s really a problem […] the connection between obstetricians and Paediatricians, or midwives and Paediatricians, that’s everywhere. […] That’s as if it was a ditch. There is childbirth, and before and after. And that will certainly pose a problem.” 
Midwife 7 [female, 42 years old]: "two midwives who worked in the ante- and postnatal periods to provide psychological follow-up for patients who had these fragilities or were depressed." 


Midwife 12 [female, 54 years old]: "we try to do this prevention in any case, but it's not always easy because we sometimes don't have the time to see everyone [...] the stays are very short." 
Mother 1: "We stay what, 3 days in the maternity ward? (...) But, yes I would have liked to have a midwife, come on, every day for a week. It would have been great I think. While she came, what? Twice a week?" 
Mother 1 [33 years old]: “The PRADO [“support program to get back home”] was great.” 
Mother 1: “I think it may come from the “PRADO”. I find it really great […] she almost did not come enough”. 
Mother 1: “my midwife made me doing perineal reeducation even though I did not need it, extra, to make me go out.”
Midwife 26: "Exactly. Hospital times are getting much shorter and it's true that, in my opinion, we are missing out on quite a few situations." 
GP1: "I would like to react to the length of time spent in the maternity ward. It is that when we are aware of some more fragile situations, or at risk, with sometimes multiple problems, where we have the impression of playing the carpet merchant to negotiate a sufficiently long stay and a quality observation time." 
Midwife 15 [female, 47 years old]: "stays are getting shorter and shorter." 
Paediatrician 1: "But the time spent in the maternity ward, [...] you still have to be very quick. [...] . And in this, we have to find the warning signs if they were not there before." 
Psychologist 2: "in maternity care you don't have much time... Well, yes, you have those discussed with the PMI who are identified beforehand..." 


Midwife 18 [female, 64 years old]: "what’s essential is that there is that someone continues intervening: the private practice midwife at home, the health executive at the maternity ward.” 
Midwife 26: “And maybe a local network of providers, well, local resources.” 
Midwife 24: “To inform also on home help. […] the welfare office help […] for hours of housework”.
Paediatrician 1: "Many families are traumatized by hospitalizations. [...] situations in maternity wards where everything is decided in 3 days. Then the PMI is alerted, but the paperwork is lost."
Midwife 8 [female, 35 years old]: "we discuss a lot with the PMI midwives, so we manage to find support solutions for mums who have difficulties and to solve these… well, to support these mums. So we work closely with the PMI midwives and the private practice midwives.”  
Midwife 27: "For the city-hospital relay, I think it would be interesting if we could have "postpartum" meetings, I don't know, to discuss some cases where we got limited so that we can all coordinate better and understand... we need to understand the limits in the hospital and we also need to understand our limits at home. [...] It's true that I would love it if we could have more postpartum meetings from time to time, to see what happened to that family." 
Midwife 9 [female, 41 years old]: "We have a small-scale functioning, but that works very, very well with the PMI. We have regular meetings on situations [...]. We manage to create a network.” 
GP1: "with the hospital psychologists we make connections, we call each other. [...] We contact the person’s GP, we try to refer.” 
Midwife 10 [female, 53 years old]: "But that's mostly the city-hospital links." 
Childcare Nurse 1 [female, 28 years old]: "At the PMI, I only receive mothers who gave birth. Often the hospital gives us liaison sheets." 
Paediatrician 1: "we work with a C&A psychiatrist of the University Hospital, knowing that I know her very little, and that’s true that it’s a link we don't have much, but our psychologist works closely with her."
Midwife 3 [female, 42 years old]: "that's also important to rely on the health providers already in place. And what’s important is to be able to identify the resource person for the patient, who can be the private practice midwife... and we must not substitute ourselves for this person. We must support the patient while leaving in 1st line the person she designated.” 
Midwife 11 [female, 53 years old]: "We have a PMI midwife who spends half a day at the UMB, the Mother-Baby Unit coordinated by midwife 3. That makes it easier to refer patients.


