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Abstract
Despite Australian perinatal initiatives and policies, Aboriginal1 Australian women
continue to face significant health and mental health disparities compared to non-Aboriginal
counterparts. Perinatal mental health is of particular importance given the implications for
mother, child, and family. This study explored cultural attitudes toward, and experiences of,
the Edinburgh Postnatal Depression Scale (EPDS).
Thirteen antenatal Perth-based Aboriginal mothers and ten non-Aboriginal midwives
were interviewed. Midwives expressed some reservations about using the EPDS and reported
adapting the current Australian guidelines of the EPDS by using it as a prompt for
conversation. Mothers (n = 9/13) reported generally favourable views of this adapted EPDS
implementation, especially when empathic and non-judgemental midwives facilitated
stronger relationships with mothers. However, it was unclear how much variability there was
in implementation between practitioners and consequently, how this non-standard EPDS was
implemented with each mother.
Moreover, demand characteristics of the interviews resulted in a range of acquiescentstyle and socially desirable responses. The presence of response biases most likely reflected
the power imbalance in the relationship between mothers, clinicians, and researchers. These
underlying forces appeared to influence how mothers responded to being questioned by
researchers, and raised questions about whether mother’s responses to the EPDS by
practitioners could be influenced in the same way. The observations of midwives in these
interviews were congruent with these concerns.

1

Aboriginal and Torres Strait Islanders are the original inhabitants of Australia. This research is Perth-based,
and the term ‘Aboriginal’ is used in preference to Aboriginal and Torres Strait Islander within Western Australia
(Sustainable Health Review, 2019). The term ‘Aboriginal Torres Strait Islander’ acknowledges and is used in
respect to the diversity of cultures, languages, and traditions that exist across Australia and Torres Strait Island.
The term ‘Aboriginal’ will be used hereafter when referring to a person of both Aboriginal and Torres Strait
Islander descent referencing both (but not joint) cultures.
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In the absence of any other culturally suitable tool for use in this context, this
conversational adaptation of EPDS that focuses on client-midwife relationship and an
individualised approach to antenatal care was suggested. However, validation through a
closer examination of demand characteristics, in parallel with the development of more
suitable alternatives should be prioritised. Both researchers and clinical practitioners should
be aware of and attend to these deeper challenges in working with Aboriginal mothers,
possibly perpetuated by a post-colonisation dominance narrative.

3
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Chapter One: Guide to Thesis
Personal Interest
Living abroad from my birth country for the majority of my life, I seek to immerse
myself into diverse cultures and representations wherever possible. Since coming to Australia
in 2010, I felt that I was neither given the opportunity, nor had the capacity, to work with
Aboriginal clients.
With a background in psychology, most of my training and knowledge building is
academic and theoretically-based. It was not until my 5th year when I began my clinical
training with clients. The more face-to-face engagement and client interaction I had, the more
I was enabled to cultivate a person-centred approach – working hard to ‘stand in the shoes of
the client’ and understand the world from another’s perspective. Working alongside clients of
diverse backgrounds and presentations ignited a curiosity in me to explore and learn more
about Aboriginal history and culture. The opportunity to embrace Aboriginal Australian
culture in my research project could not be missed. Being person-centred has been a key
mindset throughout this research, in building culturally secure partnerships with agencies and
organisations, interviewing Aboriginal clients, and engaging with key stakeholders.
Study Background
This project has been supported in an Aboriginal research centre, with supervision
from the Director and key research members. This unique research facility at Murdoch
University, Ngangk Yira Aboriginal Health and Social Equity Research Centre, prioritises
Aboriginal health, wellbeing, and social equity in Australia and is deeply committed to
addressing current and future issues through translational research.
The current study was part of a larger project, called ‘Baby Coming You Ready?’,
which will be referred to throughout the thesis as the ‘larger study’. ‘Baby Coming You
Ready?’ is a project that was conceived from a current project ‘Kalyakool Moort – Always
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Family’ being undertaken by a PhD candidate at Murdoch University. In this PhD project, the
personal experiences of Aboriginal families and healthcare professionals were explored in the
context of current processes of perinatal mental health screening and assessment and
healthcare systems. Concerns about the cultural effectiveness of current perinatal screening
tools were raised in this project and there was enough anecdotal evidence to suggest that
future research should further explore the use of the Edinburgh Postnatal Depression Scale
with Aboriginal and Torres Strait Islander women. The ‘Baby Coming You Ready?’ (BCYR)
Rubric is being developed as an alternative and innovative rubric to assess perinatal mental
health, designed to bring cultural security, trust, and respect to Aboriginal and Torres Strait
Islander mothers, fathers, and families. The Aboriginal Advisory Group and Working Party
of the larger study coined the term ‘Baby Coming You Ready?’ for the name of this new
rubric, which was consulted with and approved by the Elders’ Advisory Group.
Although my interest in perinatal mental health provoked my initial questions, I was
very mindful to consult the larger research team to identify a research topic that they felt
would best contribute to the larger study, mindful of the potential for over-researching
Aboriginal communities. Moreover, using the preliminary results of the PhD project to frame
my research question was a way of indirectly but importantly, building on consultation with
Aboriginal community members to ensure that community-identified needs were being
addressed through this project.
Aim and Purpose
This thesis seeks to explore how Aboriginal mothers experience current perinatal
mental health screening practices. The importance of unhindered, good quality perinatal care,
as early as possible, is critical to ensure that the likelihood of a healthy pregnancy, and
consequently a healthy birth, is increased. This study sought to examine the quality of a small
but significant, universal, component of a comprehensive perinatal screening and assessment
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process, specifically the Edinburgh Postnatal Depression Scale (EPDS). The EPDS was
originally developed for use during the postnatal period, but has since been used and
validated as an antenatal screening tool (Kozinszky & Dudas, 2015) for predicting depression
and anxiety at any time during a mother’s perinatal period (Austin, 2003). The National
Perinatal Mental Health Guidelines recommend that women are screened for depression
during their antenatal and postnatal period using the EPDS (Austin, Highet, & Expert
Working Group, 2017) and this occurs routinely in clinical settings in Western Australia
(WA). However, there is no current evidence-base for the validation of the EPDS with
Aboriginal Australian women.
Instruments like the EPDS, must be deemed culturally suitable to identify women
who are in need of more support or not. The value of obtaining qualitative data is key here.
This research project seeks to understand how questions on the EPDS are perceived by
Aboriginal mothers and how this could potentially inform the way healthcare professionals
administer the EPDS. This exploration of EPDS use and administration is the initial step
before any empirical validation study can take place. My research project adopts a mixedmethods methodology, though predominantly qualitative, to uncover aspects of the EPDS
that may or may not be suitable for this particular population. This includes extracting data
from different sources – incorporating these different perspectives can help researchers gain a
deeper depth of understanding of the research question at hand (Denzin, 2009).
Justification of context.
The primary researcher’s (WC) residence is in Perth, so it was an initial priority to
obtain rich and meaningful data to inform practice within the Perth metropolitan area. It is
understood and acknowledged that Aboriginal and Torres Strait Islander women in Australia
are of various diverse cultural tribes, groups, clans and ‘countries’; each with uniquely
different cultural traditions, challenges and aspirations. So, instead of looking at Aboriginal
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and Torres Strait Islander peoples as a collective cultural group, this present study aims to
add to the knowledge gap that pertains to the experiences of Aboriginal women residing in a
specific geographical region of Australia – Perth. Participants will be referred to as Perthbased Aboriginal people throughout the thesis, unless specific to the wider Aboriginal
community, which then will be referred to as Aboriginal people.
I am very mindful that experiences around the use and administration of the EPDS
may vary between different Aboriginal communities and findings are likely to be limited to
the Aboriginal women from the region in which this research was conducted in due to
diversity. However, the success of this study, may mean that future researchers may usefully
adopt a similar approach to explore the cultural suitability of other screening tools across
cultural groups, not limited to Perth. Thus, insight gained into experiences of Perth-based
Aboriginal women would hopefully inform future research methodology and thus, indirectly,
clinical perinatal policies through highlighting current issues or challenges that require
further investigation.
Gap in translation of research to practice.
There is a clear deficit in research that seeks further understanding of Aboriginal
people’s experience of emotional health and wellbeing, and perception and concerns around
the acceptability of services. The use of qualitative interviews with individuals engaging in a
health service can increase the emphasis on personal perceptions and experiences that are,
nevertheless, vital for systemic changes. A small number of rich case studies in explorative
qualitative research is relevant to signposting current and future needs, especially when
working in a cross-cultural context. It also avoids the potential for over-researching and
imposing a large burden on communities at the early stages of research investigation.
Research scale (and hence methodology) should commensurate with the current stage of
knowledge in a given field.
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The qualitative methodological approach for this research project will draw upon
Grounded Theory that reconstructs rich experiences from interviews into data categorisation
and theory development. Charmaz’s Grounded Theory advocates generating themes as data
emerge such that this early development of analytical themes facilitates comparisons between
different people’s views and experiences (Charmaz, 2005). To achieve this, Aboriginal
mothers should be given a safe space to voice and yarn about their experiences without
judgement (Geia, Hayes, & Usher, 2013; Pia, 2013). Such yarning-orientated interview
sessions, following a person-centred approach, facilitate a safe and secure environment to
guide successful communication between Aboriginal mothers and researchers (Lin, Green, &
Bessarab, 2016).
Asking about women’s experiences in an impartial and person-centred manner and
thus allowing Aboriginal women to openly voice their experiences of using the EPDS is
designed to facilitate a sense of empowerment and control in a way that feels culturally safe.
Giving voices to a group of women, and respecting these voices, provides us a deeper
understanding of subjective experiences. Aboriginal people have been increasingly
represented as research participants. At first glance, this may appear to be moving towards a
more positive direction, but in reality, the shared experiences have subsequently failed to be
followed through in action and implementation. Little is known about the real impact the
results have on the participants or families beyond the research.
This ‘dominant’ culture in research has understandably perpetuated attitudes of
suspicion and feelings of mistrust towards a dominant culture, society, and health system.
Hence, this research project has noted the distinct culture in research, and is mindful to work
alongside, or ‘with’, instead of undertaking research ‘on’ Aboriginal people. Researchers will
pursue adopting a model that is closer to co-construction and inviting women and midwives
to be co-researchers in investigating ‘what works’ – one that employs a common baseline for
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equal partnership and collaboration between Aboriginal communities and research parties
(Horner, 2016). This Master of Philosophy (MPhil) research project aims to not be another
study ‘using’ Aboriginal people as participants, but to begin the establishment of a solid coconstructed evidence-base to inform policy that will support improved outcomes and services
for Aboriginal women. This co-creation (Kandasamy et al., 2017) and relational process
should be honoured and positioned within research.
Cultural Relevance and Diversity
As a non-Aboriginal researcher conducting research with Aboriginal mothers, strong
intent and effort was directed towards ensuring that cultural propriety and integrity was
considered, applied, and preserved at every stage within this study. The Grounded Theory
methodological stance was chosen as the core approach so that themes could naturally
emerge from interviews rather than researchers being clouded by other hypotheses and
claims. I acknowledged, as a non-Aboriginal researcher, that it was important to seek cultural
guidance and endorsement from community members, researchers and supervisors that
identified as being Aboriginal and those, Aboriginal and non-Aboriginal, who have vast
experience working within the Aboriginal space. In particular, this research group has created
a rare environment in which Aboriginal and non-Aboriginal researchers are able to bring
different perspectives, and through a trusting and respectful collaborative process, are able to
interrogate each piece of data with a critical eye to the many influences that may be relevant
in data interpretation, both cultural and non-cultural. This ongoing consultation was
consistent throughout the research process in order to achieve cultural rigour and culturally
safe responsiveness (National Health and Medical Research Council [NHMRC], 2018b).
Shared data and personal bias.
My MPhil project, which I will refer to as the ‘current study’, intended to contribute
to the summative evaluation and pilot implementation of the BCYR Rubric for Aboriginal
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families. Both projects aim to to overcome apparent limitations of routine mental health
screening processes for Aboriginal mothers. At the most basic level, shortcomings of
perinatal mental health screening process is evident in the 46% Aboriginal mothers who do
not attend antenatal care in the first trimester of pregnancy (Australian Health Ministers’
Advisory Council [AHMAC], 2017) and so, do not receive or have access to perinatal mental
health screening. This translational research would add to the larger study by investigating
whether current practice using the EPDS meets cultural and mental health needs of Perthbased Aboriginal families in the antenatal period. Experiences using the EPDS could then be
compared with experiences of implementing a new approach (the BCYR Rubric) in the
future. Together, these studies may suggest which framework and approach is more culturally
relevant for Aboriginal families. Ultimately, triangulating the data gathered from both
projects can more strongly inform future methods of screening assessments, management,
and practices of perinatal social and emotional wellbeing screening for Aboriginal families
and communities.
These two projects ran in parallel with each other, entering a shared and collaborative
space. Although there was potential for bias, there was also potential for richer reading and
strengthened openness to shared learning. The fact that there were few experts in this field in
Perth was a true reflection of the dearth of research being done in this area. Working within
an overall research project in a closely knit group of experts, who had experience working
and researching in this area, allowed the deeper progression of knowledge building and faster
dissemination of shared knowledge and expertise. Cultural input and expert advice guided
confirmation of findings and self-reflective process was undertaken to acknowledge and
address the implicit bias that may arise.
Orientation to Thesis
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Chapter one introduces this current thesis by highlighting the current discrepancies in
risk for perinatal depression among Aboriginal women, setting up context in how this
presents itself as a strong indication and justification for the study’s aim and objectives.
Chapter two provides an overview of the current perinatal mental health literature and
illuminates the importance of understanding it within an Aboriginal Australian context.
Chapter three outlines the research methodology and design supporting the research
that is written in a reflective and descriptive way. While adhering to ethical values and
respecting Aboriginal participants, the challenges that have arisen throughout this research
process will be discussed along with the steps taken to overcome these barriers.
The findings of interviews with Perth-based Aboriginal mothers and healthcare
professionals will be presented and interpreted through themes that have emerged from the
interviews. The voices of women will be heard, respected, and prioritised through research.
The themes in Chapter four will depict how Perth-based Aboriginal women and healthcare
professionals currently experience using the EPDS in various Aboriginal specific and nonAboriginal organisations in WA.
In the final Chapter five, the summary of findings will be described and the
significance of these will be discussed. It is hoped that in light of these findings,
recommendations can be made to inform changes in clinical (mental health) practice, state
guidelines, and government policies. Moreover, strategies for future Aboriginal specific
research and methodology will also be discussed. The underpinning foundation of this thesis
illuminates the importance of reflecting on and trusting the process of learning as it unfolds,
keeping an eye on process learnings as well as outcomes with the quality of the latter being
strongly dependant on the former.
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Chapter Two: Literature Review
Overview
The EPDS has become the gold standard perinatal mental health screening tool and is
extensively used in perinatal research and clinical settings, both nationally and
internationally. This chapter is a review of the literature in the area of perinatal mental health
in Aboriginal Australian populations, so the relationship between EPDS use and its cultural
relevance to Aboriginal Australian women, especially antenatal mothers, will be discussed.
This literature review aims to highlight gaps in the literature.
Aboriginal Health
In 2017, there were 20,400 births registered in Australia in which one or both parents
identified as Aboriginal – this translates as 6.6% of all births registered (Australian Bureau of
Statistics, 2017). Aboriginal women have more vulnerable reproductive and maternal health
compared to non-Aboriginal Australian women, with reports stating higher maternal
mortality (Kildea, Kruske, Barclay, & Tracy, 2010) and perinatal deaths (Laws, Grayson, &
Sullivan, 2006a) for Aboriginal Australians. From 2008-2012, one of the causes of maternal
deaths among Aboriginal mothers were psychosocial conditions, the other two were
cardiovascular conditions and sepsis (i.e., infection in blood; Humphrey et al., 2015).
Between 1998 to 2015, the Aboriginal infant mortality rate dropped by more than half, from
13.5 per 1,000 to 6.3 per 1,000; the gap between Aboriginal and non-Aboriginal infant
mortality rate has narrowed significantly by 84% (AHMAC, 2017).
While these developments are encouraging, it remains the case that there are other
risk factors that have not been addressed. Specifically, Aboriginal mothers are more likely to
be exposed to mental health risk factors during pregnancy and childbirth, making perinatal
care particularly important. Risk factors predicting antenatal depression include, marital
status (Hayes, Campbell, Buckby, Geia, & Egan, 2010), smoking (Gausia, Thompson, Nagel,
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Schierhout, & Bailie, 2015), alcohol consumption (Gausia et al., 2015; Hayes et al., 2010),
current emotional problems and mood changes (Buist et al., 2006; Hayes et al., 2010), history
of domestic and sexual abuse (Hayes et al., 2010), and sense of perfectionism of self (Buist et
al., 2006). Other commonly experienced social health issues during pregnancy include being
upset by family arguments, housing problems, family or friend passing away, being scared by
other’s behaviours, being pestered for money, and/or having to leave home because of family
arguments (Weetra et al., 2016).
Mental health and wellbeing.
Good maternal wellbeing plays a critical role in providing opportunities for a healthier
and safer family environment. Maternal perinatal depression, anxiety or other forms of
mental health concerns not only affects a woman’s wellbeing, but can impair decisions
around health, like diet, smoking and substance use, which in turn poses a risk for a baby’s
physical and emotional growth and development (Humphrey et al., 2015). More broadly, a
mother’s mental health and wellbeing will impact on, and consequentially be affected by, the
mental wellbeing of others in the home, such as a partner, children or extended family
(Dudley, Roy, Kelk, & Bernard, 2001; Matthey, Barnett, Ungerer, & Waters, 2000). It is also
likely that Aboriginal fathers may experience similar societal, historical, political issues that
are complex and disruptive (Clarke & Boyle, 2014), placing a further strain on his mental
health and on the maternal and familial environment. It is not surprising then, that if both
mothers and fathers are experiencing psychological distress, this may influence their child’s
current and future behavioural and emotional health (Paulson, Dauber, & Leiferman, 2006).
Antenatal care.
Expectant mothers experiencing anxious and depressive symptoms are potentially at
risk of postnatal depression and should be identified during the antenatal period. Early
identification during pregnancy can provide a strong foundation for subsequent monitoring
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and intervention to improve the physical and mental wellbeing of the mother. The proportion
of pregnant Aboriginal women attending antenatal care in the first trimester increased from
41% in 2010 to 57% in 2015 (Australian Institute of Health and Welfare [AIHW], 2017). The
high rate of Aboriginal mothers (99%) accessing antenatal services at least once during her
pregnancy is similar to the percentage of non-Aboriginal mothers (AHMAC, 2017).
However, on average, Aboriginal mothers access services later in pregnancy and have fewer
visits than non-Aboriginal mothers (AHMAC, 2017). Although there is a positive trajectory
in Aboriginal mothers accessing antenatal care earlier in her pregnancy, key risk factors
persist and more needs to be done to make the antenatal care experience both safe and
relevant to Aboriginal mothers.
Impacts on infant.
Receiving suboptimal or limited antenatal care reduced the opportunity to identify key
risk factors, like smoking during pregnancy, or pregnancy-related complications which result
in adverse birth outcomes, like low birthweight, preterm birth and perinatal deaths
(Commonwealth of Australia, 2018). In 2016, an estimated 12% of babies born to Aboriginal
mothers were of low birthweight, compared with 6.2% of babies of non-Aboriginal mothers
(AIHW, 2017). A mother’s level of distress during pregnancy is associated with a greater
chance of the baby being born preterm (Glynn, Schetter, Hobel, & Sandman, 2008) and with
future social, emotional and cognitive development (i.e., attention) after baby is born, which
can persist throughout schooling (Murray, Hipwell, Hooper, Stein, & Cooper, 1996; Murray
et al., 1999). Babies who are born with low birthweight are more at risk of future health
problems, cognitive development and death in infancy (AIHW, 2014). Behavioural and
emotional outcomes, like poorer attention span, withdrawn behaviours and poorer adaptive
functioning, have been identified with very low birth weight infants (Hayes & Sharif, 2009).

