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ARTICLE INFO ABSTRACT

Keywords: Background: Perinatal mental health is a critical public health concern. Women experiencing moderate to severe
Perinatal mental health perinatal mental health conditions often require specialist support. Discharge from specialist services is a
Discharge

potentially challenging time; however, literature examining service discharge remains limited. Understanding
Qualitative research multiple stakeholder perspectives of specialist perinatal mental health services is essential for informing
Care pathways evidence-based improvements.

Maternal health Aim: To understand women’s and multidisciplinary team members' experiences of care and discharge from an
Irish specialist perinatal mental health service.

Methods: A multiperspectival interpretative phenomenological analysis study. Women (n = 6) who were dis-
charged after receiving treatment from an Irish specialist perinatal mental health service and multidisciplinary
team members (n = 6) working within this service participated in individual semi-structured interviews. Data
were analysed using interpretative phenomenological analysis.

Findings: This paper presents a multiperspectival synthesis with four themes and subthemes: (1) In sanctuary, I
return to myself, (2) Building strength through collaboration, (3) A tailored discharge, and (4) On the path
forward. Women felt a sense of safety and connection during their care, marking a turning point from feelings of
isolation and perceived judgement. Women advocated for person-centred, flexible discharge approaches. Post-
discharge community support provided women with a sense of stability, continuity, and confidence.
Conclusion: The service provided a place of sanctuary where women received advocacy support until they
regained self-agency. Individualised discharge care planning can enhance consistent communication and facil-
itate a supported, coordinated transition of care. Expanding community support, equitable care, and a national
mother and baby unit are essential for the progress of Irish services.

Service experience

service care and discharge.

Statement of Significance
What is Already Known

Problem or Issue Women with moderate to severe perinatal mental health condi-

tions may require support from specialist services. Discharge from
There is limited knowledge of women’s and multidisciplinary specialist perinatal mental health services can be a challenging
team members' experiences of specialist perinatal mental health time for women.
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What this Paper Adds

A sense of safety was significant during service care, built through
trust, consistent support, and team relationships, which empow-
ered women’s self-agency. Women were fearful at service
discharge and advocated for person-centred, flexible discharge
approaches. Effective discharge was achieved through well-
communicated planning and the engagement of community sup-
port services.

Introduction

A significant number of women experience changes in their mental
health during pregnancy and in the year after birth (perinatal period)
(WHO, 2022), with estimates suggesting this affects one in five. The
majority of women experience mild or temporary mental health symp-
toms that require minimal or low-intensity intervention. However,
women with longer-term or moderate to severe symptoms may require
support from Specialist Perinatal Mental Health Services (SPMHS).
SPMHS focus on the prevention, detection, and treatment of women's
perinatal mental health, including recurring and new onset conditions
(Reinsperger et al., 2025).

There is increasing recognition of the impacts associated with poor
perinatal mental health (Royal College of Psychiatrists, 2021), including
risks of adverse psychological and developmental outcomes for children
(Estriplet et al., 2022; Stein et al., 2014). The latest 2025 Mothers and
Babies: Reducing Risk through Audits and Confidential Enquiries report
(MBRRACE-UK) (Felker et al., 2025) highlights a notable rise in late
maternal death rates from 2021 to 2023. Maternal suicide is the leading
cause of death between six weeks and one year postpartum, with 34% of
deaths during this period related to mental health causes. Comparable
findings from The Confidential Maternal Death Enquiry in Ireland
(O’Hare et al., 2025) indicate that suicide remains the leading cause of
maternal and late maternal death in Ireland from 2009 to 2023, with a
statistically significant increase in the last five years compared to the
previous decade. These findings underscore the public health impor-
tance of perinatal mental health and the potentially devastating effects
on women and their families, confirming the necessity for comprehen-
sive support.

The priority of delivering effective and evidence-based SPMHS is
reflected in recently published quality standards, policies, and guide-
lines (NICE, 2016, 2020; Royal College of Midwives, 2023; Royal Col-
lege of Psychiatrists, 2021). Accordingly, many high-income countries
have expanded and strategically invested in the provision of SPMHS
(Howard and Khalifeh, 2020; Wrigley and O'Riordan, 2023). Despite
evidence that timely access to specialist care promotes positive out-
comes for women, their infants, families, and society, the availability of
SPMHS varies worldwide (National Collaborating Centre for Mental
Health, 2018; Wilson et al., 2024). In some regions, persistently high
rates of maternal and infant mortality mean that survival, rather than
efforts to optimise family health and well-being, remains the priority
(Paricio-del-Castillo, 2024).

