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Table 4 Exemplar quotes for facilitators and ideas to improve access. 

System improve-
ments 

“I think there’s the systems level. We should make sure that the clinical pathways are working 
well, and I mean I am a big believer in up-to-date and locally adapted clinical pathways, which 
we can log on to and you go, ‘miscarriage,’ ‘management,’ la de da. Locally this is what we do, 
locally these are the follow-up arrangements that we should’ve made, and then we stick to 
that clinical pathway.” – General practitioner 1

“Sometimes those people don’t talk, you know—the GP’s not meeting with the mental health 
professional, who’s not meeting with the midwife—and my thought was, well if you have a 
woman who comes in and is pregnant and she’s got a community mental health worker and 
she has a midwife and she has a GP, then those people should have some communication 
along the way. And [] if there is any risk, there should already be a plan in place about how to 
manage this woman’s mental health.” – Clinical psychologist

Organisational 
improvements

“There would be access to psychological talking therapy from a general practice setting, we’ve 
got that within the practice, so that’s one route in which you can provide access to services, 
and depending on the social circumstances, it is likely that would be free. Or if not then there 
are other referral options.” – General practitioner 1

Accessible coun-
selling

“I think it’s so individual, that loss stuff, and the cultural component or the societal stuff is 
quite individual too. I think counselling and counsellors would hopefully be able to see what 
that need is for that person. And two people from the same whānau—it won’t be the same… 
there’ll be elements of support that will be good. I think there needs to be cheaper counselling 
for people full stop. I think that [partners] have the double-whammy of worrying about their 
partner and the concern that that stirs up for them, as well as their own grief and loss around 
what that means for them.” – Social worker

Community 
support

“There’s got to be a lot more money spent in looking after people in their homes, in their 
communities, where they live. Things happening, coffee groups, places to go, you know. The 
previous government wiped out [some services]—for instance, there was [a] drop-in centre for 
people that could go in and have coffee and meet and who just had no place to go, and no one 
to talk to… that place is no longer, it wasn’t funded, the funding was withdrawn. That’s cheap, 
you know, that costs nothing. But they’d rather, you know, maybe employ a psychiatrist some-
where and put them in a tertiary hospital. I don’t know what they want to do but they need to 
reorganise their priorities hugely and look at community and supporting people.” – Maternal 
fetal medicine midwife

“I think us in general practice being more aware of community groups and [] support net-
works—there’s a lot of different ones, and there’s so many we forget them all... somehow [we 
need] a better interface between us in general practice and knowing what community groups 
there are. It’s quite hard, cause there’s so many different groups, and we need to know so 
much that we forget them all the time. So some sort of better way of interacting with commu-
nity networks and support I think would be helpful.” – General practitioner 2

Local solution “What we’ve tried to do is embed some of our workers from our team in the [] secondary care 
services (obstetric or antenatal care services) in the region. So we have what we call ‘the well-
ness clinic’ here at [the] hospital, so that’s in primary maternity care, where, if [a woman is] 
identified by the midwife or someone like that, [they] get seen by someone from our service, 
who then can make a judgment on whether they need to ramp it up and get them in or not.” – 
Maternal mental health psychiatrist