SUITABILITY OF EPDS WITH ABORIGINAL MOTHERS

20

There is a higher proportion of Aboriginal preterm births and low birthweight babies
compared to non-Aboriginal women (Laws & Sullivan, 2005). In addition to maternal stress
during pregnancy, other key risk factors include tobacco use and alcohol (Bovill et al., 2018;
Crane, Keough, Murphy, Burrage, & Hutchens, 2011; Hodyl, Grzeskowiak, Stark, Scheil, &
Clifton, 2014; Laws, Grayson, & Sullivan, 2006b). Although there has been a reduction of
Aboriginal mothers who smoke during pregnancy from 50% in 2009 to 45% in 2015 (AIHW,
2017), almost half of Aboriginal mothers smoking (45%) is still significantly higher than
non-Aboriginal mothers (12%; AIHW, 2017). Specifically in WA, half of Aboriginal mothers
smoked when they were pregnant, which was four times higher than non-Aboriginal mothers
(AIHW, 2013). In a 2008 Social Survey, approximately 16% of mothers of Aboriginal
children drank less alcohol than usual during pregnancy and 3% drank the same or more
(AIHW, 2015a). Drinking alcohol during pregnancy also risks the complication of the
infant being affected by fetal alcohol spectrum disorder (FASD), described as having
physical, behavioural, and learning problems caused by alcohol damage to the brain and other
parts of the body of the unborn baby (Mattson, Crocker, & Nguyen, 2011); though the true
prevalence of FASD for Aboriginal Australians remains inconsistent and unclear (Burns,
Breen, Bower, O' Leary, & Elliott, 2013). Therefore, quality antenatal care is especially
crucial for Aboriginal women as they are at higher risk of giving birth to preterm and low
birthweight babies (AHMAC, 2017).
Understanding Her Context
Historical context.
European exploration and eventual settlement was the beginning of European
colonialism in Australia. Economic expansion and development placed enormous pressures
on Aboriginal people to protect their traditional lands and economic systems (Reece, 1974).
When Aboriginal people failed to concur, and did not want to relinquish their lands for
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economic exploitation, they were forcibly removed from their traditional territories and their
cultural ways of life were interrupted (Australian Law Reform Commission, 1986). The
displacement and deprivation of native or Aboriginal peoples’ land meant they were reduced
to poverty and poor living conditions (Human Rights and Equal Opportunity Commission
[HREOC], 1997). The subsequent impact of introduced diseases, limited access to traditional
food sources, and increased levels of stress led to higher infant mortality rate, a lower life
expectancy, and a threat to future population growth (Department of Economic and Social
Affairs, 2009).
In Australia, where Aboriginal people are the original inhabitants, the impact of
colonisation, political oppression, and dislocation and dispossession of land was detrimental
to Aboriginal cultural identity (Brown, McPherson, Peterson, Newman, & Cranmer, 2012).
Aboriginal Australian children were removed from their families and homes, and
subsequently taken to institutions where they were educated under the Western governments
(HREOC, 1997). The objective was to isolate children from traditions, cultures and families
in order to assimilate them to Western culture (Atkinson, 2002). Western colonising culture
and authorities subjected Aboriginal people subjected to systemic oppression over the years.
This has led to ongoing intergenerational effects on mental health and wellbeing (Atkinson,
2002). Unresolved inequalities and disparities led to future mental health issues including
higher rates of depression and suicidality in Aboriginal people (Fawcett & Waugh, 2008).
Aboriginal Australian people who were forcibly removed from their natural
Aboriginal families and communities as children under government legislation are referred to
as the Stolen Generation. In 2012-13, an estimated 16% of Aboriginal people (aged 15 and
over) reported being removed from their natural family and 48% had relatives who had been
removed from their natural family (AIHW, 2015b). The deepened level of psychosocial
distress manifested in patterns of maladaptive and insecure behaviors, transmitted from one
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generation to the next. This intergenerational trauma and emotional impact, along with
entrenched mistrust of government authorities has had profound impact over generations that
makes Aboriginal people today reluctant to seek support from mainstream services (Barbour,
2011). Hence, many Aboriginal women continue being at risk of perinatal depression, which
often remains undetected and untreated, highlighting the importance of culturally suitable
screening and early identification of symptoms of depression and anxiety in the perinatal
period (Gaynes et al., 2005).
Current impacts on cultural disconnection.
The fundamental determinants of Aboriginal health are commonly linked with
ongoing patterns of socio-political factors and socio-economic deprivation (Walker, 2013).
These are perpetuated through various means like social marginalisation and racial
discrimination, exposure to violence, drugs and alcohol, or are displayed through the ongoing
effects of intergenerational trauma that has been passed on. Extended family stress and social
disruption are likely to be contributing reasons for Aboriginal women engaging in health risk
behaviours, like smoking and drinking alcohol during pregnancy (Wood, France, Hunt,
Eades, & Slack-Smith, 2008). It is known that having a sense of cultural connectedness is a
fundamental protective factor for depression (Black, Kisely, Alichniewicz, & Toombs, 2017),
where Aboriginal people have expressed the impact of feelings of cultural disconnection on
wellbeing (Kilcullen, Swinbourne, & Cadet-James, 2016; Rigby, Rosen, Berry, & Hart,
2011). The longstanding impacts of historical injustices and social complexities, in addition
to ongoing changes in government law and policies continue to be consistent stressors in the
lives of Aboriginal people. The national health survey reported that a high number of
Aboriginal respondents experienced a death of a family member or close friend (37%),
serious illness (23%), mental illness (16%) or alcohol-related problems (14%) from 2012-
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2013 (AIHW, 2015b). In sum, Aboriginal women have endured, and are at higher risk of,
exposure to cumulative losses, external life stressors and multiple trauma.
It is important to be aware of and consider the social and cultural context in which
Aboriginal women live today, further exacerbated by historical experiences of culture and
rights being stripped away. As a result, Aboriginal mothers with current emotional problems
and mood changes (Hayes et al., 2010) are at greater risk for developing perinatal distress or
mental health conditions in the perinatal period (Austin et al., 2017). Past research has shown
that some Aboriginal patients are not comfortable in seeking help from government services
and either delay or do not seek help at all due to the cultural insensitivity and quality of
relationships and trust with health staff (Chong, Renhard, Wilson, Willis, & Clarke, 2011;
Scrimgeour & Scrimgeour, 2008). However, despite strong social disadvantages and
inequalities, the intergenerational need to develop resilience to harsh and vulnerable
conditions is also a protective factor that should not be discounted (Kisely et al., 2017).
Interpretations of mental health.
Aboriginal beliefs and interpretations differ from the dominant (Western) culture and
this can sometimes lead to difficulties with communication or translation in clinical practice
and settings as these are currently provided. The complexities around Aboriginal expressions,
manifestations, and notions of mental health and depression are understood differently
compared to Western criteria (Buist et al., 2007; Kisely et al., 2017). In many cases, the
Western medicalised model of mental health does not support traditional Aboriginal beliefs
and healing practices (Kotz, Munns, Marriott, & Marley, 2016). In an attempt to remediate
this concern, government public health practice and national policies have addressed and
recognised traditional Aboriginal culture and beliefs by adapting and introducing culturally
informed services and programs. The Australian Government has also urged “the provision of
culturally-appropriate healing services to assist Aboriginal and Torres Strait Islander people
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to begin the process of recovering from trauma” (Aboriginal and Torres Strait Islander
Healing Foundation Development Team, 2009, p. 11).
Implementing culturally relevant programs and services cannot be done without
understanding what ‘mental health’ means for Aboriginal people. Mental health of Aboriginal
individuals, preferably termed social and emotional wellbeing (SEWB), encompasses a
connection to country, culture, spirituality, ancestry and extends to the health of their family
and community (Gee, Dudgeon, Schultz, Hart, & Kelly, 2014). The SEWB concept of mental
health also includes overlapping domains of experiential differences like disproportionate
impact of poor physical health, lower financial income, unemployment, racism and
discrimination, lower educational attainment, poor and overcrowding housing environment
(Calma, Dudgeon, & Bray, 2017). This holistic and collectivistic concept of and approach to
viewing Aboriginal mental health is often unnoticed, unsupported, and misinterpreted in
today’s mental health workforce; possibly contributing to health disparities between
Aboriginal and non-Aboriginal people.
This SEWB concept is a reflection of strong cultural connection to family, kinship,
and community. Therefore, mental health issues cannot be effective and translational without
addressing and ensuring family and community involvement and engagement. By doing so,
designing and delivering health services empowers Aboriginal peoples’ right to be involved
in decision-making and evaluation of changes in the healthcare system (Calma et al., 2017;
Durey et al., 2016). The process of community engagement is a key element to promoting
mutual active participation in mental health practices, and also to promoting engagement in
research. Iterative consultation and feeding back to Aboriginal communities for suggestions
and endorsement urges a shift in power balance and relations between Aboriginal
communities and healthcare provider (Durey et al., 2016). Consequentially, successful
community engagement process, including Aboriginal-led decisions being translated into
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actions, can narrow the health gap and build confidence in health services (Durey et al.,
2016).
There are complex relationships between mental health and pregnancy outcomes.
With greater knowledge of risk factors contributing to perinatal depression, clinicians can
better identify these and prevent perinatal depression or anxiety, or in other words, achieve
stronger SEWB. Achieving the goal of reduced perinatal depression and anxiety cases starts
with understanding how aspects of routine perinatal care (i.e., the EPDS) is being used and its
cultural relevance for Aboriginal mothers. How the EPDS is used and received by Aboriginal
mothers is poorly understood. In Australia, primary healthcare providers, like midwives and
nurses, have a key role in ensuring that early detection, monitoring and management of
mental health issues are culturally effective.
Accessing Services
Opportunities for mothers to seek support are missed when mental health needs of
Aboriginal people are ignored within a Westernised way of practice that is not welcoming of
conceptual differences or perceptions of mental health. The perpetual lack of accessibility to
culturally safe services is reflected in poor health status of Aboriginal Australians compared
to other groups (Couzos & Murray, 2008). Identified barriers to perinatal screening include
women being anxious about entering the formal health system due to lack of trust in services,
uncertainty about outcomes and its effects of baby, miscommunication (i.e., language
barriers), lack of cultural fluidity, lack of readily accessible and available services (i.e.,
transport), stigma, labels and assumptions made (and the shame that accompanies this),
concerns of confidentiality, and being skeptical of the clinician’s ability to understand and
relate (Carter, Lumley, Wilson, & Bell, 2004; Highet & Goddard, 2014; Kotz et al., 2016).
Systematic and interpersonal racism have also been experienced in health settings (Kelaher,
Ferdinand, & Paradies, 2014) and experiences of racism has been strongly associated with
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psychological distress (Paradies & Cunningham, 2012). Moreover, when experiencing
depressive symptoms, women can be overwhelmed with emotions and unable to make a
decision to seek the help that they require, and even more so if they do not feel that the
available help is suitable for them (Bilszta, Ericksen, Buist, & Milgrom, 2010). The
Department of Health (2018) Clinical Practice Guidelines suggested taking an individualised
approach to improve a woman’s experience of antenatal care by providing information and
support that allows her to make her own decisions (Hunt, 2003).
Midwifery-led: women-centred care & continuity of care.
Traditionally, maternity services have followed the medical model, in which
numerous healthcare professionals (General Practitioners (GPs), obstetricians, midwives)
focused on preventing any medically-related issues that may occur during pregnancy and
birth. This sort of problem-focused approach, perceiving pregnancy as a medical condition,
was seen as counter-productive by Aboriginal mothers, and the use of routine clinical
interventions (blood tests, weight measurement, tests) were deemed unnecessary (DavisFloyd, Barclay, Daviss, & Tritten, 2009; Symon et al., 2016). In response, provision of
perinatal care is progressively moving towards a model of maternity care where the midwife
is the lead professional, acting more autonomously in coordinating and offering sessions that
supports the care that a mother needs during this time (Sandall, Soltani, Gates, Shennan, &
Devane, 2015).
Also referred to as midwifery-led care, this approach combines physical
examinations, antenatal care, labour and birth support, and facilitated education discussions
on transitioning to parenthood during a woman’s pregnancy (Kearney, Kynn, Craswell, &
Reed, 2017). This model facilitates women-centred care, where a mother-to-be ideally has the
same midwife, or midwives, as primary carers throughout her pregnancy and during labour
and after birth, depending on what the woman prefers. Such continuity of care prioritises the
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choice and autonomy of the woman, and allows for more flexibility and time for midwives to
develop relationships with women and their families and understand their environment (i.e.,
home-visits) during her perinatal care (McLachlan et al., 2012). Within this approach, the
midwife is in partnership with the woman, so that when it is time for labour and birth, the
midwife knows the woman and will be better able to anticipate how she may respond during
labour and birth. Importantly, women receiving care from a known and trusted midwife are
less likely to experience preterm birth (<37 weeks), or experience a stillbirth (Sandall et al.,
2016).
Midwifery Group Practice.
Similar to midwifery-led practice, Midwifery Group Practice (MGP) enables a
woman and her family to be either cared for by a primary midwife, who holds the main
responsibility and is supported by a team of midwives throughout the mother’s perinatal
continuum, or by a team of midwives who share the care of a mother through a caseload
model (Hatem, Sandall, Devane, Soltani, & Gates, 2008; Tracy et al., 2013). Australia’s
National Maternity Services Plan, an extensive review of maternity services across 20102015, identified key priority areas of improvement for Aboriginal women to birth safely in
Australia. This included: creating an Aboriginal maternity workforce; providing culturally