Paediatrician 3 [female, 47 years old]: “We don’t always have access to that, maybe also because we don’t have much time to ask people, the time of consultation is brief: 30mn. Anyway, we have a specification that is quite important during our consultations, in the sense of we still have to do a certain number of things and maybe we don’t always have the space to go further.” 
Midwife 3: “that takes time to detect, to coordinate and to refer and that’s not valorised at all, and that is a pity.” 
Obstetrician 1: “to tell health providers that sometimes that’s by moving a little beyond your role – and that time has to be acknowledged for private and public providers - that it works.” 
GP 2: “when they come, we have many things to see with the baby, and finding the time and the right words to chat with her and then try to catch her. […] I fear of missing it. Meaning that when in half an hour, you have to know how things are going at home, how he sleeps, how he eats, how much he took, to examine him from head to toe, well sometimes we just don’t have the time to know how the mum is going.” 
Paediatrician 2 [male, 74 years old]: “when I receive a father in my cabinet, I need 30% time more.” 
Paediatrician 3: “that’s not easy because you have yourself to be available to receive it. Because when someone is unwell, clearly the consultations will not last half an hour, and clearly we won’t fill at all the specifications we planned to do because we’ll treat something else. And also the fact that we’re not always available.” 
GP1: “But that takes time, so you need availability. And at the PMI, what we also ask for, that’s to have more time to spend with these mothers and these babies.” 
GP3 [female, 52 years old]: “We have more and more to do parental reassurance and for my 1st consultation either at Day 15 or at the first month, I always schedule a long 30 or 45mn consultation to try conducting a 1st assessment of the mum.” 
Midwife 5: “we don’t have the same functioning in private practice and in public hospitals. We’re more easily reachable. I got messages… […] late at night, the weekend when you can’t contact anybody, etc. This kind of care takes much time. […] that work should be acknowledged. Because that takes much time but at the same time that’s so rich.” 
Obstetrician 1: “that’s the time acknowledge, you’re right, that’s the time spent. Because we realize that all midwives don’t take the same time, don’t do the same and sometimes that’s also voluntary work. And these psychologically vulnerable patients […] ask time to everyone. And we could ask that it could be acknowledged.” 
Midwife 17 [female, 36 years old]: “Anyway, backing this there are midwives who are there and take time with patients.” 
Midwife 14: “So as health provider, there are many themes like that that we should discuss. That takes time.”  
Midwife 26: "Exactly. Hospital times are getting much shorter and it's true that, in my opinion, we are missing out on quite a few situations. And there was a problem of identification [...] it's difficult to clear up things in hospital in immediate postpartum." 
GP1: "I would like to react to the length of time spent in the maternity ward. It is that when we are aware of some more fragile situations, or at risk, with sometimes multiple problems, where we have the impression of playing the carpet merchant to negotiate a sufficiently long stay and a quality observation time." 
Paediatrician 1: "But the time spent in the maternity ward, [...] you still have to be very quick. [...] . And in this, we have to find the warning signs if they were not there before." 
Midwife 12: "we try to do this prevention in any case, but it's not always easy because we sometimes don't have the time to see everyone [...] the stays are very short." 
Paediatrician 4: "I work in neonatology. So I have time [...] I do long interviews with the parents." 
Psycho2: "in the maternity ward you don't have much time." 
Psycho2: "midwives are going to be more alert to things... but because they only have 3 days ahead of them too and there's a lot of activity." 
Pediatrician1: "The temporality of resuscitation means that most of the time we have a bit of time on our hands. [...] But when it comes to maternity wards, [...] you still have to be very quick. [...] . And then you have to find the warning signs if they weren't there before. [...] find all those who were already in the situation." 


Midwife 3: "That’s good to rely on a care network, it has to exist, but I find that in Valence we are lucky to have that position of midwife case manager, which allows [...] to detect vulnerabilities, precariousness, psychological distress, patients using drugs, and then in a second step we can call them, orient them and that creates trust."
Midwife 25: “childcare nurses do a great job but, still, they’re focused on the baby. […] That’s not always easy to withdraw a little from the baby to take more interest in the mum. And, I think that us the midwives, we’re more on the mother’s side, and the job isn’t the same and for us, seeing again the mums in a second phase could maybe be interesting. Because that’s true that these depressions can stay unnoticed if the babies are going well.”  
GP 1 [female, 58 years old]: "So at the PMI I work with midwives in antenatal, in postnatal midwives intervene maybe on 1 or 2 visits but not more. After that, we work a lot with childcare nurses who go at home." 
Midwife 25: "colleagues in private practice see mothers more for perineal reeducation, for the gynaecological side and that allows [...] to see again, discern and detect depressions that would set in a little later. It's true that I don't necessarily see them after the first month. So we lose them. So the childcare nurse colleagues try to take over, but we don't have the same job, and there are mothers they don't necessarily see them again if everything goes well in the first month. So there isn’t always a PMI follow-up in the long term." 
Mother 1: “my midwife made me doing perineal reeducation even though I did not need it, extra, to make me go out.” 
Obstetrician 1: "the care network, the midwifery network, that’s a long story in Valence, and (...) our child psychiatrist (...) waved that work on the importance of a midwifery network, trained the providers to screening, and did all this underground work." 
C&A psychiatrist 1 [female, 52 years old]: “I was thinking about midwives’ training in mental health […] a real training like what’s currently done in England. […] Something professionalizing to support and anyway to have the opportunity to screen pregnant women.” 


Midwife 14: "During pregnancy too, there's at least a monthly follow-up in place. So that's true that we lose sight of them less [...] we see them at least monthly, if not more. So I find that we can already see how things are evolving [...] I have less difficulty referring them during pregnancy. As we see them regularly, we can discuss it each time. [...] it's less difficult during pregnancies."
Midwife 18: "Since our support is mainly antenatal. Postnatally, we see them once or not at all, and that's very, very complicated to make them understand that they're in difficulty, that we can give them support, or even refer them. These are the difficulties we face at our level."
Midwife 14: “we manage more easily to introduce a psychological follow-up during pregnancies compared than during the postpartum, where they’re already not well, they’re worried […] I think that during pregnancy, we sometimes manage a little better to discuss this with them. […] The baby is not there yet.” 
Midwife 17: “I have more difficulties in postpartum than in antenatal. I must admit that in the antenatal they talk more. You’re more on worries. Anyway, I manage more to discuss it.” 
Gynecologist2: "We have time. Because, as we see them every month, even if we don’t feel that the woman adheres one month, we know that we have the following months to see her." 
Psychologist 8: “there is anyway more antenatal detection.” 
Psychologist 2: "It's easier in antenatal care because it gives us a little time whereas in maternity care you don't have much time...." 


