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Implementing training to improve cultural competency amongst 136 

perinatal mental health peer supporters. 137 

 138 

Abstract 139 

Background: Women from migrant or minority ethnic backgrounds are particularly vulnerable to 140 

perinatal mental ill health. Peer support can be beneficial for those with perinatal mental ill health.  141 

Aim: To evaluate a training package combining elements of perinatal mental health and the impact 142 

of migration to enable peer supporters to better support women from ethnic minorities with 143 

perinatal mental health. 144 

Methods: Peer supporters who undertook the training completed a survey immediately after the 145 

training and interviews three months later.  146 

Results: Ten peer supporters were trained. They rated the training as ‘excellent’ or ‘very good’ and 147 

reported increased awareness of perinatal mental ill health, cultural issues and the vulnerability of 148 

women. More complex scenarios were requested given the multi-factorial nature of many women’s 149 

needs.  150 

Conclusion: The combined training provided participants from different backgrounds opportunities 151 

to learn from each other. Further evaluation among participants new to peer supporting is required. 152 

Keywords: transients and migrants; perinatal mental health; peer support; cultural competency; 153 

perinatal care 154 

 155 

  156 
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Background 157 

Increased vulnerability to mental ill health during pregnancy and the postpartum has been well 158 

established (Megnin-Viggars et al. 2015). The further vulnerability of marginalised groups within the 159 

perinatal population, such as women from migrant or minority ethnic backgrounds is also known 160 

(Falah-Hassani et al. 2015; Moore et al. 2019). The Covid-19 pandemic has had a significant mental 161 

health burden, with depression and anxiety being higher in perinatal women during the pandemic 162 

compared to prior to the pandemic (Hassami et al. 2020). This has been felt more acutely by 163 

populations who were already more vulnerable to mental ill health (Das 2021).  164 

Perinatal mental ill health impacts both maternal and infant health outcomes. Within the UK, suicide 165 

because of maternal mental health has been a leading causes of maternal death over recent years 166 

(Knight et al. 2021). Furthermore, negative associations have been found between prenatal anxiety 167 

and breastfeeding initiation, and between postpartum anxiety and duration and exclusivity of 168 

breastfeeding (Hoff et al. 2019). Women with postpartum depression also have reduced odds of any 169 

or exclusive breastfeeding (Wouk et al. 2017), with postnatal depression pre-dating discontinuation 170 

of breastfeeding in one study, but not vice versa (Dennis and McQueen 2007). A meta-analysis has 171 

shown that maternal perinatal depression or anxiety increase the risk of poorer infant socio-172 

emotional development including internalizing, externalizing and negative emotionality (Rogers et 173 

al. 2020). Perinatal mental ill health was also associated with poorer infant language, motor skills 174 

and cognitive development, with these deficiencies not just noted in infancy but into childhood and 175 

adolescence (Rogers et al. 2020). These long-term impacts for both mother and infant show that 176 

effective management of perinatal mental ill health is essential.  177 

Peer support is frequently used to describe the support provided by someone who has faced 178 

common experiences (Jacobson et al. 2012). It has been used within many aspects of maternity 179 

including one-to-one support in labour, breastfeeding and perinatal mental ill health (Jones et al. 180 

2014). A meta-ethnography of five qualitative studies found women to describe peer supporters for 181 
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perinatal mental ill health as beneficial (Jones et al. 2014). Peer supporters were valuable to help 182 

women towards recovery as they helped women to overcome their sense of isolation, validated the 183 

feelings they were experiencing, and were someone with whom the woman didn’t have to pretend 184 

that everything was alright (Jones et al. 2014). Peer support interventions for new mothers with 185 

postpartum depression have found mixed results, with some interventions reducing depressive 186 

symptomatology and others not finding any impact (Leger and Letourneau 2015). The need for peer 187 

support interventions to take into account the culture of the mother as well as linguistic differences 188 

has however been highlighted (Leger and Letourneau 2015).  189 

A paucity of volunteers from ethnic minorities has been noted in the local area of this study. This 190 

project brought together Light pre- and postnatal peer support (2022) and Sheffield Hallam 191 