competent maternity care; and acknowledging cultural risks like denying women the right to
birth on country (Kildea, Tracy, Sherwood, Magick-Dennis, & Barclay, 2016).
Cultural competency & cultural awareness training.
Although midwife philosophy and maternity services in Australia are designed to
offer women the best care through choice and continuity of care, these services largely reflect
modern western medical values. In response to Aboriginal women choosing not to access
antenatal services due to the lack of culturally responsive service models (Reibel & Walker,
2010), cultural awareness training has been incorporated into midwifery-led practice. Cultural
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competency has been measured by the consistency across identified features, such as
presence of an Aboriginal specific antenatal protocol or programme for antenatal care;
optimising accessibility by location of service and flexibility of unbooked antenatal
appointments and transport availability; or inclusion of Aboriginal Health Workers in
multidisciplinary teams (Reibel & Walker, 2009, 2010).
Measuring cultural competence can highlight culturally insecure services that
discourage Aboriginal women from accessing antenatal care or attending frequent
appointments. An audit of 42 eligible antenatal services providing care for Aboriginal women
in WA found that 75% could not be described as providing culturally competent care (Reibel
& Walker, 2009, 2010). Reibel & Walker’s (2009, 2010) cultural competence audit tool
emphasised that being aware of cultural differences is not equivalent to being competent in
working with Aboriginal women or buildings partnerships with Aboriginal mothers
(Ampersand Health Science Writing, 2017).
Aboriginal Maternity Group Practice Program (AMGPP).
To date, there have been numerous programs piloted and implemented across
Australia aimed at improving perinatal outcomes, and which have focused on antenatal
services for Aboriginal Australian women (Ampersand Health Science Writing, 2017). For a
long time, Aboriginal community members have expressed concerns that Aboriginal women
either presented late in pregnancy care, did not receive antenatal care at all, or were being
referred to give birth at the main tertiary maternity hospital in Perth (King Edward Memorial
Hospital) due to a perceived greater pregnancy risk status (Bertilone & McEvoy, 2015;
Bertilone et al., 2017). Further, incorporating the knowledge and wisdom of Aboriginal
health workers and Aboriginal health practitioners into maternity practice has been regarded
as essential in overcoming barriers to Aboriginal women’s access to, and interaction with,
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mainstream services (Hancock, 2007). In this thesis, models that have been implemented in
Perth, Western Australia are of primary interest.
An example of a successful model is the Aboriginal Maternity Group Practice
Program (AMGPP), a community-based antenatal program which aimed to improve timely
access to existing antenatal and maternity services in south metropolitan Perth to increase the
number of women safely giving birth in a local hospital. This AMGPP included employing
Aboriginal Health Officers, Aboriginal grandmothers, and midwives to work with those
services that followed MGP approach.
The positive impact of this model of care is a prime example of the importance of
holistic care, inclusion of Aboriginal staff, increased awareness of social determinants of
health and antenatal care, and continued engagement in perinatal services, which has led to
further adaptation of use in similar perinatal settings with support of local Aboriginal
communities (Bertilone & McEvoy, 2015). In Aboriginal society, grandmothers have
traditionally acted as birth attendants, using traditional cultural practices during and after
birth like conducting smoking ceremonies where mothers and babies are smoked with bush
medicine (Lowell, Kildea, Liddle, Cox, & Paterson, 2015). This has included the role of
passing down knowledge through story-telling, to support the spiritual, physical and
emotional development of children (Bertilone et al., 2017). In the AMGPP, Elder women
appointed into these roles as ‘Grandmothers’ expressed the strengths of their role as
associated with improved communication and their ability to “being straight” with the
mothers (Bertilone et al., 2017, p. 126). Thus, the critical importance of employing
Aboriginal Grandmothers to work alongside Aboriginal Health Officers and midwives to
support a mother throughout her journey was emphasised (Bertilone et al., 2017).
Grandmothers were usually well known and respected in the community and were
available to provide cultural support, pregnancy and parenting advice, advocacy, and
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transport (Bertilone et al., 2017). Perinatal care was undertaken first with a midwife, and then
continued either in partnership with an Aboriginal Health (or Liaison) Officer or
Grandmother or just the latter alone; depending on what the mother was most comfortable
with. If a mother was birthing off country, the presence of Aboriginal Grandmothers was
particularly important in fostering a more comfortable avenue of support, and a more womencentred approach to care.
The employment of senior Aboriginal women and Aboriginal Grandmothers proved
to be important in establishing cultural security in antenatal care. Supporting this finding is
the implementation of the Strong Women, Strong Babies, Strong Culture program, which
firstly employed Aboriginal Grandmothers in early 1990s in the Northern Territory (NT;
Mackerras, 2001) and then in northwest WA in 2000s (Smith, Smith, McKinnon, & Gracey,
2000). The evaluation of this Aboriginal-controlled maternity program in NT and WA found
that employing Aboriginal Grandmothers, or Strong Women Workers, improved antenatal
care uptake and earlier participation rates. Grandmothers and Strong Women Workers were
able to identify pregnant Aboriginal women in the community earlier and position themselves
to be role models for these women. Gaining trust and respect between Grandmothers and
Strong Women Workers and Aboriginal women facilitated a safe and supported environment
to effectively engage with and yarn about health promotion and education (Bertilone et al.,
2017; Department of Health and Families, 2009; Scrine & McAullay, 2013; Tursan
d’Espaignet, Measey, Carnegie, & Mackerras, 2003). This resulted in improved neonatal
outcomes, such as a decrease in babies with low birthweight in NT (Mackerras, 2001; Tursan
d’Espaignet et al., 2003) and a decrease in incidence of preterm birth in WA (Bertilone et al.,
2017).
Government Policy Outlook
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Other antenatal programs have been implemented around Australia that have shown
successful positive pregnancy-, infant-, and family-related outcomes (Department of Health
[DoH], 2018), like the Aboriginal Family Birthing Program in South Australia (Brown et al.,
2015; Middleton et al., 2017) and the Aboriginal Maternal and Infant Health Service in New
South Wales (Murphy & Best, 2012). The Australian Government has shown its commitment
to Aboriginal communities by funding research and culturally relevant programs that
contribute towards improving maternal and infant outcomes. Yet, health disparities are still
apparent between Aboriginal and non-Aboriginal women, despite the continuous and
reoccurring drive for Australian national policy and public health initiatives to address this
health gap. The involvement and actions of the Australian Government in attempting to
reduce or mitigate perinatal depression for Aboriginal women will be discussed in this
section.
In 2008, the Australian Government agreed that the National Perinatal Depression
Initiative (NPDI) was necessary to improve preventative care, support and treatment for new
mothers (DoH, 2013; Highet, 2011). The commitment of NPDI funded State and Territory
Governments for development of routine perinatal screening and training in accordance to
individual state-related needs; funded the beyondblue national depression initiative to develop
materials and advice to guide best practice for professionals. This was supplemented through
funding Access to Allied Psychological Services (ATAPS) which aimed to create stronger
links and referral pathways between clients, professionals, and services (Council of
Australian Government, 2009). With a particular reference to enhancing mental health of
Aboriginal populations, the NPDI (2008-2009, 2012-2013) aimed to maximise change
towards more positive maternal and neonatal outcomes through translation of data that
involved government bodies, beyondblue initiative, and ATAPS program.
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The beyondblue initiative sought to improve depression, anxiety and suicidality in
Aboriginal populations within the context of a woman’s perinatal journey, using research to
influence development of appropriate service programs. A beyondblue Perinatal Mental
Health National Action Plan report had previously found lower prevalence rates in states that
had established screening protocols, such as mandatory use of the EPDS (Buist et al., 2008).
With the consideration of local state-specific issues, this report placed heavy emphasis on the
importance of advocating for perinatal screening processes, prevention and early intervention.
ATAPS, originally introduced in 2001 under the Better Outcomes in Mental Health Care,
aimed to help manage patients with common mental health disorders through offering
evidence based short-term psychological interventions (AIHW, 2018). The data collected
from the ATAPS program showed an increased level of access to referral pathways (i.e.,
psychological services) for Aboriginal Australians due to a surge in enhanced Aboriginal
ATAP services (i.e., Aboriginal mental health and suicide prevention services; Reifels et al.,
2015).
Unfortunately, funding for NPDI came to an end in 2013. This could have detrimental
consequences for the Australian Government in future costs – one may argue that the cost of
not screening is significantly greater than NPDI funding itself. However, there remains a
continuation from Western Australia Primary Health Alliance to help guide, support and
implement primary mental health care that is of high quality and sustainable across WA
(Western Australia Primary Health Alliance, 2017). This is also in response to WA’s major
challenge with the accessibility to basic primary care particularly for people in rural and
remote WA.
To date, the Implementation Plan for the National Aboriginal and Torres Strait
Islander Health Plan 2013-2023 have joint partnership with National Health Leadership
Forum to help outline strategies and actions that the Australian Government should put into
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practice (DoH, 2015). The Australian Government has recognised and made clear efforts to
understand the needs of Aboriginal people and culture. The Implementation Plan seeks to
address systemic differences in the health system, prevent unequal accessibility to health
services, and invest in evidence-based care practices that can flexibly support and meet
identified needs of Aboriginal people. One of the key aims is to ensure and promote a
culturally safe access to effective clinical service delivery and evaluation (quality early
intervention and treatment services).
The Closing the Gap government strategy framework that was established in 2008
addressed the disadvantages present in Aboriginal communities, and has since maintained a
shared commitment with Aboriginal communities to improve life, child, educational, health,
employment and community safety outcomes (Commonwealth of Australia, 2018).
Unfortunately, progress toward the 2018 target to halve the gap in mortality rates was not on
track (Commonwealth of Australia, 2019), indicating that despite the efforts made by the
Australian Government, the changes in policies and practice have not yet proven to be
effective.
Importance of Screening
A key objective that has been repeatedly outlined in the aforementioned health
initiatives is to encourage better identification and screening for perinatal depression and
anxiety in order to promote better maternal health outcomes (i.e., decrease in maternal
depressive symptoms). Emotional and behavioural changes associated with becoming a new
parent can present similarly to symptoms of depression, such as experiencing difficulties with
sleeping, fatigue, and labile mood. Thus, a presentation of anxiety, sadness, changes in eating
habits, sleep deprivation, constant worrying and concerns about being a new mother could be
part of a normal adjustment phase but could also potentially signal more severe distress or
illness which may be overlooked and/or be undiagnosed or under-reported. The Diagnostic
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and Statistical Manual of Mental Disorders 5th Edition (DSM-5) does not separate perinatal
depression as a differential diagnosis. The designation for perinatal depression is Major
Depressive Disorder with a peripartum onset specifier; defined as depression onset occur
during pregnancy or within the first 4 weeks postpartum (American Psychiatric Association,
2013). Commonly, perinatal depression is now used to describe a sustained depressive
disorder which can present in both the antenatal and postnatal periods (Austin et al., 2017).
Usually, when Aboriginal mothers are pregnant, seeking antenatal care is their first
point of medical contact throughout their pregnancy journey. Obstetric and perinatal care
includes addressing and attending to the physical needs of women and their infants, like
taking blood samples and weighing baby, and sometimes emotional needs can be missed even
though both physical and emotional needs should be examined concurrently. Addressing the
emotional and physical needs of a woman and her baby are important to lowering the risk of
adverse birthing experiences, or attachment difficulties with feeding and sleeping after baby
is born (Brown, Davey, & Bruinsma, 2005; Murray, Fiori-Cowley, Hooper, & Cooper, 1996).
However, perinatal mental health issues can also occur in the absence of identifiable risk
factors. Therefore, there has been growing recognition of the importance of providing
comprehensive care for mothers and infants by screening for psychosocial difficulties,
inclusive of consistent monitoring and management to help women with their emotional
issues. Screening processes are a preventative approach and unresolved mental health issues
in the perinatal period can create a burden on women, their infants and families, and the
health system.
A better understanding of health trends and determinants including Aboriginal and
non-Aboriginal rates over time is important. Scores obtained on routine measurement tools
are opportunities for data gathering for health statistical data sets. As such, perinatal
screening tools like the EPDS are used as to identify mothers presenting with potential
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depressive symptomologies, and are also critical data points in national statistics to indicate
current prevalence rates and likelihood of maternal depression (Department of Health and
Ageing, 2005; Mann, 2003). It is encouraging that Aboriginal health data is better represented
in government health data systems in Australia than in North America and New Zealand
(Mokak, 2016; Walker, 2013). But whether or not the accuracy of health statistics can be
trusted is another cause for concern if the tool that is being used to measure that particular
health issue is not validated for use to establish prevalence accurately. In turn, inaccurate data
collection could result in misrepresentation of actual characteristics of Aboriginal health and
thus, raises issues in conducting analysis and interventions, and in drawing conclusions from
these incorrect data records (AIHW, 2010).
Edinburgh Postnatal Depression Scale.
While there are many scales that measure depression, the Edinburgh Postnatal
Depression Scale (EPDS) was developed to measure depression in women specifically in the