Psychiatrist 2: “one of the biggest difficulties, that’s the absence of screening that comes with late diagnosis. So finally patients come to us with more severe symptoms that is more difficult to take care of and more difficult to treat and to improve, with potential consequences, whether it’s for them or for the baby if it’s during postpartum, or for the whole family, that are much more important. So, well, the delay before accessing care that is to be related to the absence of screening or to incomplete screening.” 
Psychologist 1 [female, 49 years old]: “situations I receive during the postpartum are women […] who weren’t at all diagnosed or screened before […] and who will have the resource to look at their maternity leaflet where the name of a psychologist is written and who’ll arrive that way.”
Midwife 19: "Our psychologist intervenes twice a week on half days and sees a large number of mothers in a systematic way. Meaning that we don't tell the woman, "I find you a bit tired, would you like that to see the psychologist?”, the psychologist just goes see her. Well, not at all intrusively, but rather systematically because she had a C-section, because her delivery was long, because that was difficult, because the expulsion was a bit traumatic, because the baby is in neonatal care. So with that knowledge, she goes to see the parents, because she doesn't necessarily see mums alone, and she introduces herself, and that’s a first contact. And very, very often that leads to [...] real psychological interviews. While initially these mums wouldn’t necessarily saw her if there wasn't that systematic contact" 
Midwife 23 [female, 39 years old]: "on red flags, well, if you have clinical doubts you’ll ask it quite easily. Well, in my experience, I didn't systematically ask that question"
Midwife 18: “we keep the relationship but that’s very complicated and sometimes we lose them and we get them back later on, or we have news, because they decompensated or they’re very, very unwell. But later. And finally we let quite a lot of time fly during which we could have done something.” 
Psychologist 8: “to have something broad because finally, there are some who aren’t detected in the antenatal or the postnatal and that for that matter can have symptoms, either that appear later on, or that indeed are… that’s discreet enough to avoid being noticed by providers.”


Midwife 17: “Well, in my small town, there is no psychiatrist. So that, that’s already complicated.” 
Psychologist 6: “we’re lucky to have a perinatal psychiatric service we can rely on.” 
GP2 [female, 47 years old]: "Having something reactive, and having the possibility that these mums could... when they know they would be able to see someone rapidly, that calms them down much. [...] If they don’t already have a psychiatrist I usually contact [association of private practice psychologists specialized in peripartum mental health].” 
Psychologist 5: "patients should have access to available places of care, available working time [...] be received without too much delay, being received at a pace that suits them." 
Midwife 18: "Perinatal psychiatrists. [...] Appointments are more or less rapid when the orientation is motivated. [...] depending on the emergency, you have an appointment within 15 days max." 
Psychologist 1: "What also works is when I can rapidly, when I need to, have a doctor available if medication is needed.” 
Psychologist 2: “crisis services at the university hospital that are reactive for our patients. [...] calling back persons who are suicidal.” 
Psychologist 4: "the links we also have with the PMI [...] at the end places in a daycare were found quickly." 
GP2: “the boy […] is going to be 3 years old. And there is no one anymore. […] She accepted that she was unwell. And well, she’ll find herself at the CMP with adult psychiatrists who don’t have training on that. It’s a pity that there is no hospital service that could care for this mums beyond 36 months.” 
Psychologist 6: “Meaning we all spoke more about the GP than the psychiatrist because unfortunately, […] we don’t have a psychiatrist.” 
Mother 4: “Childcare nurse of the PMI when she came, […] she told me, “by the way if at some point you see you’re not going well, you know we have a psychiatric nurse at the PMI who can come to see you”, and that remained in my mind. So when really I wasn’t well anymore, I told myself, “ok, I see the psychologist, my usual psychologist but that would be good to have someone specialized in postpartum”. […] So I called her and she came. […] And she told me about the mother baby unit.” 
Midwife 10: “For emergency hospitalizations, we’re lucky enough to have a parent-baby facility.” 
Obstetrician 3 [female, 34 years old]: "we needed something stronger [...] why not immediately a psychiatrist? [...] Someone used to treat postpartum depression." 
Obstetrician 3: “I oriented her to the [association of private practice psychologists specialized in PMH] and I gave her the contact details of a few psychiatrists [...] But I was still quite worried. And in fact she didn’t find a psychiatrist receiving her rapidly which put me into trouble. [...] the week after when I saw her, she still hadn’t contacted one. [...] That worried me.” 
GP3: "I must admit that as soon as I diagnose them, I don’t have much problems. Either I orient them directly to the network, or if needed I put them on medication, and above all, as a 2nd curtain, there is an inpatient care just for mums at the TEPPE. So I confess that my network is already in place and that’s pretty comfortable for me [laughs]." 
GP3: "Despite being in private practice, I’m lucky enough to have a psychologist in the cabinet who has experience in perinatal care [...]. I have this support with the psychologist and in Valence we are lucky enough to have a service specialized in perinatal care in the CMP and a whole team that come see them at home.” 
GP2: “I have never had to send a mother to psychiatric emergencies because in cases when that occurred, there was a referent psychiatrist and solutions could be found.” 
GP1: “to refer to [association of private practice psychologists specialized in PMH] among others, which is our main partner. We know that it would be very reactive, that it would be quick.” 
C&A psychiatrist 2 [male, 28 years old]: "the key point was reactivity, the fact that she already had a trustworthy relationship with the psycho-perinatal team [...] and also the fact that we were able to build up a network quite quickly [...]she had the psychologist, the psychiatrist, who could prescribe medication and the psycho-corporal approach." 
Paediatrician 4: “So we are very helped because we have resources. And in particular I find that having a child psychiatrist in the team [...] that helps us, because we can see that there are cases [...] where the mother [...] doesn’t bond enough with her baby, and then, we rapidly refer to her if we can, if the mother is willing to, for a consultation. She’s the one making the diagnosis [...] She sometimes treats herself the mums. [...] Anyway, that’s a help, the diagnosis occurs quite early.” 
C&A psychiatrist 3: "What I've learned from this screening is that if it's de novo on nothing at all, I don't think that's interesting. If we have a well-structured system of liaison support and a care offer, it will eliminate certain holes in the racket." 
Psychiatrist 2: "But where I completely agree with you is that even if we do this screening, because as C&A psychiatrist 3 said in the introduction, we don't have the downstream support that allows... the care system that is well established and that allows us to do this screening".
Midwife 23: "When the woman is already being followed up, as was the case here, it's fine, psychiatrists are approachable, we manage to get our summary, and that's that." 
Psychiatrist 2: "Either by lack of resources [...], “Your screening system is great, but we don’t have anything behind, so, in fact, we can see that some are suffering, but we don't know very well to whom to refer them, etc.", so there is also that difficulty, that finally they only come when they’re really in extremely severe cases and so that’s a bit late… too late."
Midwife 9: “that’s finally more complicated when you go outside of the metropolis to look for local contacts […]. There is not necessarily a connection with the PMI because we don’t have any contact”. 
Mother 1: "Who to contact? Whom do you contact to if you don't feel well?" 
Psychiatrist 2: “The big difficulty we all have […] trying to cartography perinatal psychiatry care. And that’s discouraging because actually, depending on… not even on the department or the region, that's depending on the 2km2, well there, the care is supported by adult psychiatry services, elsewhere C&A psychiatry, elsewhere services specialized in perinatal psychiatry… there are very developed maternities and others not at all, there are mother-baby units, PMIs, private practice providers, well…. […] Peripartum health network function very differently from each other, we put in place very different processes.” 
Midwife 5: "So HAD is of great help. We also have psychologists who are available. Finally, I think that in Valence we still have a great wealth of care." 
Psychiatrist 2: “the cartography is so dependent of the area covered, and once again so moving. […] Well, there is all that networking, and when the network is created to discover it.” 
GP2: “there is not enough staff, that’s not only in peripartum care where that’s difficult to hand over the reins.” 
Paediatrician 3: “yet, psychologists that’s not reimbursed, so […] there is really the money-related issue of accessing care.” 
Psychologist 3 [female, 60 years old]: “all that lack of psychologists, […] we’re limited by the number of sessions […] will these parents be able to take over the psychologist’s fee?”
Obstetrician 3: "I have the example of another patient I saw, who as it happens came for the postpartum consultation, so it must have been about 6 weeks after her delivery. And who immediately... I could see that things weren't going well, and she immediately started crying in my office, telling me that things weren't going well, that she couldn't cope, that she felt completely overwhelmed. She already had a toddler, who was around 2 years old. And she was dreading every day that went by. In fact, she waited until she came to my consultation to tell me about it. She hadn't dared talk about it before that. I don’t know if it was that she hadn't found help, if she hadn't really looked for it. At my consultation, I proposed her the psychologists' association and then I gave her some contact details of psychiatrists who were in the area in our little town. And in fact, I said to her: "Well, we'll meet again in a week's time to see how things evolved and see what you've found". But I was still pretty worried. And in fact, I was put in a difficult position because she couldn't find a psychiatrist who would take her on quickly. So she ended up going to her GP who immediately put her on medication. So I'm not criticizing her treatment at all, but she really needed psychological support too that in fact was not immediately implemented. She had to wait a while. And the association I believe she… I don’t now if she contacted them or not, I don’t know how things evolved but I know that the week after I saw her, she still hadn't contacted them. And after that woman I didn't see her again, but yeah, she worried me and I found that she didn't manage to get support quickly."