University. The charity sector organisation, Light, run a successful and established peer support 192 

model to support women with perinatal mental ill health and their families. Sheffield Hallam 193 

University included an academic team with expertise in interventions to support migrant and ethnic 194 

minority women in the perinatal period. This expertise was developed through a previous project, 195 

Operational Refugee And Migrant Mothers Approach (ORAMMA), which was designed to develop 196 

and test the implementation of an integrated maternity care model involving maternity peer 197 

supporters (MPSs) to enhance the care of migrant mothers and babies who had recently arrived in 198 

European countries (Fair et al. 2020; Soltani et al. 2020; Fair et al. 2021). The ORAMMA project 199 

produced an ongoing legacy in Sheffield, in the form of the self-organisation of MPSs to liaise with 200 

other third sector organisations and charities to continue to provide support to members of their 201 

community known as ORAMMA MPSs or Friendly Mothers. The expertise within the Light and 202 

Friendly Mothers was combined to develop a training package to help peer supporters support 203 

women from ethnic minorities with mental ill health. 204 

This article evaluated the training package developed from the perspective of the peer supporters.  205 
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Methods  206 

Training 207 

The project was based on the amalgamation of existing training packages offered to women who 208 

wished to volunteer as a peer supporter with Light or as an ORAMMA MPSs. The Light training 209 

focused on perinatal mental health and the ORAMMA training focused on the needs of migrant 210 

women in the perinatal period. The adaptation of the training packages was carried out in multiple 211 

consultations between Sheffield Hallam University, Friendly Mothers and Light partners to improve 212 

cultural sensitivity and highlight issues which may be especially pertinent to women from migrant 213 

and ethnic minority backgrounds.  214 

The training package included lectures, scenario-based learning, group discussions and mini lectures. 215 

The topics covered in each session are shown in Table 1. Training was co-facilitated by experts in 216 

each of the topic areas, who were able to share their own personal and professional experiences to 217 

contextualise the theoretical learning. Additional information was also given to the trainees to 218 

enable them to further explore at home the issues raised.  219 

The training was delivered across three sessions, each lasting two and a half hours. Training took 220 

place in England during March 2021 when the national context was one of a country just emerging 221 

from full lockdown restrictions due to the Covid-19 pandemic and coinciding with the one-year 222 

anniversary of the first UK lockdown period. This had the effect that participants were both currently 223 

affected by restrictions but could also reflect on the impact of the pandemic over the preceding 224 

year. Due to the restrictions in place in-person training was not possible, so the training was 225 

delivered electronically using Microsoft Teams. Training was facilitated by staff from Light and 226 

Friendly Mothers, with a member of staff from Sheffield Hallam University attending sessions to 227 

make observations and provide support if required. 228 

 229 
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Table 1. Session content 230 

Time Content Format 
Day 1 Welcome and Ground rules 

Learning outcomes 
History of Light, ORAMMA and Friendly 
mothers 
What Peer support is, their role, 
commitments, and responsibilities, as well as 
their impact on the parent/child and wider 
family relationships. 
Migrant families: special needs and 
challenges  

Training slides 
Group discussions 
 

Day 2 How Light offers Peer support, based on the 
5 principles of perinatal peer support 
(Maternal Mental Health Alliance 2019) 
Scenarios of good and bad Peer support 
Professional Boundaries 
Confidentiality and Safeguarding 

Training slides 
Group discussions 
Roleplay 
 

Day 3 Importance of Perinatal mental health 
Perinatal and Postnatal mental health 
illnesses 

Lecture 
 

Homework The experiences of refugee women during 
pregnancy, childbirth and early motherhood 
in the UK 
The migrant journey 
Privilege 
Safeguarding 
Practice scenarios for writing a peer 
supporter record form 