postnatal period (Cox, Holden, & Sagovsky, 1987). The EPDS (Cox et al., 1987) is
considered the ‘gold standard’, being the most thoroughly validated and utilised perinatal
depression screening tool worldwide. Originating from Zigmond and Snaith’s (1983) earlier
work in the United States which developed a self-assessment scale capable of detecting
depression and anxiety, the EPDS was further developed for use specifically during the
postnatal period to screen for, but not diagnose, common symptoms of depression that could
be experienced by mothers after baby was born, in the postnatal period (Cox et al., 1987).
The postnatal-specific measure was a 10-item self-report scale, with each item scored on a 4point scale (0-3), with a potential total score ranging from 0-30. Its psychometric properties
varied across settings with sensitivity and specificity of cut-off points in the range of 34100% and 44-100%, respectively (Gibson, McKenzie-McHarg, Shakespeare, Price, & Gray,
2009).
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There are symptoms that overlap between pregnancy and common depressive
symptoms, where clinicians sometimes attribute symptoms to typical pregnant experiences
rather than to a depressive disorder and vice versa (Klein & Essex, 1995; Yonkers, Smith,
Gotman, & Belanger, 2009). However, if depressive and anxiety symptoms, such as feeling
overwhelmed and disinterested in regular activities persist, this may indicate a low but
significant risk of suicide or thoughts of suicide or self-harm (Appleby & Turnbull, 1995;
Newman et al., 2016). The EPDS omits somatic symptoms that are often associated with
depression but are confounded by the changes associated with pregnancy and postpartum
(Cox, 2017). All items aim to measure emotional symptoms and feelings (i.e., happiness,
anxiety, sadness, coping), for example item 9 “I have been so unhappy that I have been
crying”. Although item 7 notes somatic symptoms “I have been so unhappy that I have had
difficulty sleeping”, it emphasises that sleeping difficulties are due to feeling unhappy or sad,
rather than because of pregnancy-related reasons. Accurate risk or case identification of
perinatal depression or anxiety depends on the ability of those who administer the EPDS
(clinicians) and is impacted by variability in their ability to recognise depressive illness, with
significant adverse consequences of over- and under-identification (Henshaw & Elliott, 2005;
National Institute for Health and Care Excellence, 2007).
In Australia, screening has been integrated into practice and is recommended for use
as a routine screening tool for perinatal depression, typically administered by trained
healthcare providers (beyondblue, 2011; Highet & Purtell, 2012). Although a systematic
review conducted for the Centre of Perinatal Excellence (COPE) Guidelines (Austin et al.,
2017) identified four screening tools for both antenatal and postnatal screening, EPDS,
Patient Health Questionnaire (PHQ-9), Whooley Questions, Kessler Psychological Distress
Scale (K-10), there are strong recommendations to use the EPDS to screen mothers for a
possible depressive disorder in the perinatal period with recommendation for further
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diagnostic assessment and possible referral pathways if a score of 13 or higher is obtained
(Austin et al., 2017).
Validity of EPDS
Traditional validity.
The validity of an assessment or tool is the extent to which it measures its proposed
and intended purpose (Nunnally, 1994). Originally, the EPDS was designed to screen for
those at risk for postnatal depression, but has demonstrated validity in various contexts
including the antenatal period of pregnancy (Bergink et al., 2011; Chorwe-Sungani & Chipps,
2017; Cox et al., 1987; Kozinszky & Dudas, 2015; Murray & Cox, 1990), women of different
clinical presentations like anxiety (Matthey, Fisher, & Rowe, 2013), and with different
sample demographics like adolescence mothers (Logsdon, Usui, & Nering, 2009) men
(Matthey & Agostini, 2017).
EPDS validation with other measurements.
Traditionally, test users and developers gather sets of data about the test and its
relationship to other measures to help give meaning to the test scores (Cohen & Swerdlik,
2009). In order to establish EPDS validation, it has been compared against other standardised
tools, assessments and diagnostic estimates that measured postnatal depression. The EPDS
has been validated against formal psychiatric interviews (Leverton & Elliott, 2000;
Matijasevich et al., 2014) and has been compared to measures like the Patient Health
Questionnaire (PHQ; Flynn, Sexton, Ratliff, Porter, & Zivin, 2011; Yawn et al., 2009), the
General Health Questionnaire (Shelton & Herrick, 2009), and Whooley questions in early
pregnancy (Howard et al., 2018).
The PHQ-9 and the EPDS were verified to have good concordance in identifying
postpartum women not at risk of postnatal depression (Yawn et al., 2009). The EPDS
performed better in correctly identifying major depression than the two-item Whooley
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questions when used with the Structured Clinical Interview for DSM-5 to achieve consensus
on diagnosis (Howard et al., 2018). Comparing the EPDS with the Beck Depression
Inventory (BDI) in a pre-screened population, the BDI proved to be a better diagnostic
instrument as per the Receiver Operating Characteristics (ROC) curve analysis (Milgrom,
Ericksen, Negri, & Gemmill, 2005). Studies that looked at diagnostic accuracy appeared to
provide differing evidence of whether the EPDS was able to identify depressive symptoms in
participants.
Transcultural Understanding of Perinatal Depressive Phenomenon
A systematic review reported that 18 validation studies found high sensitivity of the
EPDS for postpartum depression and found uncertainties in estimates of predictive values due
to the differences in prevalence rates (Eberhard-Gran, Eskild, Tambs, Opjordsmoen, & Ove
Samuelsen, 2001). These studies raised questions about whether the EPDS was a valid
instrument for cross-country comparison studies of postpartum depression. Firstly, cultural
concerns of language, semantics, concepts, and constructs have been identified as the EPDS
screening scale has been developed in English. Existing complexities and diversities in crosscultural dimensions of postpartum depression, how the construct of postpartum depression is
conceptualised and interpreted, also raises concerns and possibilities of different
interpretation of maternal depressive symptoms that alter the purpose of the tool in the way
one answers – these are associated with sensitivity of a tool (Zubaran, Schumacher, Roxo, &
Foresti, 2010). The variance of sensitivity findings in EPDS validation studies across various
cultures (ranging from 65% to 100%) suggested that differing cut-off scores may be
implicated for different cultural groups (Boyd, Le, & Somberg, 2005). These apparent crosscultural elements all indicate a strong need for culturally relevant translations and validations
of symptoms and questions applicable within various cultures.
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Theories that have proposed the notion that postnatal depression was non-existent in
non-Western cultures are now considered outdated (Stern & Kruckman, 1983). It is thought
that the variance in reported prevalence rates, ranging from almost 0% to 60% across
different countries represented transcultural aspects in interpreting, expressing and
consequently reporting symptoms (Halbreich et al., 2007). Women of non-Western cultures
indicated more prominent depressive symptoms, such as expressing more somatisation
symptoms, rather than symptoms more commonly expressed in Western cultures like sadness
and guilty feelings (Affonso, De, Horowitz, & Mayberry, 2000; Bashiri & Spielvogel, 1999).
Interpreting perinatal mental health cross-culturally has gained increasing attention in
research and clinical practice (Zubaran et al., 2010). This transcultural approach adequately
highlights the way postpartum depression presents itself, and how cultural manifestation of
symptoms should be considered outside of the traditional Western definitions of perinatal
depression. Specifically, it is now thought that each culture may mould unique definitions,
expressions and interpretations of perinatal depression (Posmontier & Horowitz, 2004).
EPDS cultural translations and adaptations.
As a result of varying cultural dimensions (interpretations and manifestations) of
perinatal depression, cultural validation (the way respondents make sense of a tool based on
their cultural beliefs and influences) has been increasingly documented and apparent in
research. In a systematic review that investigated which tool was most extensively validated,
while considering the diverse settings and local native languages, the EPDS was the most
frequently used method and had been translated and validated in multiple languages (Hewitt,
Gilbody, Mann, & Brealey, 2010). A systematic review in 2006 identified 32 published
translated versions of the EPDS, of which 18 had been validated (DoH, 2006). Since 2006
even more translated and validation of those translated versions have been published
(Agampodi & Agampodi, 2013; Alvarado, Jadresic, Guajardo, & Rojas, 2015; Huang &
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Mathers, 2008; Loscalzo, Giannini, Contena, Gori, & Benvenuti, 2015; Montazeri, Torkan, &
Omidvari, 2007; Odalovic et al., 2015; To¨reki et al., 2014; Vivilaki, Dafermos, Kogevinas,
Bitsios, & Lionis, 2009; Wang et al., 2009). This highlights the need for an updated review.
Despite the preponderance of cross-cultural studies, the psychometric properties of
translated versions of the EPDS have been questioned (Shrestha, Pradhan, Tran, Gualano, &
Fisher, 2016). A systematic review found that published evidence did not support the EPDS
as a valid screening tool in detecting ante- and post-partum depression across different
cultural groups (Gibson et al., 2009). Potential reasons underlying the contrasting views of
EPDS cross-cultural validity could include differing study design, misrepresentation of the
general perinatal population sampled, timing of testing, language-specific EPDS versions,
and diagnostic criteria that was used (Gibson et al., 2009). Notwithstanding, implementing
screening instruments with deficiencies in cultural validation process and unreliable
psychometric properties can have drastic implications for clinical practice, public policy, and
research.
Although the EPDS has been translated and validated in various native languages to
allow other cultural populations to utilise the tool, varying diversity of approaches and
findings in the cultural validation studies raises questions about reported psychometric
properties. Since there is also no internationally approved standard technique for translation
and validation of the standard EPDS to local language versions (Shrestha et al., 2016), it
makes sense that variations in translation and cultural adaptation exist, especially when
considering the added cross-cultural differences.
Adaptation with Aboriginal Australians.
The EPDS has been adapted into two versions, one for use with Aboriginal and Torres
Strait Islander women in Townsville (Campbell, Hayes, & Buckby, 2008; Hayes, Geia,
Buckby, Egan, & McCulley, 2005) and a second for Aboriginal women in the Kimberley
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(Kotz et al., 2016; Marley et al., 2017). The approach to translating and adapting the EPDS in
both locations included cultural consultation and endorsement with local Aboriginal women,
Aboriginal community members, and health workers. The Townsville Aboriginal and
Islander Health Service (TAIHS) EPDS version was translated to address difficulties in
understanding the standard EPDS version. This language translation was applied to all ten
questions (Campbell et al., 2008). Initially, images depicting a variety of facial expressions
(for example, happy or sad) were incorporated to replace the numbered scoring of the tool.
But this was reverted back to the numbered 4-point Likert scale as researchers found that
women gravitated towards the ‘smiling face’; evidence of extreme response bias in
respondents’ answers (Hayes et al., 2005).
The adapted two-part Kimberley version was developed as a result of extensive
community consultation questioning and identifying concerns around culturally secure
approaches to screening process for Kimberley women. Part I of the Kimberley Mum’s Mood
Scale (KMMS) retained a similar skeleton to the EPDS but used Kimberley-specific language
and included graphics as response types instead of the numbered 4-point Likert scale (Kotz et
al., 2016). A second component (Part II) addressed broader psychosocial and emotional
factors by providing an opportunity to yarn with the mother. This conceptual adaption of the
tool introduced an alternative in-depth approach to screening Kimberley women that places
value on rapport and relationship (Marley et al., 2017).
Although the concept of translating and adapting the EPDS was broadly relevant and
could be extended to other Aboriginal communities (Austin et al., 2017), these EPDS
modifications are likely to be limited in applicability because they were developed with, and
for, specific Aboriginal communities in Townsville, Queensland (Campbell et al., 2008;
Hayes et al., 2005) and in Kimberley, WA (Kotz et al., 2016; Marley et al., 2017). For
example, instead of EPDS item 4 ‘I have been anxious or worried for no good reason’, the
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TAIHS EPDS altered this to ‘I stress out for no good reason or I feel like going
wombat/wongie for no good reason’ (Campbell et al., 2008). For the KMMS, item 7 ‘I feel
really no good, like no-one loves me’ was Kimberley-specific language (Kotz et al., 2016)
compared to the original EPDS ‘I have felt sad or miserable’. Aboriginal Australians
represent a diverse cultural population; it is unrealistic to translate the EPDS to 120 the
Aboriginal languages that currently exist (Marmion, Obata, & Troy, 2014).
Moving Towards Non-traditional Ways of Validation
A broad body of cross-cultural translations, adaptations and validations of the EPDS
have been generated. From the review of literature to date, it is clear that views regarding the
EPDS clinical effectiveness remain mixed, its use controversial and inconsistent. In addition
to psychometric performance, establishing whether a scale is acceptable for use is equally
vital (Cox, Chapman, Murray, & Jones, 1996).
EPDS acceptability.
In some studies, acceptability was merely assessed by response rates (Cox et al.,
1996; Freeman et al., 2018; Murray & Carothers, 1990). However, this may simply be a
measure of compliance. Other studies have shown differing views of EPDS screening
processes, with some demonstrating affirmative opinions about the EPDS and others
highlighting criticisms. Gemmill, Leigh, Ericksen, & Milgrom, (2006) measured the clinical
acceptability of the EPDS by rating level of comfort experience on a 5-point Likert scale
‘How comfortable were you completing the EPDS?’. Following this, open-ended questions,
like ‘'what was it like to answer the EPDS’, were used to identify themes about postnatal
women’s experiences competing the EPDS (Gemmill et al., 2006). Out of the 39 of emergent
categories that were coded, the most frequent response was “screening was easy/good/fine”
(Gemmill et al., 2006). Other open-ended responses about the EPDS showed that mothers felt
a sense of importance, relief, awareness when being screened with the EPDS (Gemmill et al.,
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2006). Similarly, other studies found that routine screening with EPDS was rated acceptable
demonstrated that 100% of women reported the EPDS was acceptable and not upsetting
(Leigh & Milgrom, 2007), while some found that the EPDS was generally acceptable and had
no discomfort associated with EPDS screening for 85% of women and health professionals
(Buist et al., 2006).
Conversely, 21 of 39 women in the United Kingdom (UK) reported that screening
processes were ‘unacceptable’ (Shakespeare, Blake, & Garcia, 2003). It was suggested that
issues of fear of stigma, feelings of personal intrusion and perceived inappropriateness of the