Midwife 5: “there is still a problem of adequate care in postpartum for reasons related to available beds, mother-baby beds, adequate services to care for mothers and children.” 
Midwife 6 [female, 59 years old]: “We’re lacking mother-baby units […] that’s difficult to care for mothers and babies.” 
GP1: “When you get to a certain level of depression when the mum is very, very, very unwell, the idea is to separate her from her baby too. […] And to have no mother-baby unit to hospitalize, to work on the bonding despite everything. […] that’s something that always remains painful. […] we really need a real mother-baby unit there.” 
Midwife 1 [female, 38 years old]: “that's the care of the baby. You can’t ignore the care of the mum, well… What happens to the baby? At some point, we should think about it. Considering that we can have postponed hospitalization and care too.” 
Mother 4: "Maybe put some kind of, not a directory, but the different possible care because in fact there are plenty, and you see the mother-baby unit, I wouldn’t have needed it for my 1st experience while at this point that was necessary." 
Paediatrician 1: “some situations where we see the absence of a therapeutic apartment, of mother-child care, in which we could go beyond simply separating the mum from the child. […] Because sometimes we look a little like persecutors. […] We would like to be able to support mothers with their babies but there isn’t any service here.” 
Midwife 5: “the ideal is to have mother-baby care.” 
Psychologist 8: “we intend to open parental rooms, and in particular the fact that there would also be the longer paternity leave could allow easier joint parents-baby hospitalizations.” 
Mother 4: “I know that now mother-baby units receive parents too, fathers too, and that’s very good because my partner, was not affected, well he wasn’t affected, he did not have a depression even if he had a little backlash when I came back from the mother baby unit, he was quite exhausted. But he staid the course, let’s say. But I think that in some situations, that’s the whole family that should be taken care of. Sometimes when that’s a first child, the couple is a little shaken, the father can be completely off-balance too”.  