Written information 
Video links 
Activities 
Quizzes 
Online learning 

 231 

Participants 232 

As the nature of this project was to pilot and evaluate combining the existing training programmes, 233 

participants were recruited from current volunteers; five of whom were Light peer supporters and 234 

five were former ORAMMA MPSs.  235 

Data collection 236 

Evaluation was undertaken in 2 phases. The first phase involved asking participants to complete a 237 

brief evaluation questionnaire immediately after the training course had been delivered. This asked 238 

a combination of multiple choice and free text response questions.  239 
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The second phase collected additional feedback via a focus group discussion three months after the 240 

end of the training course. This focus group was attended by two training participants and two 241 

training facilitators. A further training participant requesting an individual interview (due to other 242 

commitments) which was undertaken on the same day. This further feedback followed a period of 243 

reflection and could therefore gain additional insights on whether the training had influenced the 244 

participants personally or in their practice. The focus group and interview were audio-recorded. 245 

Analysis 246 

Quantitative data collected from the evaluation forms was evaluated using descriptive statistics.  247 

Qualitative data from the open-ended survey responses were combined with data from the focus 248 

group and interview. Three authors (GO, FF, HS) familiarised themselves with the data and then 249 

identified themes within the responses using thematic analysis. This process was initially undertaken 250 

independently, with the three authors then coming together to agree on the final themes.  251 

 252 

Results 253 

Ten peer supporters were trained, with nine women completing the evaluation form. This 254 

immediate feedback showed that the training was generally very well received. The majority of 255 

participants rated the course as ‘very good’ and none considered it to be ‘fair’ or ‘poor’ (Figure 1). 256 

Participants reported that the trainers were friendly and helpful (Figure 2). When asked about the 257 

organisation of the course, two participants only felt the course was somewhat organised, with the 258 

remainder feeling it was well or extremely well organised. While most participants felt they had 259 

been provided with all or most of the information required prior to the training session, but one 260 

woman felt they only received a little of the information required.  261 

 262 
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Figure 1. Participants’ evaluation of the course  263 

 264 

 265 

Figure 2. Participants’ evaluation of the trainers266 

 267 

 268 

Within the qualitative data, three overarching themes were identified: ‘Training positively received’, 269 

‘Training challenges’ and ‘Learning and Development’. Illustrative quotations for each theme are 270 

given in Table 2.  271 

 272 

 273 



8 
 

Table 2. Illustrative quotations for within each theme and subtheme 274 

Theme Subtheme Quotations 

Training 
positively 
received 

Enjoyment of 
learning 

“It was very interesting and I did enjoy it a lot personally.” (I3) 
“Lovely trainers and a well-presented presentation.” (S6) 
“I also really enjoyed it, because I personally learned lots of new things through it as well, so it was really good training for me.” (I1) 
“It was, I think particularly the time that we did it, it was very nice to be doing something that took you away from immediately 
what was going on. [covid lockdown and restrictions]” (I3) 

Group 
discussions 

“I found the scenarios really helpful in making me think how I would act in the role and the task around report writing very useful in 
a practical sense.” (S4) 
“We have built a good friendship and the information was beneficial to all of us.” (S5) 
“That’s the best thing of it, we’re all ladies there, so even if we suddenly get our scarf off or something, its ok, so we feel free, we 
talk more openly, you don’t hesitate ... when you’re with women you are more open about your feelings about what you think.” (I5) 

  275 
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Training 
challenges 

Technical issues 

“I struggled with the course being over zoom but this is only due to the pandemic.” (S1) 
“I found the breakout rooms stressful because of technology as you were not sure whether you would reach them.” (S3) 
“That [struggling with breakout rooms] made you feel that you were kind of isolated but also that you’d missed something and you 
were worried about how important this was. You felt perhaps you weren’t as well trained because you missed bits.” (I3)  
“I think we might have missed some of those really rich conversations which flow quite easily if we’d have been face-to-face.” (I2) 
“I really like training when everyone is gathered together and shares ideas and be involved in everything. The computer doesn’t 
really do much, but in the end it wasn’t bad, I’m pleased we did something.” (I4) 
“Doing it on the computer, I would say, for me, I would have so much preferred to do it face-to-face.” (I3) 