In Ireland, the implementation of the Specialist Perinatal Mental
Health Services Model of Care (HSE, 2017) has led to a significant
nationwide expansion of SPMHS. Prior to this, limited specialist services
were available in Ireland (Wrigley and O'Riordan, 2023). SPMHS are
now integrated within the 19 national maternity services. These SPMHS
comprise six consultant-led hub sites, located in the largest maternity
hospitals, each with a multidisciplinary team (MDT), and 13 spoke sites
(Duffy et al., 2023). Spoke sites, located in smaller maternity services,
are staffed by mental health midwives and receive clinical liaison sup-
port from their link hub site. The hub sites provide specialist MDT care,
typically including a consultant psychiatrist, non-consultant hospital
doctor (NCHD), clinical nurse/midwife specialists (CNS/CMS), mental

Midwifery 159 (2026) 104835

health midwife, psychologist, social worker, occupational therapist, and
an administrator. Clinicians in advanced roles, such as advanced
nurse/midwife practitioners (ANP/AMP), may also be part of the
specialist team.

Understanding the perspectives of multiple stakeholders and devel-
oping effective strategies for women’s engagement with and discharge
from SPMHS are essential for improving services. The literature high-
lights several barriers, inequities, and areas of fragmentation across
SPMHS (Gregory et al., 2025; Rokicki et al., 2024). Furthermore,
research demonstrates that risks of maternal and infant morbidity and
mortality continue well beyond the perinatal year, emphasising the
importance of vigilance after service discharge (Griffiths et al., 2019;
Howard and Khalifeh, 2020; Wilson et al., 2024).

Discharge from acute mental health services is a sensitive period in
an individual’s care, during which the risk of long-term adverse effects
on mental health and psychological well-being increases (Tyler et al.,
2019; Wright et al., 2016). A recent qualitative evidence synthesis
exploring women’s experiences of SPMHS reveals several reported
challenges at discharge (Moran et al., 2023). These challenges include
the absence of a consistent point of contact, inadequate post-discharge
support, poor communication and continuity between services, and
lengthy wait times. While existing literature has explored various as-
pects of SPMHS, research specifically focused on the discharge process
remains limited. To address this gap, the present study aimed to explore
SPMHS discharge from the viewpoints of both women and MDT mem-
bers. This multiperspectival exploration aimed to understand the com-
plete discharge journey, from initial referral through engagement and
treatment to final discharge, to inform future policy and service im-
provements. The specific aims were:

(1) To understand the meaning of women’s and MDT members’
SPMHS care and discharge experience.

(2) To develop a multi-perspective knowledge of factors that
contribute to effective discharge.

(3) To examine participants’ accounts of SPMHS development.

Methods

Design

A qualitative, multiperspectival interpretative phenomenological
analysis (IPA) design was used to explore women’s and multidisci-
plinary team members’ experiences of care and discharge from an Irish
SPMHS (Smith et al., 2022). This multiperspectival IPA approach
allowed the researchers to explore participants' perspectives and life-
worlds, providing deep insights into the relational and intersubjective
meanings related to the research questions (Larkin et al., 2019). Multi-
perspectival IPA has been successfully employed to develop multifac-
eted accounts of complex healthcare experiences from service user and
care provider dyads, confirming the suitability of this approach (Borg
Xuereb et al.,, 2016; Melis et al., 2021). The study’s conduct and
reporting adhere to the consolidated criteria for reporting qualitative
research (COREQ) guidelines (Tong et al., 2007).

Participants

Sampling and recruitment

Participants were recruited using purposive sampling from an Irish
SPMHS hub located within a large university maternity hospital.
Consistent with IPA methodology, purposive sampling enables the se-
lection of participants who represent specific perspectives on the phe-
nomenon (Smith et al., 2022). Inclusion criteria for MDT members
required that they had worked in the SPMHS for at least six months. For
women participants, the inclusion criteria were: (1) aged 18 years or
older, (2) had attended at least two SPMHS appointments and been
discharged within the previous 18 months, and (3) had sufficient English



E. Moran et al.

language skills to provide informed consent and engage in an interview.

After site access approval, the primary investigator (PI) emailed
eligible MDT members an invitation letter and a participant information
sheet. Those interested in learning more about the study contacted the
PL Eligible women were recruited through two methods. Firstly, by
posting an invitation letter, participant information sheet, consent to
contact form, and a stamped addressed envelope via a gatekeeper.
Secondly, a recruitment poster was displayed at the SPMHS setting,
where clinicians informed women nearing discharge about the study
and provided interested women with an information sheet and a
consent-to-contact form. After receiving the consent-to-contact form,
the PI contacted the woman to discuss participation.