screening process could explain why a potentially depressed postnatal woman may decide not
to answer honestly in relation to the EPDS (Shakespeare et al., 2003). Nineteen mothers who
were interviewed in Sheffield, UK, expressed the following undesirable opinions of the
EPDS: administration was described as involving a lack of discussion and explanation and
being impacted by the absence/presence of others; format and content was critiqued in terms
of use of multiple choice tick boxes; and it was noted that the ability to be honest was
influenced by perceived stigma and fear (Cubison & Munro, 2005).
The mixed and inconsistent findings across studies mean that the clinical acceptability
of the EPDS remains unclear. Although every clinical encounter is an opportunity to collect
data, uncovering experiences behind why women accepted or refused the EPDS has more
meaning than simply an EPDS statistic. As the debate regarding the acceptability of the
EPDS continues, it seems that the method of administration and feedback needs to be
explored in future research. Uniformity of delivery and the development of some agreed
objective criteria for the concept and relative term of ‘acceptability’ may be required to allow
accurate comparison both within and across cultures, clinical practice and research settings
(Leigh & Milgrom, 2007).
Response processes.
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The Standards for Educational and Psychological Testing (2014) states that one of
five primary sources of validity evidence are based on response processes (National Council
on Measurement in Education, American Psychological Association, & American
Educational Research Association, 2014). Response processes would then refer to the
cognitive processes influencing how the participants understood, interpreted, and answered
the questions on the EPDS. A review of the validity evidence of EPDS revealed that only one
study (Godderis, Adair, & Brager, 2009) addressed response processes associated with the
EPDS from 1987 to 2013 (McBride, Wiens, McDonald, Cox, & Chan, 2014).
In this study, participants overall accepted the EPDS to be a straightforward and
readable instrument, however when each item was analysed in more depth, results
demonstrated that there were differences in interpretations when responding to particular
items (Godderis et al., 2009). Women found it hard to make a distinction between the words
that were used in the EPDS questions. For example, ‘I have blamed myself unnecessarily
when things went wrong’ and ‘I have been anxious or worried for no good reason’. It was
perceived as difficult to judge what ‘unnecessarily’ and ‘no good reason’ meant, and as a
result, some women felt that these phrases were invalidating of their feelings as that there is
always a reason. Interestingly, the use of ‘no good reason’ helped one woman distinguish
between her high levels of anxiety as opposed to anxiety cause by ‘no good reason’ like
doing the laundry (Godderis et al., 2009). Response types (‘yes, quite often’) to the statement
‘I have been so unhappy that I have been crying’ could have diverse comprehensions, where
women were unsure how to quantify ‘quite often’ in terms of crying (Godderis et al., 2009).
Women shared concerns regarding making sense of the way in which the questions
were asked, and thus recommended that future EPDS administration would be useful if it
were discussed in the context of the women’s mental health concerns as well as to clarify her
responses on particular items, particularly as the identified interpretations were based on each
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individual’s interpretations (Godderis et al., 2009). The lack of reported participants’ reported
ethnicity meant that it was difficult to comprehend whether women of minority cultural
groups felt this way too (Godderis et al., 2009). It is important to establish the cognitive
process that are involved when deciding on their answers, because if respondents interpret
questions and answers differently than that which the tool was initially intended to do, will
undermine the validity of the data (Godderis et al., 2009; Locker, Jokovic, & Allison, 2007).
Who Else is Out There?: Healthcare Professionals
Interestingly, the acceptability of an instrument to healthcare professionals is just as
important as its acceptability to patients, yet is often overlooked in validation studies (Vos et
al., 2005). Six of 16 studies in a systematic review asked healthcare professionals for their
views of the EPDS (Brealey, Hewitt, Green, Morrell, & Gilbody, 2010). Although most
healthcare professionals expressed positive remarks about the EPDS, some thought a face-toface discussion could be more beneficial and one healthcare professional thought the tool was
‘overused and open to manipulation’ (Alder et al., 2007). Although midwives saw the
importance of discussing psychosocial issues, the additional time required to do so in addition
to administering the EPDS were an issue especially when psychosocial issues could
potentially be upsetting (Matthey et al., 2005). More in-depth understanding of EPDS
acceptability from both patient and healthcare professional perspectives is needed.
Healthcare professionals are key drivers in changing screening processes with
Aboriginal people, so educational training, knowledge building around cultural awareness
and competence, and cultural considerations are critical (WA Perinatal Mental Health Unit
[WAPMHU] & Women and Newborn Health Service [WNHS], 2011). Studies found that
appropriate training, especially in cross-cultural skills (Buist et al., 2007; Gausia et al., 2015),
and additional education around ethnic inequalities in maternal mental health (Signal et al.,
2017) can aid competence in EPDS administration. The cultural competence model was
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found to be relevant for Aboriginal Australians (involving awareness, skill, knowledge,
encounters and desire; Walker, Schultz, & Sonn, 2010). The delivery of healthcare
professional training and education and the provision of appropriate staff workers can be
applied effectively at scale through government and non-government organisations and
institutions.
Conclusion
The health and wellbeing of Aboriginal people have become an emerging nation-wide
concern. The impacts of intergenerational trauma of the Stolen Generation, racism, cultural
assimilation and political disruptions, remain present in contemporary forms of social
suffering and health inequalities experienced by Aboriginal people, their families and
communities.
With early, and effective, identification and subsequent care and interventions, a
mother with good maternal wellbeing plays a critical role in providing opportunities for a
healthier and safer family environment. Clearly there is an increasing myriad of literature
reporting programs and services aiming to be more culturally safe with Aboriginal mothers
and families. This has been a positive approach in aiding better accessibility and improved
quality of antenatal (and perinatal) services with the intention of reducing existing health
disparities between Aboriginal women and their infants compared to the non-Aboriginal
Australian population.
However, within those services that deliver routine screening and assessments, the
current study directs its focus to the specific tool that is currently being used as the gold
standard of best practice, specifically, the EPDS. There continues to be an ongoing debate
about the EPDS and an urgent need for a better understanding of the validity and
acceptability of screening tools across different cultures and languages in order to detect
women with mental distress and provide appropriate support. With regards to Aboriginal
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Australians, there have been studies examining the utility and cultural practicality of the
EPDS in Queensland and northeast Western Australia, but not yet in metropolitan Western
Australia.
The aim of this chapter is to put ‘validation’ of a routinely used screening tool into
context and explore some of the potential reasons for the conflicting results from
psychometric studies. Attempting to understand the cognitive and emotional responses to the
instrument itself and to the screening experience will be undertaken in a way that is mindful
of the historical processes of dominant European colonisation. This study will propose to
supplement the traditional, more empirical, processes of validation with a non-traditional
process-oriented validation study.
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Chapter Three: Methodology
Background & Introduction
The previous two chapters have highlighted gaps in the research in current
understanding of how the EPDS is used with Aboriginal Australians. To date, there are no
published attempts to validate the standard EPDS within this context, but it is inherently
implied that the translated Townsville and adapted Kimberley EPDS versions were developed
and validated with specific targeted populations due to cultural concerns about the standard
EPDS. The current study intended to address some of these concerns, specifically with Perthbased Aboriginal women.
Research aims.
Sharing stories and learning through personal narratives are central to Aboriginal
culture and knowledge-building. The primary aim of this study was to understand first-hand
experiences, with priority being placed on mothers’ perspectives gleaned through interview.
The secondary aim was to explore opinions reflected through the eyes of another user – the
midwives.
Methodology
The methods used in the study were key to understanding how the EPDS is used with
Aboriginal mothers in metropolitan Perth, WA. Aboriginal mothers and healthcare
professionals were interviewed about their EPDS experiences, placing weight on Aboriginal
mothers’ perceptions. The protocol of this study has been published (Chan, Skeffington,
Reid, & Marriott, 2018) and the fully accepted publication can be found in Appendix A.
Although researchers attempted to follow the intended protocol as closely as possible, there
were departures from the protocol due to challenges that arose throughout the research.
Responsiveness was a key element of the success of the study – noticing what was working
and what was not, was vital in being able to ensure that both the experience of participation
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and the aims of the study were met. The following methodology is how the study was
conducted, including key processes of methodological changes and explanations of the
choices that were made.
Cultural Significance of the Study
Cultural methodologies.
The research method respectfully prioritised Aboriginal specific approaches to
research that supported the development of a strong decolonising research methodology. This
study drew on elements from yarning techniques, Maxwell’s realist approach to qualitative
research (Maxwell, 2012), Charmaz’s constructivist grounded theory (Charmaz, 2005) and
Green’s thematic analyses (Green et al., 2007), which satisfied the three principles of
Rigney’s Indigenist Research: inclusion of physical, cultural and emotional histories, research
undertaken by Aboriginal people as a form of political liberation, and privileging Indigenous
voices (Rigney, 1999). The overview of the theoretical frameworks that were used in this
study has been further outlined in detail in the published protocol for this study (Chan et al.,
2018). Phenomenological and narrative research, like collected lived experiences and stories
(Lindseth & Norberg, 2004), and ethnographic framework, was also used to prioritise clients’
and researchers’ learning through participation and observational interpretation (Kahn, 2011).
Ethics approval.
Prior to data collection, this project gained approval as an independent project from
Murdoch University Human Ethics Committee (HREC #2017/125; see Appendix B), other
ethics approvals were obtained in collaboration with the larger study from WA Aboriginal
Health Ethics Committee (WAAHEC #553; see Appendix C) and WA Health Research
Governance Service (Women and Newborn Health Service HREC #2014062EW, St. John of
God Health Care HREC #1162; see Appendix D and E). The Murdoch University
Responsible Conduct of Research Policy requires that all research undertaken at Murdoch
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University complies with and is guided by principles of the Australian Code for the
Responsible Conduct of Research (NHMRC, 2018a). Conducting research with pregnant
Aboriginal mothers constitutes highly sensitive work and must uphold adherence to the
National Statement on Ethical Conduct in Human Research and National Health and Medical
Research Council (NHMRC) guidelines Ethical Conduct in Research with Aboriginal and
Torres Strait Islander Peoples and communities: Guidelines for Researchers and
Stakeholders (NHMRC, 2018b), to ensure data is collected and managed in a culturally safe,
trusting and responsive way that best supports the participants.
Study Settings
Participating maternity health services were selected based on the interest of
healthcare professionals, which included nurses, midwives, doctors, health workers, and
Aboriginal grandmothers but not limited to, who were already involved in the larger study.
These health services in different parts of metropolitan Perth provide regular check-ups and
support and guidance for the physical and psychological wellbeing of mothers. Originally,
there were four health services that consented to participate in this study. Unfortunately, due
to staff and organisational changes at one non-government Aboriginal specific service, it was
not possible to commence data collection there. The study was subsequently conducted at
three metropolitan health services in Perth. Two of the three were Aboriginal specific health
services that were part of a mainstream hospital and the remaining site was a mainstream
hospital. This study encouraged healthcare professionals to continue providing care as
‘business as usual’, and to minimise research-related disruptions to the service. Perinatal
mental health practice in Australia ascribes midwives as the main point of contact in
providing health care during a woman’s antenatal period, and Child Health Nurses (CHNs)
during the postnatal period. Therefore, midwives were recruited from antenatal clinics and
Midwifery Group Practices (MGP) programs, and the CHNs were recruited from government
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community health service – WA Department of Health’s Child and Adolescent Community
Health.
Study Sample
Aboriginal mothers.
The terms ‘mothers’ and ‘women’ participants of this study will be used
interchangeably throughout this thesis. Mothers registered or attending appointments at the
participating health clinics were recruited by convenience sampling. Antenatal care
registration for pregnant women occurs after confirmation of pregnancy, so registering with
the service to commence antenatal care could either be a referral from a local community
doctor or a walk-in appointment from a mother who knows she is pregnant. Recruitment
heavily depended on whether Aboriginal mothers engaged during their perinatal period of
their pregnancy.
Eligible participants were mothers who identified themselves as being Aboriginal
and/or of Torres Strait Islander descent; and were at least 10-16 weeks gestation (earlier than
10 weeks had a higher risk of resulting in miscarriage). This was not limited to Aboriginal
mothers who had registered with the participating services, but also included those who were
already registered and attending their antenatal appointments at that service. A woman was
not eligible if she reported current or recent experiences of significant self-harm or trauma
(within the past six months), or had been diagnosed with a mental illness, or were previously
wards of the state. Research ethics will be attentive and sensitive to individuals of vulnerable
backgrounds. Especially those who were formerly wards of the state, and may have endured
mistreatment from parents and be controlled by powerful authorities, should not be exposed