Lack of scenario 
complexity  

“I know there was limited time that we had, but specifically for the mental issues that we had, if there were more practical examples 
… to understand them more deeply, because afterwards you are supposed to be a trained person that you will go and face these 
mental issues, so if you had examples at the back of your mind it would be much better.” (I1) 
“I would have liked a bit more time to reflect on the scenarios with a list of possible contact organisations we can use and when that 
may be necessary ... a bit more discussion perhaps.” (S3) 
“There weren’t scenarios that was like very real situations. After we finished the training, I had a lady who contacted me, she 
couldn’t get anywhere, she was really in tears …And she was talking to me and she said, I can’t get hold of advice bureau’s, I can’t 
get hold of GP. I’m pregnant, and I’m having problems with my partner, my partner wants to send me back home … all these things. 
And it reminds me of some of the scenarios that we practised on the training, but they didn’t really involve the culture or the 
community background … We haven’t gone into depth about culture, religious things, things that are beyond your control.” (I5) 

Course 
structure 

“With this training I felt I was able to concentrate and retain more information because of the format of delivery- shorter sessions 
over a number of days, rather than one long day.” (S4) 
“There was a lot to take in each week and lots of stuff that I didn’t know about at all … I would have liked it to be longer, but I think 
this is to do with being online. There was an awful lot in each session and perhaps if we were face to face there would have been 
more discussion.” (I3) 
“I enjoyed the home learning- as it helped keep me involved in what we were learning between sessions.” (S4) 
“I didn’t like the homework thing, and that’s obvious because I haven’t done all of it yet. I would have liked that to be more 
incorporated into the training.” (I3) 
“The training that I like to participate in, is having stuff to do, in the groups during the training time. I enjoy it more than just doing 
some stuff by myself in my own time as a homework thing.” (I1) 
“Not having enough notes before about scenarios, … [it would be] useful to a have plan of session beforehand.” (S9) 

Other 
commitments 

“Because we are doing so many things, we forget there is a training. If we get a text message to say, ‘log in now’ that would be 
great … it would have been good if we had a hint maybe the day before, or maybe the same day, just a reminder.” (I5)  
“I used to listen to everything, but I’d mute myself and follow …  so you’re multi-tasking … and then you’ve got one ear listening to 
other people and one ear is on the speakers.” (I5) 
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Learning and 
development 

Increased 
awareness 

“For me personally I only knew about post-birth that you get depression, but I really didn’t know there are so many mental illnesses 
that a mother can face after giving birth.” (I1)  
“How much mental health issues are important especially for a pregnant women or mothers and how much we can help with it.” 
(S8) 
“[I learned] all about the higher suicide rates, you know the maternal deaths. That was all quite shocking and quite hidden in a way” 
(I3) 
“I really, really did learn a lot about different cultural values and I found the parts of the ORAMMA training which were incorporated 
about migrant women and the reasons for migration. I found that really interesting and think that would be something I can 
definitely take forward in offering support women.” (I2) 
“I learnt a lot about how to support migrant mothers, what barriers they may face and how I may have to tailor my support of them 
to be of help. This is an area I had no prior knowledge of - thank you.” (S4) 
“I am finding it very helpful, bringing organisations together brings additional understanding and knowledge to integrate services 
and bring about awareness of wider issues.” (S7) 
“I think it’s just given you an awareness of women and what women who have children, ordinary women, what they go through. ... 
And the vulnerability of women when they are having children and how women, mothers particularly, don’t get enough attention.” 
(I3) 
“For nine months you are precious, then you’re thrown beyond the backburner.” (I2) 