C&A psychiatrist 1: “the connections between health providers and so later the trust between the patient who will refer herself to a midwife and then will have to refer herself to a psychiatrist or a psychologist. […] offering joint consultations.” 
Obstetrician 2 [female, 32 years old]: “Joint consultations with a psychiatrist and an obstetrician." 
Midwife 4 [female, 34 years old]: "whether it would be the VALERIANE team or the team in general, we work a lot as a network. [...] Well, I personally work a lot at the consultations I also do some coordination work so I can really detect the patients. As midwives, we detect a lot of patients and we can really offer the right team and the right follow-up, meaning that anyway we’ve time with them. So there are several things. First of all, Obstetrician 1 who is very available for everything that is pathological, the psycho-perinatal home treatment team, psychologists, the TEPPE [psychiatric hospital], also midwives offering acupuncture, a whole team. [...] We know each other pretty well and we work as a network. [...] There is really some teamwork here and that’s very pleasant. And for the postpartum, the HAD team anticipates, we also anticipate during pregnancy and that’s true that makes the care easier afterwards. And patients adhering to the program are very happy with it. Well, that’s my viewpoint as hospital provider doing coordination work…" 
Midwife 11: "The USAP [early support in perinatal care], that’s really of great help.” 
Midwife 11: "my clinical experience relates to my consultations in prison, with incarcerated women. So, that’s woman having psychiatric treatments, opiate substitute treatments and indeed we work very, very, very, well with the USAP. The USAP accepts to receive them during pregnancy and after childbirth they go to the USAP.” 
Midwife 1 [female, 51 years old]: "And then we offer care [...], telling them: 'Well, I offer you that type of care because I can see that it's difficult, it's painful. Then you can think about it, and either we get back in touch quickly and set up concrete things...". So in that case I contacted the USAP in the Woman-Mother-Baby Hospital [...] The doctor taking care of her left so she was taken care of in the baby care unit in Villeurbanne. And I put that mother in relationship with a childcare nurse who did home visits.” 
Paediatrician 3: "I had quite a few situations that I sent to LAPS [adult psychiatry community service specialized in peripartum mental health care], the Villeurbanne network that handles peripartum mental health care with." 


Midwife 1: "We either have women who have follow-up, regular treatment, with medical care, and most of the time that goes pretty well. Which allows us to coordinate with a private practice specialist, a C&A psychiatrist, a psychiatrist or a private practice midwife, or a general practitioner." 
Midwife23: "there is that Taskforce project [...] the PMI joined it. And in fact the goal [...] was to create a care pathway for women who might already be identified but who could also be referred to us after a first consultation because the midwife would have detected warning signs [...] there would be a midwife identified for the follow-up of psychologically vulnerable people during pregnancy. She would work in pairs with a psychiatric nurse and within this unit there would be a psychiatrist, a psychologist and an obstetrician as well. [...] These staff could take over in the postpartum period to explain the situation to the teams [...] In fact the ultimate goal of this project [...] would be to avoid having too many placements." 
Midwife 10: "if I consider that it’s not a situation of extreme vulnerability that should be immediately hospitalized, I contact directly the LAPS or private practitioners to avoid hospitalization or hospitals in general. (...) in that centre, there are child psychiatry nurses, psychologists and psychiatrists. And they decide within the team which provider will intervene. That’s already something. We’re also lucky enough to have VITAX, a team from the Vinatier hospital [psychiatric hospital] [...] with a nurse going at home. And we worked closely, the ITTAC [Institute for the treatment of cognitive and affective disorders], the USAP inpatient unit [early support in perinatal care] in the hospital, the PMI and myself.” 
Childcare nurse1: "psychiatry does not necessarily mobilize immediately [...] So there was an emergency placement of mother and child. [...] the mother did not accept the psychological follow-up, nor was it put in place at the placement level. [...] and this led to the placement of the child when he was 2 months old because we were no longer able to handle this mother and this child. [...] We could have avoided the placement if we had worked beforehand." 
Psychologist 6: "the networking we do [...] I work closely with the PMI [...] she calls the childcare nurse because she feels completely overwhelmed, and the childcare worker tells her to call me and then I answer her on the phone and I call the childcare nurse back.” 
Paediatrician 4: "We should have a home treatment team of C&A psychiatrists. [...] I think that there is a way to do things in the framework of pre and post immediate perinatal care. [...] And we could imagine that in these risk situations we could alert and send someone, either at home or to a specialized consultation. [...] on the other hand, there would have to be something organized to be able to refer them."  
Midwife 9: “On the big situations that posed us questions, we finally work a lot with the psycho-perinatal team where the same, we work directly.” 
Midwife 1: “So I didn't have any difficulties, it was done in a very fluid way [...] I went to the essentials, and there you have it, a C&A psychiatrist was needed, thus some care.” 
GP1: “I was once obliged to go to at home to have a mother hospitalized [...] I came across a psychiatrist on duty who was very supportive, what. And we were able to bring this mother to the emergency ward.” 
C&A psychiatrist 3: “Recently, a melancholic woman hospitalized in our own hospital, followed-up for her pregnancy in a hospital with which we work regularly, well, nobody told us before childbirth. Never. Everything was to be built. She lived 100 meters from us. They never thought to contact perinatal psychiatry. Why not? That’s repeated, that's regular”. 
Midwife 2 :"And as a private practitioner, our big worry is that we get very little feedback, so it was me who had to send reminders [...] I had to make sure that the link with the PMI [maternal and child protection] had been made... well there you go, a lot of time, a lot of worry."  