Data collection

Data were collected through twelve semi-structured interviews
conducted by the PI (EM), who was unknown to the participants. Six
women with personal experience of attending the SPMHS and six MDT
members working in the service voluntarily participated. An individual
interview guide was developed for each participant group, aligned with
the research aims. The development of these guides was supported by a
review of the literature (Moran et al., 2023) and the PI’s training in IPA
semi-structured interviewing, with further refinement through team
discussion. Open and exploratory questions were used to gather rich
insights into the participants’ experiences (Smith and Nizza, 2022).
Sample interview questions for both participant groups are included
(Table 1). Before data collection, the PI (EM) conducted a pilot interview
with a perinatal psychiatrist to evaluate the clarity and flow of questions
and to consider additional prompts.

Interviews were conducted between January 2024 and July 2024,
arranged at times and dates convenient for participants to minimise
disruption to their personal and clinical commitments. All participants
chose to conduct their interviews online via the GDPR-compliant
Microsoft Teams platform. The median interview length was 58 min,
with a range from 36 to 79 min. Recorded interviews were transcribed
verbatim by the PI and pseudonymised.

Data analysis

Data were analysed using IPA, following the seven-step process
outlined by Smith et al. (2022), complemented by reflexive journaling.
Multiperspectival IPA maintains the core idiographic focus, along with
the iterative and inductive principles of traditional IPA (Larkin et al.,
2019; Smith, 2007). Each participant’s personal experience was exam-
ined individually to understand the meaning behind their account
(Nizza et al., 2021; Smith and Osborn, 2007). The steps of the multi-
perspectival IPA analysis are shown in Fig. 1.

Initial stages involved immersion, familiarisation, and active
engagement with the data at case level. The PI comprehensively hand-
wrote line-by-line exploratory notes in the margin to the right of each
transcript, including descriptive, linguistic, conceptual, and reflective
annotations. Experiential statements were recorded in the left margin,
capturing concise phrases to convey the meaning of the participant’s

Table 1
Sample of interview questions for women and MDT participants.
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experience, reflecting the double hermeneutic. These statements were
connected and refined into a table of personal experiential themes
(PETs), a process repeated for each participant. Group experiential
themes (GETs) were then developed for both participant groups. The
final analysis stage elevated the cross-case analysis, advancing the GETs
to a multiperspectival dimension. This examination of patterns of
meaning, similarities, and divergences produced the multiperspectival
synthesis. The PI ensured that each analysis stage was critically
reviewed and audited by MN, MMM, & POR, along with consideration of
IPA quality indicators (Nizza et al., 2021).

Demographics

The demographic details of participating women are presented in
Table 2. The participating MDT members had worked at the SPMHS for
between six months and six years. To safeguard the identities of MDT
participants, their specific roles are not disclosed; however, they
represent diverse professional backgrounds, reflecting the previously
described SPMHS MDT. Pseudonyms were used throughout data anal-
ysis. The sample size of twelve participants aligns with the pluralistic
idiographic approach and IPA guidelines (Smith et al., 2022).

Ethics

This study received ethical approval from the regional ethics com-
mittee affiliated with the hospital site (089/2023). Participants pro-
vided written and verbal informed consent before the interview, which
was reaffirmed throughout. Participants were informed in writing of
their right to withdraw from the study. Due to the sensitive and personal
nature of the topic, each woman received a debriefing sheet with sup-
port contact details after the interview. As a token of appreciation for
their time, each participant received a €20 gift voucher.

Reflexivity statement

Reflexivity is an integral part of IPA research. The PI, a female
nursing lecturer and PhD candidate, kept a reflexivity journal
throughout the research process to monitor any potential bias or influ-
ence on the hermeneutic process and outcomes (Smith and Nizza, 2022).
A collaborative approach to data analysis, involving regular meetings,
reflective discussions, and audits, was used to ensure the rigour and
validity of the findings.

Results
Four themes, along with 12 subthemes, are presented (Table 3),

capturing both shared and distinct experiences across the two partici-
pant groups, supported by exemplary quotes.

In sanctuary, I return to myself

This theme captures participants' experiences of women’s journey
from isolation with their perinatal mental health to seeking support, and

Women participants

e Can you tell me what attending the SPMHS meant to you?
e What did you expect the SPMHS to be like?

e Can you tell me about your experience of being discharged from the SPMHS?
L]

Is there anything else you would like to share with me about your thoughts or feelings on your care or discharge from the SPMHS?