to and thus, compounded and burdened by research (Varma & Wendler, 2008).
The exclusion criteria gave precedence to the wellbeing of the mothers and the need
to minimise potential risk of distress when discussing their mental health. Mothers were
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identified by healthcare professionals from the elected participatory sites as these services
were the initial point of service contact. Mothers were followed-up by the clinicians on site if
they appeared to experience significant self-harm or trauma at any point of the study.
Healthcare professionals.
Any healthcare professionals who administered the EPDS to an Aboriginal mother
were considered eligible as participants and were offered the chance to participate in the
study. Healthcare professionals included clinicians who had direct contact with clients or
patients, such as (but not limited to) doctors, midwives, psychologists, psychiatrists.
Recruitment was predominantly led by the WC, who initiated and maintained engagement
with all health services.
Interviewers.
Involvement of an Aboriginal person conducting interviews with Aboriginal
participants have shown benefits (Bowen et al., 2014; Freeman et al., 2018), such as helping
to break down the power imbalance and distrust that Aboriginal families may face with
people who work for government departments and/or those who conduct research (Penman,
2006). This plan adhered with the ethical practice guidelines by offering community
involvement in all aspects of the research process (Australian Institute of Aboriginal and
Torres Strait Islander Studies, 2012). Initially, researchers requested that Aboriginal health
workers, who were already working at their respective health services, were also appointed to
be the designated interviewers of that site. This was only done at two of three of the sites, the
two being Aboriginal specific service programs, so that an Aboriginal person would be on
site to conduct the yarning sessions immediately after gaining the mother’s consent.
In most instances, Aboriginal health workers were also present in the antenatal
appointment to provide cultural security for the mother when the EPDS was administered
(either as a mandatory presence or as suggested by hospital policy regulations). However,
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Aboriginal health workers found it unhelpful when boundaries between the research project
and the professional clinical setting were blurred. Specifically, Aboriginal mothers may be
cautious about commenting undesirably about aspects of perinatal care (EPDS) to the person
(the same Aboriginal health worker) who had just provided that care.
Although Aboriginal health workers emphasised that the information disclosed in the
interviews would not impact the care that the mothers received, the research team suspected
this situation potentially posed a risk of mothers answering in a socially desirable way (even
if subconsciously). Additionally, it was perceived that some Aboriginal health workers were
not confident as research interviewers and some Aboriginal health workers approached the
research interviewers to conduct the interviews instead. Hence, researchers also did not
pursue Aboriginal health workers as research participants due to the confusion around
conflicting roles.
The research team then selected two Aboriginal community members, who were
known and respected by the community, to interview Aboriginal mothers. Both had
experience in the health sector, one was a grandmother at an Aboriginal specific health
service. They will be referred hereafter as Research Assistants (RAs). The RAs were also
employed as part of the larger study.
Prior to commencing the interviews with Aboriginal mothers, the RAs and WC
undertook training in yarning techniques (Lin et al., 2016), responding to participant and/or
own distress and vicarious trauma (“Breaking Free”, 2016; Taylor, Bradbury-Jones,
Breckenridge, Jones, & Herber, 2016), and potential interviewer bias (Etherington, 2004).
Being trained in the techniques was important for conducting culturally safe research
(interviews and analysis) with Aboriginal participants.
As data collection progressed, the RAs were unable to continue their roles as
interviewers due to funding setbacks from the larger study, personal health, family situations
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(sorry business, sickness in family) and other prior commitments. As this was towards the
end of the data collection, researchers felt there was insufficient time to employ and train new
RAs. At this juncture, advice was sought from Professor Rhonda Marriott, Director of the
Ngangk Yira Centre for Aboriginal Health and Equity, an Aboriginal researcher and
clinician, and research members of the current study and larger study. The rational suggestion
was for WC to interview the mothers to maintain overall progression of the project. This
change was monitored and supervised closely by Aboriginal research members and those
who had significant experience working in Aboriginal health and research to ensure that
cultural security was not threatened.
WC, who has a psychology background, has experience in clinical work as a
provisional psychologist, conducted interview sessions with some of the mothers and with all
the healthcare professionals. This also promoted internal consistency in covering research
themes across interviews with Aboriginal mothers and healthcare professionals.
Data Collection
Data collection informed by qualitative methodology offered a direct description and
narration of experiences in how Aboriginal mothers interacted with allied health services and
was useful when gathering information to inform service improvement (Greenhalgh, Robert,
MacFarlane, Bate, & Kyriakidou, 2004). As such, it was important that Aboriginal research
members and community members provided cultural advice, guidance and endorsement for
documents like the project brochure and consent form.
Aboriginal mothers.
Self-report measures.
Edinburgh Postnatal Depression Scale. The EPDS is a 10-item self-report screening
tool measuring how one has been feeling over the past 7 days. It was developed specifically
for postpartum women and particularly placed less emphasis on the somatic symptoms of
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depression as these can sometimes be mistaken for typical childbearing symptoms (Cox et al.,
1987). Each question is rated on a 4-point Likert scale, with a total score that can range from
0 to 30, with the higher scores indicating increased level of probable depressive and anxious
symptomology (see Appendix F). Since publication of the first development of EPDS in
1987, the EPDS has repeatedly demonstrated high internal consistency and acceptable
validation properties drawn from various countries of different cultures and target
populations across the perinatal period (Chorwe-Sungani & Chipps, 2017; Kernot, Olds,
Lewis, & Maher, 2015; Kozinszky & Dudas, 2015).
A range of cut-off scores from 9 to 15 had been established (Hewitt et al., 2009),
which suggested a full range of plausible estimates of sensitivity and specificity. Therefore,
universal cut-off scores cannot be applicable to all populations due to cross-cultural
differences, as presented by differences in sensitivity and specificity (Kozinsky & Dudas,
2015). As stated by Australian National Clinical Practice Guidelines, further assessment
should be arranged with mothers who scored 13 or more on the EPDS, and those who score
between 10 to 12 should be monitored and offered to repeat the EPDS in 4-6 weeks (DoH,
2019). Currently, no EPDS cut-off scores have been determined when screening with
Aboriginal women.
Socio-demographic questionnaires. These were developed by members of the current
study and larger study and were required to be completed by the healthcare professionals.
This questionnaire included mothers’ personal details, socioeconomic factors (children,
employment, education, relationship status), and further details of antenatal or postnatal
appointments (see Appendix G). This questionnaire was completed only if the Aboriginal
mother consented to the study.
Cloud of Words and interview survey. During or after a yarning session with a project
interviewer, Aboriginal mothers were given the choice to select descriptive words from a sea
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of predetermined words that best reflected their EPDS experience, referred to as Cloud of
Words sheet (see Appendix H). In addition to this, participants were asked to complete an
interview survey that involved rating their EPDS experiences on a 5-point Likert Scale (see
Appendix I).
Yarning session.
Yarning, where the researcher positions themselves as the learner and participants
remain the owners of knowledge, is an Aboriginal research methodology that prioritises a
comfortable dialogue where country, culture, research and non-research related information is
shared, and transferred in a reciprocal way (Leeson, Smith, & Rynne, 2016). The yarning and
conversational method, accepted as narrative inquiry used in Aboriginal frameworks, is
intrinsically used in everyday settings and congruent with Aboriginal worldview (Kovach,
2010). Following the yarning workshop training, a yarning guide was developed prior to
commencing data collection as suggested by the facilitator (D. Bessarab, personal
communication, March 22, 2018). This sort of qualitative inquiry was in line with the
phenomenological and narrative research mentioned earlier. The yarning guide (see
Appendix J) was developed collaboratively with team members of the current and larger
study to ensure that themes were congruent in both studies.
Broad areas for discussion included: i) the utility of the EPDS tool, ii) process of
administration, iii) trust and relationship between client and clinician, iv) community
engagement, and v) multiple applications (administering and completing) of the EPDS.
Interviewers allowed for flexibility during the yarn and did not limit discussion to these
parameters. That is, the yarning guide was used as a prompt only if women did not
spontaneously raise these points themselves. By doing so, the interviewers provided a safe
space to stimulate conversation around cultural suitability of the EPDS, particularly if
sensitive issues and topics were raised. Yarns were conducted face-to-face with Aboriginal
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mothers. This was chosen instead of focus groups so that opinions of other participants would
not impact one another.
Healthcare professionals.
Self-report measures.
Cloud of Words and interview survey. As with the Aboriginal mothers, healthcare
professionals were also asked to select descriptive words that best signified their EPDS
experiences in the context of using it with Aboriginal mothers (Cloud of Words sheet; see
Appendix K). Likewise, healthcare professionals were also asked to rate their EPDS
experience on a 5-point Likert Scale (see Appendix L).
Interviews.
The yarning concept and flow of discussion were applied throughout the interviews
with healthcare professionals. The broad areas covered for the yarning guide for Aboriginal
mothers were consistent with the interview guide for healthcare professionals.
Procedure
Prior to onset of data collection, the primary researcher of the current study (WC) and
the lead researcher of the larger study (JK) contacted, visited and engaged with each
healthcare organisation or service to inform them of the purpose, objectives and timelines of
each project. While WC presented information of the current study, JK presented for the
larger study and subsequently, how commonalities across the two studies. Visual aids and
presentations with healthcare professionals were necessary to curb confusion and ensure that
each site was familiar and comfortable with the current research objectives and recruitment
processes.
Although healthcare professionals had pre-existing relationships with the larger study
research team, it was important for WC to also connect and foster relationships with these
participants. Formal and informal contact with participatory health services were made in
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person or via telephone to request their involvement as healthcare professional participants
and their assistance in recruiting Aboriginal mothers.
The EPDS is routinely administered as part of antenatal assessments by the healthcare
professional at the first registration booking appointment which is usually the mother’s first
point of contact with a maternity care service during her pregnancy. It was perceived by
researchers and healthcare professionals that recruiting mothers at this time would be optimal
so the minimal time between the mother’s completion of EPDS and the yarning session
would yield better recollection of the actual experience.
Healthcare professionals (midwives, CHNs, Aboriginal health workers, Aboriginal
liaison health officer) verbally explained the study to Aboriginal mothers during their
appointment and provided them with a brief overview of the research via a project brochure
(see Appendix M). Healthcare professionals made certain that each participant understood
that she could withdraw from the yarn at any time and that everything said in the yarn would
be kept confidential between her and the interviewers. Although mothers may not be able to
see any tangible changes or outcomes from this research, healthcare professionals proposed
that findings from this study might benefit future screening applications and approaches for
future mothers who accessed the service. After these points were discussed, mothers were
offered a chance to consent.
Prior to commencing the yarning sessions with the mother, an interview envelope
packet containing the a) signed consent form (see Appendix N) b) completed demographic
questionnaire c) blank Cloud of Words sheet and d) blank yarning survey was given to the
RAs. At this stage, an EPDS would have already been completed by the mother as part of
routine antenatal assessment before her participation commenced. So once the RA received
the envelope, a suitable time and venue of the mother’s choice was arranged to conduct the
yarning session.
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A tote bag containing women pamper sets, baby toys, blankets, or health-related
informational brochures was gifted to mothers at the end of the yarning session. The nature of
the participant recruitment required mothers to take time out of their (already) busy days, a
more demanding commitment when one is pregnant. The gift was a way to express the
researchers’ gratitude for their valued and generous time, input, and wisdom. This was not
done with an intention to exploit their knowledge or provide an incentive to participate, but
simply as a gesture of appreciation for the mother’s cooperation; a perceived form of
reciprocal relationship maintenance between the community and research team.
Healthcare professionals indicated consent to take part in the research (as outlined by
Information Sheet; see Appendix O) through signed consent form (Appendix P).
Subsequently, interviews were arranged depending on their availability and preference of
time and venue. If there were cases where healthcare professional participants did not
complete or use the EPDS in practice, interviews were still conducted to uncover reasons
around their decision to not administer the EPDS.
Methods in Action
Due to logistical difficulties outlined below, a responsive approach to methodological
design was required. Specifically, other recruitment strategies were also required to resolve
unforeseen issues and improve the chance of participant recruitment.
Antenatal care.
Initially it was intended that Aboriginal health workers would conduct interviews,
however, it became apparent during the early part of the study that Aboriginal health workers
preferred to maintain their professional role as providing support for pregnant women within
the context of the health service in which they were employed. Additionally, it was
determined that creating a layer of separation between the research and the actual health
service would reduce any potential bias that could impact the mothers’ responses in the yarn.