Midwife 21 [female, 38 years old]: "that there be a sort of multidisciplinary follow-up. And in multidisciplinary that's not just gynaecologist, Paediatrician, midwife that’s the psychiatric side too." 
Paediatrician 2: "I also have the chance to work with a team that is not far from here where there are psychologists, motor therapists, speech therapists, neuropsychologists, so there is a private practice network too that led me to create this network." 
Midwife 18: "we work with a whole network. We try, with the childcare nurses and the different partners with whom we work, to catch and orient them, and above all to alert." 
Midwife19: "my colleague who is a psychologist [...] I am a midwife [...] Each one in our place but working in the same direction. Each one with our own skills and specificities."
Midwife 12: "Maybe knowing our interlocutors better [...] have meetings once or twice a year."  
Midwife 26: "Thus, we indicate the relays, we give small things, we possibly do a liaison with the PMI [...] we orient to parent-child support groups, to meeting places for parents / children that exist. [...] After, well, will people take hold of this?” 
Paediatrician 2: "that kind of interdisciplinary work is absolutely exciting [...] You have to put a midwife in, a pharmacist, etc., because the pharmacist’s role is crucial too, in that listening. Because many things, many confidences are told. And we cross all our perspectives. Of course, there is a psychiatrist involved. And that’s something that makes connections between providers, and we all use the same signals.” 
Paediatrician 4: “That’s more that I already handed over the reins. I would rather say that’s good to be alert to signs that will be beyond the usual in neonatal care, for us during the hospitalization. The mental health staff, well, that’s very, very rich, and I think that’s really what the psychologist sees, but also what we see and what the nurses see. That’s really, as we said, the cross-fertilization of perspectives that is very important. And to have someone immediately available, still, that’s really precious. Well, you can’t replace it. And the connection. I would really see an enhancement of connections, because that’s really a problem […] the connection between obstetricians and Paediatricians, or midwives and Paediatricians, that’s everywhere. […] That’s as if it was a ditch. There is childbirth, and before and after. And that will certainly pose a problem” 
Paediatrician 2: "that kind of document [a brochure on PMH Disorders], you should absolutely have an interdisciplinary redaction, otherwise, we’ll not see it coming, as always, that will not be used. The proof is that algorithms for identifying depression, finally, are not used. So that’s a pity."
GP1: "You can do it when we are several to handle the situation. That's when I find that what's important is to have crossed perspectives" 
Paediatrician 1: "that really requires to be several thinking together” 
Midwife 5: "In Valence there is a culture about this. There was a very involved psychiatrist, well, who left the area, but there was really joint work with the maternity team." 
Paediatrician 1: "So the interest of the psychiatrist [...] that’s precisely that he will take care of this and step back and say: "we will look at this with a different eye"." 
Psychiatrist 3: "It is one of the key points. That’s coordination. Coordination, networking and identifying it and making it live because that never stops because that changes all the time in fact. We have great room for improvement there. That helping us to improve that, would be clearly welcome." 
Midwife 25: "Well, then that's teamwork, we try to have several perspectives. Already during the pregnancy, with the hospital colleagues, we try to have meetings [...] We are lucky at the PMI to have psychologists." 
Obstetrician 1: "the care network, the midwifery network, that’s a long story in Valence, and (...) our child psychiatrist (...) waved that work on the importance of a midwifery network, trained the providers to screening, and did all this underground work." 
Childcare Nurse 2  [female, 26 years old]: “As childcare nurses, we already have a listening role to the parents, because that’s true that we will sometimes detect situations that are a bit fragile. [...] What is interesting is that we have psychologists who intervene quite regularly, [...] who will take over when we have a doubt and who will have a space to speak that is distinct from ours whereas we’re more involved in daily care. And so they have a very different perspective. And that's really complementary, I think. And that allows us to see these parents who can pose problems.” 


Midwife 12: "Maybe knowing our interlocutors better [...] have meetings once or twice a year." 
GP1 [female, 58 years old]: "Learning how to know each other better, could it go through common trainings so that we could know each other better? Regular meetings, peripartum meetings that are open. [...] Hospital Paediatricians tried to come from time to time." 
GP1: "the childcare nurse during the home visit [...] the link with the GP. [...] it requires knowing each other, saying things to each other, knowing each other's place."
GP1: "Well, for intermediate situations, that’s when you need listening, to at home, to work on trust in order to refer. [...] you appreciate the situations that are a little at risk with complicated stories, the risk of reactivating things, and you think that in the objectives you should work on a referral. [...] And, well that’s how you do it? Who will be the most informed? [...] That requires knowing each other, saying things to each other, knowing each other's place." 
GP1: “simply by naming things, by not hiding things, by being rather in the dialogue with families and hospital services. […] the possibility to tell things to each other and to explain it to the mum, the dad, sometimes to family relatives so that they could be involved too, not feel put aside. And also to try to reassure to move forward. But yes, that needs a tight partnership and to respect each one’s place, that’s not always easy, and to know well what the ones and the others do and what are our skills, or ways of doing things too.” 
Midwife 19: "all that networking [...] You shouldn’t be alone." 
Father1: "And a good territorial network of this healthcare service, that was listening. I was referred to the right person in two seconds."