Personal and 
professional 
development 

“It was very strong on getting us trainees to appreciate the sensitivity of our work and to be cautious about our sharing and 
approach.” (S3) 
“During the training you learn you shouldn’t be judgemental when you come up to a mother that is suffering from some mental ill 
health issues. So not being judgemental, trying to be a good listener. You always have these things at the back of your mind, but 
having it repeated to you to remind you every time.” (I1)   
“It made me bit reflective about a lady that came along … she was from Syria and had come to the country as a refugee. It led me to 
reflect, if I had done the training and had a better knowledge of migrant women, could I have better supported her with her mental 
health?” (I2) 
“You shouldn’t be judgemental, just a good listener, especially with the migrant parents, she just needs someone to listen to her 
story and support her. It’s very important as a peer supporter” (I4) 
“It definitely gets you to think about women and their position, women that you know that have been depressed … it gives you more 
empathy.” (I3).  
“I thought highlighting self-care was really important to helpers.” (S4) 
“Looking after yourself, I know we are committed with homes and kids, schools, pandemic, testing, tracing … but you need to feel 
good about yourself, that’s a really important thing ... it makes you feel you are valued.” (I5) 

I= Interview; S= Survey  276 
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Training positively received  277 

Enjoyment of learning 278 

Participants reported the training to be interesting and clearly presented. Participants appreciated 279 

being able to learn new things. The trainees also liked being able to participate in an activity that 280 

took their focus off the national COVID restrictions that they were living through.  281 

Group discussions 282 

Participants found the use of training scenarios particularly helpful in developing their understanding 283 

of the issues and how peer support works in practice. The group discussions between participants 284 

around these scenarios were particularly viewed positively. The friendly nature of the training 285 

environment and the female only dynamic of the attendees was appreciated, as trainees felt it 286 

helped them to be more open during the discussions. 287 

Training Challenges 288 

The training was not without its challenges. These included technical issues, lack of scenario 289 

complexity, course length and home learning activities, and other commitments.  290 

Technical issues 291 

The main challenges encountered were due to technological issues. This was a particular problem 292 

during the first session, making the session delivery disjointed and meaning some participants had to 293 

re-join the meeting several times. These were addressed as much as possible between sessions 294 

meaning the second and subsequent meetings ran more smoothly. Trainees were concerned that 295 

these technical issues might have led to them missing out on parts of the training. Remote delivery 296 

of the training course was also not the preferred mode for any future training as the trainees felt it 297 

limited discussions between them which could enhance their learning.  298 
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Lack of scenario complexity 299 

There was also a call for more complex scenarios during the training that more closely reflected 300 

what they saw in reality; with women frequently having multiple challenges and difficulties that 301 

could be further impacted by their culture and religion. Trainees also reported wanting more time to 302 

gain a better understanding of the scenarios presented, ideally with practical examples of 303 

organisations that the peer supporter could refer women to in different situations.  304 

Course structure 305 

One participant who had previously attended whole day training sessions, felt that the shorter 306 

sessions during the current training enabled better retention. Others however still found the 307 

considerable amount of information provided each week to be a challenge and would have 308 

preferred the course to have run over more weeks to allow for more discussion around each topic. 309 

While some liked the home learning provided, as it gave them an opportunity to consolidate their 310 

learning, others found it difficult to motivate themselves to do it and would have preferred to cover 311 

it in additional face-to-face sessions. As noted within the quantitative evaluation data, while some 312 

participants felt they had received enough information prior to each session, others would have 313 

liked more information, for example lesson plans.  314 

Other commitments 315 

Women reported multi-tasking due to other family commitments, especially during the Covid 316 

lockdown. This had meant that some women found they were interrupted during the online course 317 

by circumstances around them at home. Furthermore, one woman felt that training reminders 318 

would be beneficial in the future as the training could easily get forgotten in amongst the business of 319 

life.  320 

 321 
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Learning and development 322 