SUITABILITY OF EPDS WITH ABORIGINAL MOTHERS

60

After trialling different approaches, recruitment progressed to a more ‘on-call’
routine. The RAs maintained direct contact with healthcare professionals while WC
intervened only when the RAs requested additional support. Further, a more timely approach
was attempted to increase participant numbers. Usually, this meant that RAs waited in the
clinic waiting rooms at the time of mothers’ scheduled doctor or antenatal appointments.
When participants agreed to consent during their appointments, healthcare professionals
introduced the participant to the RAs directly after the appointment (in person). RAs would
be guided by how the participant would like to proceed; whether she preferred to have a yarn
at a later date and in a different venue, or immediately after the appointment they had just
attended. It is noteworthy to say that this approach was unobtrusive as healthcare
professionals had experience working with Aboriginal mothers and facilitated friendly
introductions between all involved personnel. Likewise, the midwives perceived that the
visibility of RAs in the waiting room was helpful in this recruitment process.
Mothers were best recruited when they first registered at the antenatal service, or
when they attended other standard antenatal appointments like getting a Glucose Tolerance
Test or cardiotocography appointments. The progression of the study’s data collection was
unexpectedly disrupted over the course of the project due to unforeseen circumstances (i.e.,
interviewer’s roles and employment as described above). The research team was flexible in
adapting the research methodology to best suit and maintain partnerships with participating
healthcare professionals and RAs. Recruiting healthcare professional participants was
dependent on the availability of the healthcare professionals who wanted to share their
experiences.
Data was collected between May 29 2018 and March 5 2019. This led to a total of 13
Aboriginal mothers who met inclusion criteria for the current study, and yarning sessions
varied from 9 to 45 minutes in length. In total, 10 healthcare professionals met inclusion
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criteria for this current study, and interviews were an estimated time of 24 minutes to 90
minutes.
Postnatal care.
The protocol was originally formulated to ask mothers to be interviewed once during
her antenatal period and another time after baby was born during her postnatal period (Chan
et al., 2018). This exploration of narratives over time was designed to ascertain experiences
of a mother’s perinatal journey and whether the EPDS fit its intended purpose in providing
culturally adequate referral supports. This longitudinal design following mothers over a
significant period of time aimed to further understand the impacts of repeated screening
process and whether this altered over time and also hoped to allow participants to gain trust
and confidence in sharing stories with researchers.
However due to the difficulties presented with the above approach and the time taken
to overcome these difficulties, researchers decided to focus on recruiting Aboriginal mothers
during her antenatal period. Likewise, midwives were recruited and CHNs who provided
postnatal care were not recruited as participants. This significantly differed from the initial
follow-up longitudinal design and thus hampered the scope of the data. The time spent
consulting with research members, learning through process and modifying recruitment
strategies took precedence to ensure the research was not interrupting the service provision
and met the time restrictions of an MPhil degree.
Data Analysis
Planning for analysis.
Following from a critical realist stance, three data domains are distinguished: the
actual reality of events that occurred (though can be different than what was experienced), the
empirical reality (that was directly and indirectly experienced), and the deeper mechanisms
constructing the realities (McEvoy & Richards, 2006). Triangulating these various data
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sources aims to identify deeper levels of understanding and explanation within the research
context (Mertens, 2007). This allowed the perspectives of individuals to be reflected in the
way they chose to represent themselves through yarning, while maintaining the face value of
individual realities. This approach is based on the premise that the diversities in participant’s
experiences were unique experiences as a product of their own understanding of the world;
and should be respected and recognised by those who are interpreting their information.
Encompassing an inductive approach, such as grounded theory, requires those interpreting
participant’s data to have no preconceived notions of themes and to allow the coding to
naturally emerge, based on reoccurrence and salience in the interviews or yarns. This
involves then identifying themes that are conceptually and inherently significant within the
context of the whole data set, even though they may not be frequently occurring.
Observational data.
Our analysis aimed to define key themes by drawing on the participant’s perception
and choice of language gathered through interviews. Observational data was also a central
element of analysis, commensurate with deeper dimensions of obtaining true understandings
‘beneath the surface’ of what was explicitly discussed in the interviews, and also of what was
‘not said’ in the interviews. Thus, observational data, in the form of notes, audio recordings
or reflective journaling at the end of each interview, was strongly encouraged. This is part of
the ethnographic approach where the researchers (interviewers) are part of the production of
knowledge. Observational data also involved non-verbal language (i.e., body language),
hesitation (i.e., “uhm’s” and silences), reflective responses to what was said in the interview,
any preconceived biases towards the participant or interview techniques that could be
improved for the next interview; any additional information that would have not been noticed
if recordings were listened to only once. Overall responses of interviewees were analysed in
conjunction with these more nuanced reactions. The observational data of all interviewers
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were valuable to the overall analysis process, providing a richness and depth of
understanding.
Analysis in Action
The audio-recorded interview yarns were transcribed verbatim on Microsoft Word.
Repeated listening was necessary to elicit and engage with observational analysis. All data
sets (transcripts of mothers and healthcare professionals) were first imported into NVivo 12, a
qualitative data management software system to facilitate coding and thematic analysis. The
use of NVivo also allowed for the data to be organised according to commonalities,
differences and patterns of all combined data sets. Findings sought to mark consistencies and
divergence between users (mothers) and healthcare professionals (midwives), requiring
resolution through a conversational approach and a critical lens being applied between the
researchers and supervisors. Prior to this, WC undertook NVivo 12 training sessions
conducted by a highly experienced NVivo 12 trainer.
As the interviews were conducted, audio recordings were listened to and transcribed
while data was still being collected. It was natural to notice preliminary themes with repeated
listening and increased familiarity with the data set. This was done in hope of ensuring that
the data collected was of quality and to track thematic saturation.
A proportion (approximately 25%) of the total transcripts and recordings were chosen
to be analysed by WC and a colleague to establish inter-rater reliability. This rater has a
background in Psychology and is a PhD candidate at Ngangk Yira. Her current PhD research
explores wellbeing and resilience in Aboriginal youth mental health, a project separate and
independent from the current and larger study. Transcripts were transferred from Word
document to Excel sheets, prepared for coding with each row presenting each speaker’s
(interviewee and interviewer) spoken passage. To familiarise themselves with the depth and
breadth of the data transcripts, researchers read and listened to all the transcripts multiple
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times to identify consistency of ideas and key concepts that were most recurrent. Each rater
independently drew out emerging themes and sub-themes by openly describing every spoken
passage of the participant. These were then consolidated, with initial coding of themes that
had equivalent descriptions and meaning of each response. Raters’ biases and observational
data were welcomed and encouraged; including any recorded reflections of RAs and
interviewers as well as rater’s own personal analysis. Together, the two raters acknowledged
disagreements or ambiguities by subsequently interpreting and comparing analyses through
conversations until common consensus was reached. This led to resolution and agreement
that informed common themes.
It was important to include and utilise the experiences of subject experts to refine
themes by categorising them into higher level themes and/or grouping themes into conceptual
categories. To promote further rigour and trustworthiness, the tentative themes and subthemes were presented to and discussed with the advisory group of supervisors (RM, PS, CR)
to ensure interpretation of the data. Agreement and confirmation were addressed by checking
if identified concepts/themes best represented the quotes that were carefully selected. These
themes and concepts were again extended to the rater for further scrutiny and confirmation.
Ultimately, overarching themes and sub-themes were classified and confirmed at this last
stage, whilst using the same language as participants where possible. Iterative discussions
were undertaken throughout the coding process – agreement and consistency was carefully
discussed through this frequent feedback loop.
Conclusion
This chapter described methodological tensions and the responsive process
undertaken to overcome these challenges. The process of ongoing methodological revision
and its subsequent execution of changes hoped to improve participant recruitment.
Explanations for reasonable changes were discussed to ensure that methodology and analysis
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fulfilled ethical principles and cultural trustworthiness. A strong emphasis was placed on
understanding experiences of mothers through direct experiences of both mothers and
healthcare professionals as well as non-verbal and observable data that emerged from the
interviews. Triangulating these data points provided more rich meaning underlying responses
to the EPDS that maximally honoured the stories that were shared. The generated themes will
be described narratively in the Results section.
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Chapter Four: Findings and Analysis
Overview
This study investigated the experience of participating in the use of the Edinburgh
Postnatal Depression Scale (EPDS) by Aboriginal pregnant women in metropolitan Perth. In
particular, this study investigated the perspective of mothers, who accessed antenatal services
in Perth, and healthcare professionals, who provided services to pregnant Aboriginal women
in Perth. Through yarning and interviewing, the purpose of this study was to ascertain
whether the EPDS is culturally suitable for Aboriginal mothers by gaining understanding of
how the EPDS is used with mothers, and by understanding what strategies can be employed
to enable improved facilitation of future EPDS use. This chapter will first present the explicit
verbal data from interviews, followed by a detailed discussion of non-verbal data that was
implicitly observed throughout the interviews. This chapter involves the findings and
analyses of this study.
Profile of the Mothers
A total of 13 Aboriginal mothers participated in yarning sessions (see Table 1).
Eleven mothers were accessing Aboriginal specific service and two were recruited from a
mainstream hospital. The women were aged between 17 and 34 years. All except one mother
first registered at the service during their second trimester (13-28 weeks); the woman who
registered in her third trimester (29-40 weeks) reported that this late registration was due to
relocation of residency. Nine mothers resided in Western Australia, three of whom were from
areas of WA other than Perth. One mother was from the Northern Territory and the remaining
three did not specify. Female non-Aboriginal midwives provided antenatal care and support
to all the mothers who participated. Notably no women in this sample scored over the clinical
threshold for the EPDS (EPDS > 13). This may be relevant in data interpretation, or indeed
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may in itself be indicative of a problematic bias. A full description of the sample is outlined
in Table 1.
Table 1
Demographics of Mothers
Name
20
21
22
23
24
25
26
27
28
30
31
40
41