Midwife 18: “When they’re followed by psychiatrists, that’s very complicated to have a feedback.” 
Midwife 13: “I had a bit the feeling to be isolated regarding what was being done for that patient. So having a feedback from the psychologist or the psychiatrist following her up would have helped me to care for her. Anyway, would have been professionally more rewarding.” 
Midwife 19: "When I call, that's not for the psychiatrist tells me about the woman’s disorder. [...] that's to know what might be important for us health providers, at the obstetrical level, to know in order to better take care of this woman [...] to know the treatment." 
Midwife 13: "I would have liked that there would be more coordination between providers. And to be able to have information, when we have referred, to have a little feedback so that the patient sees that we are communicating with each other." 
Midwife 14: "we don't get feedback on the degree of concern of the psychologist or psychiatrist [...] sometimes we also have this lack of feedback." 
Midwife 10: "I didn't hear from the psychiatry department at all afterwards. [...] communication with the team that took over. Then it was me who asked for news, so I knew how it went […] a focus on communication." 
Paediatrician 3: "And then there is the question of the culture of the link. That’s often when there is a space with a psychologist in town, well they say "that’s the closed space of the consultation, nothing that comes out, that’s between the parents". Except that, as a result, we lose that networking that is relevant." 
Paediatrician 1: “that’s true that this discussion and the feedback too… Well, there is the secret and we don’t need to know what the mum discussed with the psychiatrist, but to tell, “do we share that worry?” There is a feedback, saying, “well, where do we go now?” And that, that’s a bit mysterious. To avoid saying all the times.” 
Paediatrician 3: "when we refer them for example to the CMP we don't really work with them. That is to say, we screen but we don't really get any feedback from that. So we can't really work with them. We only work on the basis of what the parents bring back to us, we are not networking in fact. It's as if there were two spaces, with no communication. So is that necessary or not? Is that the parents' wish? Is that the problem of the time we have to talk to each other?" 
Paediatrician 4: "that's a real problem because if you don't get feedback you can't improve either. Meaning that if you’re not told "well no, in fact, the mother was fine" or "you didn't see it but she wasn’t well at all”, how could you use it for the next times? You won’t know how to do better.” 
Paediatrician 3: "So I don't know what they do because they don't contact me, I refer them, but then they take care of them and then the parents come back and they're pretty happy, so I feel like that's handled." 
Midwife 2 [female, 38 years old] “Well as private practitioners, our big concern is that we have very few feedback, that’s I who had to call them again. I had to ensure that the connection with the PMI had been done. […] Well, much time, worries.”  
Midwife 2 [female, 38 years old]: "I think that was more than a depression. (…) I didn't really get any feedback afterwards, but it looked more like puerperal psychosis since I found this mother really, in a state, I'd never really seen anything like it in fact." 
Midwife 21:" the psychiatric part, in fact we don't get any feedback on that [...] we'll never know about it, as if it should be taboo." 
Paediatrician 4: “that's a real problem because if you don't get feedback you can't improve either. Meaning that if you’re not told "well no, in fact, the mother was fine" or "you didn't see it but she wasn’t well at all”, how could you use it for the next times? You won’t know how to do better.” 
Midwife2: "And then afterwards, what I really missed was that I had very, very little feedback from the teams. I had feedback from the woman [...] in the end I never really knew this patient's diagnosis, apart from, she what she was willing to tell me." 


Midwife 16: "I think that we should have more often that small meeting time between providers.” 
Midwife 2: "we have supervision with a psychologist every month and a half/two months. So we could establish together what I needed to monitor, what I needed to do with this woman before came to see her." 
Midwife 6: "The APP [analysis of professional practices] is also an interesting moment, the discussions we have together, that we are lucky enough to have in Valence, that we had before Covid, that allows the private practitioners, instead of remaining alone, to discuss with psychologists, psychiatrists on concrete situations as they come. And that's super important to analyse situations more finely and effectively." 
Midwife14: "to have someone referent, to whom we could expose a clinical case, and who could guide us a little bit in the way we can take care of it."
Midwife 3: “You have medical time, for midwives and doctors, and you also have psychological time that is not the same [...] psychologists, psychiatrists, midwives and doctors should be aware of each other difficulties in this notion of temporality and ensure to go at the patient’s rhythm.” 
Paediatrician 1: "we systematically exchanged around the table with our psychologist on situations where we had concerns." 
Paediatrician 1: "maybe we would really need regular peripartum meetings with psychiatrists, [...] and maybe a discussion platform.” 
Paediatrician 1: "So the interest of the psychiatrist [...] that’s precisely that he will take care of this and step back and say: "we will look at this with a different eye"."
Paediatrician 1: "We know today the psychiatrists even if we don't see each other much, but maybe we would really need a peripartum meeting with psychiatrists, which would also allow it to be something less virtual." 
Paediatrician 3: "we don't have any space to take another look on things. That’s true they give you an emotional load or a suffering load, and, well, sometimes you don't know how to deal with it. You come back with that at home, because you perceive something but you don’t have any space to take another look at it. So there should really be something that could exist, because that’s a network I think. And that has to be waved, thought and elaborated.” 
Psychologist 3: "Loneliness. What makes me suffer when I come across extremely complex, painful, traumatic and long-lasting situations, is to feel sometimes alone with it, even though I have supervision spaces of my own."
Psychologist 2: "in the “pathologies of pregnancy” service, we have meetings with obstetricians, Paediatricians and midwives”.  
Psychologist 2: "It depends on our exchanges with them [the midwives], or their training. They are willing to know the symptoms and how to handle postpartum depression. [...] I had feedback from this group, requests and training expectations." 
GP1: "Regular meetings, peripartum meetings that are open. [...] Hospital Paediatricians tried to come from time to time. [...] If the hospital's C&A psychiatrists could also come to these staffs from time to time, I think that would make it possible to establish a link, to discuss situations, to give feedback..."
GP1: "Well, for intermediate situations, that’s when you need listening, to at home, to work on trust in order to refer. [...] you appreciate the situations that are a little at risk with complicated stories, the risk of reactivating things, and you think that in the objectives you should work on a referral. [...] And, well that’s how you do it? Who will be the most informed? [...] That requires knowing each other, saying things to each other, knowing each other's place." 
GP1: "In fact, we have the impression to speak a little more the same language and to have the same preoccupations at the same time on both the mum, the child and the family. And to know when to get alarmed, when to take it to the next level."
Childcare assistant 1 [female, 32 years old]: “on the peripartum and obstetrics [...]. We really handle the issue of children who are alongside. Maybe psychiatry is not well aware of that, maybe the patient’s condition in itself is not necessarily catastrophic in their terms compared with other patients they have. Anyway, we’ve got this issue of family’s and children’ safety. [...] her situation is concerning because she has kids to handle. And you can’t put these children on the hold. [...] That adds a specific concern. [...] they consider that these patients aren’t that serious."
C&A psychiatrist 2: “That’s also the link we can have with the team. Meaning, as mental health providers, what link we could have with the persons gravitating around that situation. And taking time to listen to them, to try to understand their representations and to train them.” 
C&A psychiatrist 2: "Mental health providers, what type of relationship we can have with the people involved in this situation. And to take the time [...] to train them [...] I often call on the nurse managers. [...] So I think that's a form of training, but that is already a bit less formal for me." 
Psychologist 6: “a place where we can share information, knowledge." 