MDT participants

e Can you tell me about your experience of working in the SPMHS?
e Can you describe the care and treatment options provided by the SPMHS?

e Can you tell me about your experience of women being discharged from the SPMHS?

o [s there anything else you would like to add or share with me about your thoughts on SPMHS care or the discharge process?
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Fig. 1. Stages of multiperspectival IPA analysis.

Table 2
Women participant demographics.

Pseudonym  Age Number of Length of Time since Attended Self-reported Pre-existing Relationship Nationality
range children treatment in discharge antenatally, condition mental health status
SPMHS postnatally or both treated condition
W1 Lynn 24-29 1 8 months <1 month Postnatal Depression and No Co-habiting Irish
OCD
W2  Jennifer 36-41 2 7 months 3 months Postnatal Birth trauma No Married Irish
W3  Katie 36-41 1 10 months <1 month Postnatal Depression Yes Married Irish
W4  Hazel 41+ 1 12 months 4 months Both Anxiety Yes Single Irish
W5  Ellie 30-35 2 10 months <1 month Postnatal Anxiety and No Co-habiting Irish
OCD
W6  Chloe 36-41 3 12 months 12 months Postnatal Anxiety and Yes Mar ried Irish
Depression
being ‘in such a weird place’ and like ‘a different version of myself’. This
Table 3 loss of sense of self was echoed by Katie (W3), who felt ‘crushed’ by her
Themes and Subthemes. . . . . - .
postnatal experience, sending her into ‘an absolute spiral’. Shame, guilt,
Themes Sub themes

1 In sanctuary, I return to myself

Alone with it all, in silence.
Finding sanctuary.

Light through the fog.

From isolation to connection.
Collaborative team practice.
Holding her voice, with care.
Empowered through learning.
Transitioning from intensive
support.

Holding stability through
community.

A clear and personalised discharge.
Leading our own way.
Visualising presence and equity.

2 Building strength through
collaboration

3 A tailored discharge

4 On the path forward

ultimately finding renewal, as reflected across the three sub-themes.

Alone with it all, in silence

Each woman shared her perinatal mental health journey, expressing
feelings of isolation and uncertainty when entering the SPMHS. Ellie
(Woman (W) 5) described an altered perception of herself, a sense of

and embarrassment intensified women'’s isolation. A conflicting desire
to feel understood yet concealing their condition from potential support
networks left women carrying their distress silently.

‘No one else around me understood, I didn’t want to tell many people, I
was embarrassed of how I was feeling’ (W5)

Although searching for support, each woman expressed fear or
sensitivity about potential judgement from others, which affected their
openness.

‘It was hard to talk to people that I was close to without feeling like they
would be judging me, or being scared that I was a bad mother for thinking
these things, or having these feelings’ (W1)

One MDT member described self-stigmatisation as a key barrier
impeding women from accepting SPMHS care, revealing the emotional
and internalised conflict women navigate at this time.

‘The self-stigma is so high, their own expectations of what they should be
able to manage is so high’ (MDT 4)
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Finding sanctuary

All participants described the SPMHS as a highly supportive envi-
ronment. A sense of safety enabled women to understand their mental
health experiences and feel ‘held through their journey’ (MDT 5).

‘Just knowing that they had that safe place where they could voice their
concerns or ask their questions without judgement’ (MDT 6)

Women used several metaphors to convey the comfort and security
of knowing the SPMHS was easily accessible. Katie (W3) reflected on the
remarkable change in her mindset from no longer feeling alone; she now
had someone to call, someone who understood, giving her the sense of
having ‘alittle scaffold there in the background’. Similarly, for Ellie (W5), a
feeling of strength was gained from her perception of having ‘a cushion to
fall back on’. Unlike the other women, Hazel (W4) described her
engagement with the SPMHS as ‘precautionary’ due to a significant
personal and family history of mental illness. She explained how
engaging with the service gave her much-needed reassurance, which
was particularly meaningful to her as a single parent with limited family
support, feeling like ‘a comfort blanket’.

‘It was the comfort to know it was there, you feel that little bit less alone,
that if anything did happen, you could contact them...nearly like a
comfort blanket’ (W4)

The consistent stability and warmth of the service was grounding for
women, enabling them to speak openly about their mental health
‘without fear of judgement’ (W1). One participant described the imme-
diate relief she felt when entering the SPMHS, easing the weight of her
internal pressure, allowing her to:

‘Unload for the first time exactly how I felt about the suicidal thoughts,
and how I felt about the baby’ (W3)

Both participant groups recognised the importance of finding
meaning and understanding for women’s recovery.