Participant’s learning and development was a significant overarching theme, with feedback 323 

predominantly gathered under two sub-themes: Increased awareness and Personal and professional 324 

development. 325 

Increased awareness  326 

Given that this pilot project integrated two existing training packages, with participants drawn from 327 

both specialities, it was not surprising that participants reported their learning to mainly align with 328 

the topic in which they had not previously been trained. Learning was focussed on the range of 329 

mental health issues that may affect women perinatally and on the impact of migration on women’s 330 

experiences. Several participants also reflected on the overall vulnerability of women at this stage of 331 

their life and how the experience of pregnancy and new motherhood could contribute to perinatal 332 

mental health difficulties. Participants reported that the ability to learn from each other and 333 

consider alternative perspectives was very valuable. 334 

Personal and professional development 335 

The training provided an opportunity to meet with and learn from a group of diverse women with a 336 

common goal of supporting other women. This led to a better understanding of their role as a peer 337 

supporter. In particular trainees felt they gained skills around how to support women effectively in a 338 

non-judgemental and sensitive way, to be empathetic and to be a good listener. They also learnt the 339 

importance of addressing both the woman’s mental health issues and any issues she may be facing 340 

due to migration. The focus on selfcare was also felt to be beneficial, to ensure they could be fully 341 

effective as a peer supporter.  342 

 343 
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Discussion 344 

While previous research has explored the effectiveness of peer support programmes for women 345 

with or at risk of perinatal mental ill health (Jones et al. 2014; Leger and Letourneau 2015; Shorey et 346 

al. 2019); very limited literature has evaluated the training programmes provided to peer 347 

supporters. Where this has occurred, training has been rated positively by peer supporters including 348 

among peers supporting women at risk of postnatal depression (Dennis 2013) and those supporting 349 

people experiencing infertility issues (Grunberg et al. 2020). Similarly, this evaluation showed that 350 

training was largely positively evaluated.  351 

Trainees reported learning a lot during the course, which they could recall when interviewed three 352 

months later. However, most would have preferred face-to-face training. They especially felt that 353 

discussions were reduced by using an online format. The importance of interaction even within 354 

these online sessions however cannot be underestimated. Previous peer supporters trained 355 

exclusively via self-learning materials and a pre-recorded webinar, while appreciating the flexibility, 356 

felt that the training could have been enhanced with a video conference of some sort (Grunberg et 357 

al. 2020). A meta-analysis has also found satisfaction to be lower when sessions were delivered via 358 

video-conferencing technology compared to face-to-face training (Ebner and Gegenfurtner 2019). 359 

However, the effect on participants learning, assessed through post training knowledge scores, was 360 

minimal. Therefore, while a face-to-face format in the future could enhance participant satisfaction, 361 

providing interaction through video-conferencing technology is an acceptable alternative for 362 

effective learning.  363 

Wide variation in the length of peer supporter training has been noted across perinatal peer support 364 

projects, with uncertainty as to what is deemed necessary to be a ‘professional friend’ (McLeish and 365 

Redshaw 2015). Peer supporters trained to support people struggling with infertility reported that 366 

they wanted shorter training, despite the training being 4 hours long (Grunberg et al. 2020). In 367 

contrast a quarter or peer supporters in a different study to support women at risk of perinatal 368 
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depression wanted training to be longer than the 4 hours they received (Dennis 2013). They wanted 369 

both to cover some aspects in greater detail and to include more role-playing or scenarios (Dennis 370 

2013). Similarly, peer supporters within this evaluation desired longer training, despite it already 371 

being longer than the training provided in the study by Dennis (2013).  372 

Peer supporters appreciated the opportunity to learn more about the impact of migration and 373 

culture on women. Migrant women are a heterogenous group with individuals varying in length of 374 

stay within a country, residency status and reasons for migration (De Grande et al. 2014; World 375 

Health Organization (WHO) 2018). As a result, the health needs and outcomes for this group are 376 

complex, being determined by access to determinants of health in the country of origin, during 377 

transit and within the destination country (WHO 2018). Women from migrant backgrounds, in 378 

particular those with refugee or asylum seeker status, may have experienced traumatic life events 379 