	How education programs should be delivered 
- Common training & role plays

	
GP1: "Learning how to know each other better, could it go through common trainings so that we could know each other better?" 
Midwife 7: “why not [...] proposing meetings in the region, with providers who could offer training as well, so that all providers can work together and in the same direction. (...) to propose interdisciplinary trainings and meetings." 
Paediatrician 2: "there is probably a lack of some kind of common training." 
Psychiatrist 3: "It turns out that I am much more involved in obstetric services than in the C&A psychiatry service. And that the assistant specialist put recently me on training classes for obstetrical residents, for medical students (...) she said, "we have to ask one question because perinatal psychiatry is very important" (...). People who contact me are my obstetrician colleagues. So, maybe I'm optimistic, but I say to myself "oh, that's not bad". That’s pretty good. Yes, that’s pretty good because indeed that’s from them, among others, that everything will start”. 
C&A psychiatrist 3: “Anyway at the maternity, most of the time, a woman who says, “I’m monitored by a psychiatrist”, they put signs, warning signs. Whereas that’s a protective indicator that she tells us that she’s monitored. Too. So that’s also about how all the messages are interpreted, and about interdisciplinary training including maternity providers and psychiatric providers.” 
Psychologist 6: “a place where we can share information, knowledge." 
Psychologist 2: "It depends on our exchanges with them [the midwives], or their training. They are willing to know the symptoms and how to handle postpartum depression. [...] I had feedback from this group, requests and training expectations."
Psychologist 2: "I always use role-plays (...).  I don’t do theory anymore because they are all very good at that. But when you put them into role-plays, there are differences between applying and having theory. (...). I found it much more meaningful to role-play and live the experience to be able to realize what it makes you experience… (...). Acting, role playing, sometimes that allows you to feel what it can make the other person experience."

	Other healthcare providers level factors
Clear and transparent communication / trusting relationship between mental health providers and other health providers




















	
Midwife19: "at some point I'm not going to be able to help you anymore. I think it's important to have another provider intervene. [...] my colleague who is a psychologist and will know better how to help you. [...] I am a midwife [...] the fact that we communicate with each other, I have the feeling that it reassures them. [...] Each one in our place but working in the same direction. Each one with our own skills and specificities." 
Midwife 19: "we really forged links between providers, some networking I think, that women perceive [...]. With the fundamental issue of trust [...] that trust, we should also have it in the other health providers.” 
Midwife 19: "reluctance. Reluctance to communicate"
Midwife 3: “psychologists and psychiatrists having pregnant patients shouldn’t hesitate to come to us. In Valence, we are lucky enough to… I have many psychiatrists calling me, saying, “Mrs. Whatshername is pregnant, I refer her to you”. And that’s true that this trust is agreeable, and that works both ways in fact. They shouldn’t forget to refer pregnant women, early, during pregnancy.”
Psychologist 1: "I think that in fact all the actors of the peripartum [...] are important and need to trust each other."
Midwife 18: "we work with a whole network. We try, with the childcare nurses and the different partners with whom we work, to catch and orient them, and above all to alert" 
Midwife 26: "Thus, we indicate the relays, we give small things, we possibly do a liaison with the PMI [...] we orient to parent-child support groups, to meeting places for parents / children that exist. [...] After, well, will people take hold of this?” 
Midwife 6: "That's not the same to have a list of names and to have a list of referents, concerned, trained, motivated. [...] I need to know people, and when I entrust a woman to someone, when I know him [...] the link is much easier to make and much more useful. [...] does he do that? Is he there? Is he available? "




Supplementary table S6. List of abbreviations 

C&A psychiatrists: child and adolescents psychiatrists 
CHPs: childcare health providers 
ECMP: Essential Competencies for Midwifery Practice 
GPs: general practitioners 
HPs: health providers
MHPs: mental health providers
OPs: obstetric providers 
PWLEs: persons with lived experience
PMI: maternal and child protection
PMH: perinatal mental health 
PMHC: perinatal mental health care
PMHP: Perinatal mental health problems 
PPD: perinatal depression
SMI: serious mental illness 
SPMHC: specialist perinatal mental health care
SPMHS: specialist perinatal mental health services
[bookmark: _GoBack]UK: United Kingdom
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