‘She was able to articulate and narrate the experience in a way that made
sense to her, and that she could make meaning of that period of time in her
life’ (MDT 2)

Developing a sense of safety was particularly significant to Jennifer
(W2). Her repeated use of the word ‘safe’ was striking. Becoming tearful,
she explained how childhood trauma affected her trust in others,
something she carried into her SPMHS experience.

‘I suppose just after what happened when I was small, I suppose I keep my
circle small, and I choose who to let into my life’ (W2)

She shared how her clinician’s compassion helped her build a
meaningful therapeutic connection and inspired her to nurture her well-
being through self-compassion. Feeling consistently ‘safe in her presence’
was central to this experience. Although praising her treatment, Jennifer
(W2) felt confused and saddened that her childhood trauma felt ‘brushed
under the carpet’ and not included in her care, leaving her questioning:
‘was there just too much going on in the time frame to deal with?’, recog-
nising the complexity of her case.

Light through the fog

Each woman expressed how highly she valued the SPMHS and how
the trusting relationships formed were essential in helping them to ‘come
back to myself' (W6).

‘They really were what made me come through the whole thing intact and
actually probably happier than I've been in a long number of years’ (W3)

Many women made powerful, heartfelt statements about feeling
‘saved’ by the service, describing their journey of reconnecting with
themselves.

‘It definitely saved me as a person, it got myself back if that makes sense’
(W5)
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MDT participants also acknowledged the lifesaving nature of the
service, both with pride and a sense of responsibility.

‘You're part of essentially saving people's lives’ (MDT 3)

Building strength through collaboration

This theme examines the importance of collaboration, advocacy, and
empowerment in delivering SPMHS care, as illustrated by the four
subthemes.

From isolation to connection

Feeling ‘really listened to’ was highly valued by each woman, with
Lynn (W1) describing her comfort at feeling ‘very seen and heard’. The
person-centred collaborative approach fostered a sense of connectedness
for women, marking a clear shift from previous feelings of isolation and
confusion.

‘They were just so connected to me, what was going on in my life...I feel
like they were like my cheerleaders’ (W5)

Collaborative team practice
Both participant groups emphasised the positive effect of MDT
collaboration on SPMHS care and women’s recovery.

‘It was like a stepping stone from when I met each person, and they helped
me understand different things’ (W5)

Many of the MDT narratives described ‘joint working’ as cultivating a
collaborative strength and team unity.

‘There's an ethos in the team that nobody's an island, we all work together,
and everyone's opinion is valued, which is great...there's openness on the
team’ (MDT 6)

A functioning MDT was seen as essential for delivering evidence-
based care, offering women holistic options beyond pharmacological
treatment. MDT participants described collaboration beyond their team,
involving national SPMHS, which provided an additional layer of clin-
ical support and created a cohesive network that felt ‘like a family’ (MDT
2).

Holding her voice, with care

MDT participants shared how women attending the service often
lacked the ability to self-advocate, needing support to have their voices
heard. Their perceived role in advocating for women was as a source of
motivation and fulfilment for the MDT. Many identified themself as
becoming or carrying the ‘woman’s voice’ until she found her own again.

‘I would see one of the biggest aspects of my role is probably advocacy,
because at times they just don't have a voice themselves, or are too
frightened to ask, or don't know what to ask’ (MDT 1)

Empowered through learning

Both participant groups reflected on the concept of empowerment
within SPMHS. Women valued the perceived ‘practical approach’ of their
care, gaining control and confidence through learning new skills to
manage symptoms. This understanding empowered women to take
ownership of their long-term well-being, with one sharing she had been
‘given the tools I needed’ (W1). Empowering women to take ownership of
their mental health was seen as vital for delivering comprehensive care
and maintaining positive outcomes.

‘Care that's going to future-proof her, things she'll carry through well after
the perinatal period’ (MDT 4)

MDT participants developed their own sense of empowerment
through effective team leadership and a trusting, learning-focused team
philosophy.
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A tailored discharge

This theme focuses on the meaning of participants' experiences of
discharge from the SPMHS. Three subthemes explore the transitions of
service discharge and women’s need for personalised consideration
during this stage.

Transitioning from intensive support

Participants’ narratives outlined two main discharge pathways from
the SPMHS: firstly, GP care for women showing sufficient improvement,
and secondly, to their local community mental health team (CMHT) for
women with persisting mental health needs. Participants in both groups
recognised that transitioning from intensive SPMHS support, whether to
GP or CMHT care, involved a period of adjustment for women.