(Fair et al. 2020). They are also more likely to experience a sense of isolation, to be of poor social 380 

economic status, to live in poor housing conditions, and experience stress due to the insecurities of 381 

their migrant status within the host country (Fair et al. 2020). All of these factors have been linked 382 

with increased mental ill health (Anderson et al. 2017).  383 

Migrant women also described having different expectations of care influenced by both their 384 

experiences of care in the country of origin, but also their cultural preferences (Fair et al. 2020). 385 

Interactions with culturally incompetent care providers has previously been noted to impact women 386 

from ethnic minorities ability to access adequate support for their perinatal mental health (Watson 387 

et al. 2019; Watson and Soltani 2019). Being aware of the additional challenges faced by many of 388 

these women can help to provide effective support. Trainees within this project really appreciated 389 

learning about different cultural values and clearly stated that they hadn’t really thought about the 390 

impact of the migration journey previously. They could see how it would directly impact on the 391 

support they could provide to migrant women.  392 

 393 
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Strengths and limitations 394 

A small number of peer supporters participated in this initial training course and only half completed 395 

the evaluation after three months. Furthermore, all had previously had some experience of 396 

providing peer support to women in the perinatal period. Staff turnover and sickness within the 397 

organisations also made communication within this project more difficult.   398 

However, despite its small size this evaluation showed that combined training on mental health and 399 

migrant’s women’s experiences was possible. It was rated highly by participants as they realised 400 

knowledge on both of these aspects would assist them to provide better peer support for women. 401 

The training provided significant insights into the preferred format and content of such training, with 402 

participants wanting face-to-face training with more scenario-based materials and additional time 403 

for reflection.  404 

In the future further evaluation will be needed, including among participants that are new to peer 405 

supporting.  406 

 407 

Conclusion 408 

The partnering of a research project with a charity organisation provided an exciting opportunity to 409 

improve support services particularly for perinatal mental health care. The combined training 410 

approach was reported to have multiple advantages, not least of which being the opportunity for 411 

participants from different personal and professional backgrounds to learn from each other. The 412 

development of integrated care services is of paramount importance in ensuring that relevant 413 

services are made available to the most vulnerable populations.  414 

 415 
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Key points 416 

 Perinatal mental health peer support training was adapted to meet the needs of women 417 

from migrant or minority ethnic backgrounds. 418 

 Ten peer supporters undertook the training and evaluated it through a survey and 419 

interviews. 420 

 The training was largely positively reviewed with peer supporters reporting enhanced 421 

understanding of perinatal mental health needs and the needs of migrant or ethnic minority 422 

women. 423 

 The opportunity for participants from different personal and professional backgrounds to 424 

learn from each other was seen as a further advantage of the training. 425 

 Further development of integrated care and voluntary services is of paramount importance 426 

to ensure that services are available and acceptable to the most vulnerable populations. 427 

 428 

Reflective questions 429 

 What factors may impact on access to perinatal mental health services for women from 430 

ethnic minority backgrounds? 431 

 What are some of the additional needs’ migrant women or women from a minority ethnic 432 

background have when seeking or receiving care for perinatal mental health needs? 433 

 Think back to a time that you cared for a migrant women or women from a minority ethnic 434 

background with perinatal mental health needs. How did it go? 435 

 What further steps might you take to further support migrant women or women from a 436 

minority ethnic background with their perinatal mental health?  437 
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 Are peer supporters used within your work setting and if they are, have they received 438 

training to provide culturally sensitive perinatal mental health support to migrant women or 439 

women from a minority ethnic background? 440 

 441 

Ethical approval 442 

Ethical approval was obtained for this service evaluation prior to commencing the project 443 

(ER31498925). Participants were sent the participant information sheet and consent form prior to 444 

the focus group / interview. Given the electronic method of data collection, verbal consent was then 445 

taken from participants at the beginning of the focus group / interview. Participant numbers only 446 

have been provided alongside quotations to protect confidentiality.  447 

  448 
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