‘I can only imagine going from our service, which had MDT members and
regular OPDs, to a service constrained with OPD appointments and may
or may not have a full MDT, I can imagine there may have been some
difficulty’ (MDT 2)

During this time of change, women expressed several fears, partic-
ularly around losing their established sense of safety. Despite feeling
prepared for discharge, Ellie (W5) spoke about the tension and hesitancy
of ‘not wanting to let go’, experiencing an ‘anxiety that you don't have your
safety net’. Reflecting on the earlier described metaphoric ‘scaffold’ or
‘cushion’ now being removed highlights the women’s shared sense of
vulnerability at this time. Significant to women's fears was the prospect
of losing the trusted and familiar clinician relationship.

‘I'was kind of panicking a bit about that...I suppose I felt like I had put my
trust in them, and I was worried about signing over with someone else’
(We)

MDT members expressed concern that women may feel a sense of
becoming anonymous after transitioning to post-discharge care, with the
strong, connected relationships at the centre of their SPMHS care now
potentially leading to a sense of loss.

‘Because we work in a case management system, having had an intense
deep relationship with somebody to go on to be in a waiting room with ten
other people and four doctors calling, that can be just a bit anonymising’
(MDT 4)

Holding stability through community

Participants shared a common belief in the importance of women
being linked with local community supports, both during and after their
SPMHS engagement. MDT participants described ‘signposting women
different ways’ (MDT 6) as an essential function of the service and took
pride in the team's ongoing efforts to stay current and foster relation-
ships with community services.

‘Over time we have developed very good working relationships with other
services...they are very engaging with us’ (MDT 5)

Having post-discharge community supports in place provided
women with a continued sense of stability, reassurance, and confidence
at discharge. However, many noted the ongoing challenge of inconsis-
tent community service provision.

‘There is definitely scope for putting so much more into communities, it's
very fragmented’ (MDT 1)

A clear and personalised discharge

Across all participants’ narratives, there was recognition that clear
and timely communication is required to ensure women feel well-
supported and prepared for discharge.
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‘It's done in a very gentle way, discharge planning is done two or three
appointments prior to discharge, so you would hope there's no big sur-
prises or anything’ (MDT 4)

Consistent with other SPMHS, support is provided to women up to
one year postpartum. All participating women, except one, spoke about
being aware of this timeline for care provision. In contrast, Lynn (W1)
expressed feeling shocked and unsettled when informed about her
discharge, initially stating she wasn’t told about treatment timelines, but
later questioning if she was told at the start.

‘It was a tiny bit upsetting because I didn't know it only went up until my
baby was one’ (W1)

Women expressed the belief that generic discharge timelines lack the
necessary flexibility, emphasising the need for individually tailored
discharge plans and extended support for women who require it.

‘The way I'd be looking is every woman is different, it might take me 18
months, it might take someone else 6 months’ (W6)

Several women explained how discharge criteria affected their
engagement with their SPMHS treatment. After experiencing a long wait
to begin psychological therapy, discharge timelines pressured the time
two women had to engage in this intervention, dissatisfying both
mothers.

‘It just made me a little bit more anxious, the fact that I was on a timer
really, wasn't I?” (W6)

On the path forward

This theme, presented through two subthemes, emphasises partici-
pants’ strong ambition to continually improve SPMHS, including
enhancing service presence and accessibility.

Leading our own way

MDT narratives conveyed a sense of ambition and dedication to-
wards the ongoing development of SPMHS, evident in their engagement
with education, research, and innovation. One MDT member described
the team often asking themselves, ‘wWho are we missing, and what could we
offer?’. This proactive team ethos, attentive to the women’s needs, was
reflected across both participant group narratives. A sense of freedom
and empowerment was felt in leading their own way as a new service:

‘That's one good thing about the perinatal team, we don't have huge legacy
things. We don't have to do things the way they've always been done, so
there's lots of scope for new initiatives, and we're learning, we're a young
team’ (MDT 4)

All participants described numerous service initiatives, workshops,
and events, illustrating the progressive nature of the SPMHS. A signifi-
cant benefit highlighted from service initiatives was fostering peer
connection among women. Women described realising they weren’t
alone as like an epiphany that instilled hope, eased isolation, and created
a meaningful ‘sense of community’ with other mothers.

‘It was lovely because it made you aware that you weren't the only one,
that there were lots of people in the same boat as you’ (W6)

Visualising presence and equity

Many MDT participants described the team as lacking sufficient
hospital accommodation, which caused team fragmentation and
impacted service efficiency. In contrast to MDT concerns, Jennifer (W2),
who described a traumatic birth at the hospital, felt relief when
accommodated away from the hospital setting. The MDT discussed how
an electronic health record could benefit the team working across
multiple sites. All participants alike believed that a strong, visible
SPMHS team ‘presence’ was vital for raising awareness of the service,
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reducing stigma, and encouraging women to seek help.

‘I would really love most of all if there was a proper dedicated space in the
hospital for perinatal mental health, I think having that presence around
the place is really important’ (MDT 1)

MDT members passionately shared their vision and the importance
of providing standardised, equitable SPMHS for women across Ireland.

‘We have to make access equal throughout Ireland, it can't be a postcode
lottery anymore...it depends where you're living in Ireland, what service
you get’ (MDT 2)

Some women were also aware of and shared their thoughts on ser-
vice inequities. A sense of gratitude, tinged with guilt, was expressed,
recognising that other women might not be as fortunate in receiving
services.

‘It's because of where I live that I even have access to that, you know not
everyone would’ (W4)

MDT participants identified opening Ireland's first mother and baby
unit (MBU) as their top priority for developing SPMHS. Participants
spoke with passion and frustration about the lack of a national MBU. A
sense of injustice for women, combined with a feeling that this issue was
beyond their control, was noteworthy.

‘My biggest thing is there absolutely needs to be a mother and baby unit’
(MDT 4)

Discussion

This study examined the experiences of both women and MDT
members in relation to SPMHS care and discharge. To our knowledge,
this is the first study to employ a multiperspectival IPA approach to
explore this topic, offering a novel examination of the SPMHS discharge
experience, which remains underexplored in the literature. The findings
of this study emphasise women’s need to find a safe place to explore and
understand their mental health. The relationships with the MDT and
peers were essential for women developing a needed sense of connection
with others and themselves, alleviating isolation. Discharge from the
SPMHS was a potentially difficult time for women, requiring clear
communication, person-centred planning, and the establishment of post-
discharge supports. While the findings of this study reveal significant
positive experiences, they also highlight inequities and opportunities for
future development of SPMHS. Findings are now examined in the
context of the literature to better understand their significance and
implications.

Findings from theme one offer valuable insights into women’s
overall journey from fear of judgement and loneliness to renewal
through SPMHS support. Participant narratives reinforce the current
understanding of the challenges associated with perinatal mental health
disclosure, which are often linked to feelings of shame, stigma, and so-
cietal expectations (Law et al., 2021; Viveiros and Darling, 2018). This
study highlights the intricate paradox and internal conflicts women
experience at the time of considering specialist care. Women in this
study expressed a clear desire for understanding and support; however,
they intensified their isolation by minimising or not disclosing their
condition to support networks. MDT participants emphasised the
importance of adopting a non-judgmental approach to support women’s
engagement with SPMHS and to reduce stigma-related barriers. Beyond
individual experiences, these findings reflect a broader societal need to
normalise perinatal mental health challenges and actively support
women in moving beyond silence and isolation. To promote open
discourse, reduce stigma, and encourage self-compassion, policymakers
and healthcare providers must prioritise perinatal mental health edu-
cation within antenatal care and broader public health initiatives, sup-
ported by targeted professional education (Moore et al., 2017; Noonan
et al., 2024).
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Findings from theme two show how meaningful MDT engagement
empowered women to develop self-agency, facilitated by an increased
understanding of their condition and the development of practical skills.
Unlike previous studies, which emphasise the importance of continuity
of care for women (Cummins et al., 2024; Viveiros and Darling, 2018),
this study underscores women’s need for psychological support whilst
navigating any perceived sense of loss as MDT relationships end. This
study emphasises that discharge is more than just a procedural step; it
may also pose risks to women’s psychological well-being as the secure
and meaningful therapeutic process concludes. This period requires
compassionate understanding from healthcare providers and the main-
tenance of open, ongoing discharge communication to address women’s
concerns and promote empowerment. Findings emphasise the impor-
tance of attachment-informed services (Collingwood, 2024) and conti-
nuity of care in fostering a sense of security for women after they leave
specialist care. Further research is required to examine women’s expe-
riences and outcomes from GP and general CMHT care after discharge
from SPMHS to inform discharge planning strategies and support our
understanding of women’s transition between services.

Findings from theme three further advance our understanding of
SPMHS discharge, providing evidence to guide future policy and prac-
tice. Women in this study clearly advocate for a more individually
tailored discharge process from SPMHS. A clear contrast was apparent
between participants' descriptions of highly personalised and connected
care and the generic discharge timeframe identified as inflexible and set
in stone. Our findings are consistent with Myors et al. (2014), who also
found that discharge as a ‘timed decision’ was upsetting for women who
believed they still required service support. Four women in this study
expressed a need for extended services. Women believed that length of
service should be individually considered, in line with international
literature advocating for extended support for women beyond the
perinatal year to optimise outcomes (Hellyer et al., 2025; Howard and
Khalifeh, 2020; Woolhouse et al., 2016). MDT participants in this study
described their ongoing efforts and commitment to maintaining an in-
tegrated network of community supports for women to access both
during care and as a means of continuing support after discharge.

Unlike previous studies reporting on discharge after specialist MBU
(Griffiths et al., 2019) and community care (Lever Taylor et al., 2021),
this study provides a new perspective on experiences from a
hospital-based outpatient service model. Findings suggest that women
require flexibility in their discharge timing to engage effectively with
SPMHS psychological interventions. International quality standards
(NICE, 2016) state that women should begin psychological therapy
within six weeks of referral. Both participant groups in this study indi-
cated that the SPMHS required an additional psychologist to meet the
demand and complex needs of women attending. As shown in the nar-
ratives of two women, long wait times to start psychology meant that
treatment timelines were determined not by clinical outcomes but by
generic discharge schedules, contrary to NICE recommendations. These
challenges reflect a systemic issue across mental health services, char-
acterised by limited access to psychological treatment and prolonged
waiting periods (Fiddick et al., 2020). Furthermore, the findings are
consistent with a systematic review by Webb et al. (2021), which
identified resource shortages as the primary obstacle to providing
optimal care for women, underscoring the importance of adequate
funding and policy support for the effective delivery of specialist
services.

Theme four supports the widely recognised need for accessible, fair,
and culturally responsive SPMHS (Cibralic et al., 2023; Markey and
Ibeajaero, 2022; Meredith et al., 2024). Unique to how SPMHS are
delivered in Ireland, participants in this study highlighted the impor-
tance of increasing service visibility and presence within the hospital
setting to raise public awareness of the SPMHS, reduce stigma, and
promote early intervention. However, limited space for clinical activ-
ities has been identified as a significant challenge affecting Irish SPMHS
at both hub and spoke sites (Duffy et al., 2023). Healthcare providers
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play a crucial role in ensuring women and families can effectively
navigate SPMHS pathways, access timely support, and minimise any
negative effects caused by service fragmentation. Women in this study
were dedicated to advocating for other mothers with shared experi-
ences, promoting hope and reassurance that support is available. Our
findings contribute to and reinforce the growing interest in under-
standing the efficacy of peer support interventions (Liblub et al., 2024)
across the SPMHS care continuum, including the potential to support
women at discharge.

Strengths and limitations

This study is strengthened by its multi-perspective IPA approach,
which offers greater analytical depth and a more comprehensive un-
derstanding of the phenomenon, providing new insights to inform
research and practice. For an IPA design, this study represents a large
sample. However, it is important to acknowledge several limitations. All
women participating in this study were of Irish nationality. While
focusing on Irish women's perspectives allowed for an in-depth, idio-
graphic exploration, future research should expand findings by exam-
ining the experiences of women from diverse cultural backgrounds.
Requiring English proficiency may have limited representation of
women from non-English speaking migrant backgrounds. Peer support
workers, who are increasingly recognised for their role in SPMHS, were
not included in this study, which may have excluded valuable lived
experience insights.

Conclusion

This multiperspectival study aimed to understand the experiences of
women and MDT members regarding care and discharge from an Irish
SPMHS. Women’s recovery was shaped by finding a place of sanctuary.
The consistent stability of service support grounded women, allowing
them to explore and understand their mental health. Meaningful con-
nections in relationships with the MDT and peers fostered hope and
direction for women. The MDT advocated for and empowered women to
find their voice and self-agency. Openness and trust within the MDT
created a cohesive and progressive practice environment, benefiting
both women and staff through collaborative practice.

Transitioning from intensive SPMHS support at discharge presented
an adjustment period. Individual discharge care planning is recom-
mended to ensure consistent communication and a supported, coordi-
nated transfer of care. Women advocate for a person-centred, flexible
discharge process. The results of this study suggest a need for extended
service support beyond the perinatal year. Post-discharge community
support provided women with a sense of stability, continuity, and con-
fidence at discharge. Ensuring standardised and equitable care across
Ireland, including the expansion of community services and establishing
a national MBU, is essential for developing SPMHS.
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