Age
19
28
28
23
23
24
20
23
19
17
34
27
21

Birthed
children
1
3
2
1
2
1
0
0
0
1
1
2

Employment
Unemployed
Unemployed
Not receiving incomec
Unemployed
Unemployed
Unemployed
Unemployed
Unemployed
Student
Unemployed
Student
Unemployed
Not receiving income

Relationship
Partnered/Married
Partnered/Married
Partnered/Married
Partnered/Married
Single
Partnered/Married
Single
Single
Single
Partnered/Married
Single
Partnered/Married
Single

Gestational age of
antenatal registration
22 weeks
25 weeks
27 weeks
30 weeks
24 weeks
28 weeks
14 weeks
22 weeks
15 weeks
21 weeks
21 weeks
27 weeks
26 weeks

EPDS Scorea
(anx subscale)b
10 (4)
6 (2)
8 (3)
3 (2)
12 (4)
3 (1)
6 (2)
4 (3)
6 (3)
7 (1)
2 (-)
11 (6)
7 (4)

Note. ‘-‘ refers to answers that were unable to be provided or not documented in health records.
a
For clinical assessment as per guidelines, EPDS > 13 required further diagnosis or assessment; EPDS = 10-12
required close monitoring and reviewing (DoH, 2019).
b
For clinical assessment as per guidelines, anxiety items from EPDS items 3, 4, 5 are used to measure anxiety
(DoH, 2019).
c
Unemployed but registered or receiving NewStart or pension insurance (pay policy for children).

Unique focus group.
All yarning interviews with women were conducted as one-on-one sessions except for
one unique case that occurred with more people present. After gaining consent from the
mother, the interviewer invited the mother to the usual designated interview space. The
participant’s sister, brother-in-law, and their children were at the clinic with her, so with the
participant’s agreement, they remained nearby and joined the interview yarn mid-way
throughout the conversation. As it would be culturally inconsiderate to interrupt or disrupt the
natural yarning style, the interviewer progressed in this fashion and did not ignore the
valuable input from anyone who participated. Facilitating this session included and respected
the voices of both Aboriginal mothers and fathers, which greatly contributed to the depth of
the conversation. Moreover, the interviewer perceived that the primary participant appeared
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more comfortable as evidenced by increased engagement and participant-elicited responses
and thus, strengthened rapport between all individuals involved. The participant’s sister and
brother-in-law had prior experience with the EPDS, but demographic information was not
obtained because the primary participant was the client who had competed the EPDS with the
participating health service. The participant, her sister, and brother-in-law all provided
consent for participating in the study.
Profile of Healthcare Professionals
All ten healthcare professionals were midwives and identified as non-Aboriginal. The
terms ‘midwives’ and ‘healthcare professionals’ (HCP) participants will be used
interchangeably throughout the thesis from here on. Although the healthcare professionals
held midwifery roles in their current profession, some of them possessed knowledge and
experience as nurses prior to their current midwifery profession. Midwives had a minimum of
one year experience, though the level of training in relation to perinatal mental health and the
use of EPDS within an Aboriginal context remained unknown. Seven midwives were
employed under Aboriginal specific service and three were working in mainstream hospitalbased service.
Thematic Findings
Three main themes, and their respective sub-themes, were found to be essential in
understanding the process of EPDS administration. These were evident from two reference
points in discussion with mothers and midwives. The emergent themes were defined as 1)
EPDS suitability 2) benefits of EPDS and 3) establishing relationship. The latter theme was a
central aspect of the former two themes. Quantitative data, derived from Cloud of Words
sheet and interview survey, were woven into thematic findings to inform analyses.
EPDS suitability.
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The purpose of this study was not to establish validity, but researchers wanted to see
if the tool was suitable for mothers depending on experiences of mothers and healthcare
professionals. The theme ‘EPDS suitability’ gathered a sense of whether there were any
cultural or non-cultural concerns when using the EPDS. The generated sub-themes, including
acceptability, knowledge of EPDS, presence of others, and adaptation of EPDS, highlighted
concerns around EPDS suitability and how these were addressed by midwives.
Acceptability.
When mothers were asked to describe what they thought about the EPDS, ‘easy to

Frequency

understand’ was the most selected descriptor chosen on the Cloud of Words sheet (Figure 1).
9
8
7
6
5
4
3
2
1
0

Positive
Good
Negative
Confusing

Descriptives

Figure 1. Mothers’ thoughts about the EPDS, described positively and/or negatively. Frequency was presented
in descending order.

When healthcare professionals were asked to describe their perception of mothers’
thoughts about the EPDS, more negative descriptors than positive descriptors were chosen
(Figure 2).

Frequency
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6
5
4
3
2
1
0

Positive
Good
Negative
Boring

Descriptives

Figure 2. Midwives’ perceived mothers’ thoughts about the EPDS, described positively and/or negatively.
Frequency was presented in descending order.

Midwives perceived that the mothers thought negatively about the EPDS, when in
fact, the mothers thought of the EPDS under favourable light. Comments by mothers
suggested that the EPDS was regarded favourably as they found the EPDS easy to use:
Mother: Yeah, for me, yeah like, I’d rather the questions be asked, you know, put
forward in a way that is straight to the point, than going around about things and
making you question whether you have or you haven’t had that experience. […] At
least when it’s straight to the point, it’s like yes, I feel like this, or no I don’t.
Mother: Yeah, questions in that you have like your multiple choices. That’s easy to
use.
When midwives were asked to describe what they thought about the EPDS, ‘useful’
was the most selected descriptor chosen on the Cloud of Words sheet (Figure 3).
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7

Frequency

6
5
4

Positive
Good

3

Negative
Difficult
to use

2
1
0

Descriptives
Figure 3. Midwives’ thoughts about the EPDS, described positively and/or negatively. Frequency was presented
in descending order.

Both positive and negative views were expressed by midwives. There were
inconsistent opinions among midwives regarding whether the EPDS should be offered to
Aboriginal mothers. The decision to offer the EPDS was based on some of the midwives’
perception of institutional policies. Being restricted within one’s professional role as a
midwife meant they offered the EPDS as “part of their job” and “just [the] standard that you
did for everybody”. Two midwives did not find the EPDS suitable for mothers and thus, have
chosen not to administer it to Aboriginal women, despite pressures to follow and oblige
institutional policies:
Midwife: oh I don't do that EPDS on Aboriginal women, and [the other midwives]
look at me like no but you gotta cover yourself.
Retaining professional responsibility and duty of care for the women was evident
when the majority of the midwives (n = 8/10) offered the EPDS because “it’s up to the
woman” to be able to make her own decision on whether she accepts completing the EPDS or
not:
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Midwife: I think there should be opportunity to be the same for everybody, and the
same care for everybody. And I don’t think it’s appropriate for us to make those
decisions.
In sum, mothers indicated that the EPDS was easy to use though there was some
difference of opinions from midwives about whether it was suitable for use with Aboriginal
women.
Knowledge of the EPDS.
When midwives were asked to rate their confidence and competence in administering
the EPDS, most of them (n = 6/10) commented that they felt very confident and competent.
One midwife who said that she did not offer the EPDS indicated that she felt a little bit
confident and somewhat competent. She further clarified that her choice in selecting ‘a little
bit confident’ referred to not having confidence in the EPDS as a tool but being confident in
herself as an administrator; questioning suitability.
It was apparent from the transcripts that midwives perceived themselves to be
confident in their EPDS screening process, starting from introducing the EPDS (explaining
why and how to complete it) through to providing feedback and suggesting supportive
options if needed after completing the EPDS.
Mothers were asked about their knowledge of the EPDS implementation, specifically
the purpose and nature of the EPDS, how the EPDS should be completed, and what to
expected after completing the EPDS. Mothers understood why the EPDS was offered to them
and the importance of completing it was to help her and her midwife gain understanding of
current mental health status. However, the instructions were not well remembered by some
mothers, despite midwives reportedly describing and explaining the EPDS to the mothers
prior to completing it.
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Mother: Yeah cause I didn’t read the thing properly, it’s like uhm answers were how
were you feeling in the last 7 days. I didn’t read that bit.
Mother: The answers [were confusing].
Similar to the explanation of the EPDS, some mothers did not recall receiving
feedback even though midwives described that they presented feedback in the form of a
discussion or indication of the mother’s current mental health state:
Mother: Uhm. I just felt a little bit weird, like, what was the point [of doing the
EPDS]?
Mother: It would be helpful to know what we were like when we were given the score
back.
Knowledge of the EPDS process was assessed by their knowledge regarding purpose
of EPDS, EPDS implementation, and reviewing EPDS results. Based on the participants’
responses, the overall EPDS was determined to be suitable for midwives but not for the
mothers as mothers lacked clarity in some aspects of EPDS application.
Misinterpretation of EPDS.
Some mothers (n = 3) found that the questions were “understandable”, “made sense”
and did not “need explaining about them”. Other mothers (n = 3) felt that the wording could
be “clearer” and “didn’t really understand them”. One mother was under the impression that
she could not approach or ask the midwife if she did not understand the questions:
Mother: …sometimes maybe the way they word things. […] like when you give it to
someone, sometimes, maybe the person may not be able to read and understand
correctly. […] And if it’s confidential, like, you know, you’re not allowed to talk to the
midwife, they might not fully understand?
Midwives expressed that the use of both positively and negatively worded items (‘I
have been so unhappy that I have been crying’ followed by ‘I have been able to laugh and see
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the funny side of things’) caused confusion because the questions “ask you one way and then
ask you the other”. Other questions were thought to cause confusion and misinterpretation:
Midwife: But the sleeping question is a big one, I know a lot of people answer positive
to that but they're actually not sleeping just because of pregnancy discomforts or
something like that.
Midwife: Some of them are worded a little bit… funny. So I need to explain them.
Especially, the “things getting on top of you”.
Midwives shared differing strategies of how they would help aid the mother’s
misunderstandings:
Midwife: There’s one thing I always say to people […] is to be very careful the way
you read the question.
Midwife: I might change a couple of words. Or I read it to them, and if I don’t get an
answer, then I’ll change the words around to get an answer.
Midwife: …all I can do is read the question, uhm, but with reading it, cause I can’t
put any more information or anything, cause it skews the whole test. But what I can
do is answer to her confusion around that. […] I try to [not change the word of the
questions] as much as I can, cause what’s the point of it, if you’re doing a score for
that particular test, you can’t really change the wording cause it could change the
whole test?
However, inaccurate answers (due to misinterpretation and possibly unsuitability of
the question) that are not indicative of the mother’s feelings, may unfold mental health
assessments that are unnecessary and potentially more harmful for the client especially if they
already possess mistrust and fear of the system. The importance of further enquiry and having
conversations about EPDS responses is stressed:
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Mother: I thought of harming myself. Yeah, like, when? When you were thinking
about it yesterday, last week, when you were 16? You know? That’s yeah, just some
need to be a bit more clear, clearer.
Mother: I think the questions are okay, the one about harming yourself, I don’t…
like… ever feel like that… but it’s just a scary thought to be there. It’s just scary, the
thought of, if I ever had like, the thought of hurting myself.
In short, mothers expressed varied opinions about the potential for misinterpretation
of the EPDS, such as the clarity (or lack thereof) of wording and questions. Midwives were
more inclined to think misinterpretation was a significant issue.
Presence of others.
It is common to have family members and/or support persons present at antenatal
appointments with the mother. This was well accepted and understood by the midwives,
though one mother did not feel this way:
Mother: they don’t really, it depends on who you get I suppose, but they don’t really
seem to very much patience for… when kids misbehaving and you know, we’re trying
to have a conversation and the kids are trying to talk, you know, they, they, seem to
get irritated a lot with it. Cause they don’t have any toys up there or anything hey.
[…] you’re a ward that deals with children, giving birth to children, and yet you’ve
got nothing here to occupy children while you’re trying to deal with the parents of
that children. They just expect that anyone that comes in here just has that one child
they have in their belly. […] Something to play with or to do. Even if it’s just like a
colouring in station. Yeah. Put them in a corner with a piece of paper and a pencil.
Or even a little TV with cartoons on it. Something.
Midwives had differing views of having family members, partners or friends in the
room when mothers were completing the EPDS. Some midwives emphasised that “answers
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should be their own and not someone else’s”, while other midwives were mindful of the
“importance of having relatives and friends who want to be there”. Having someone “look
over their shoulder” while she is responding could potentially impact her EPDS responses
and inaccurately reflect how the woman is truly feeling. In response to this, midwives will
ask whether “it is okay to talk about the EPDS with someone else in the room” or will “talk
and distract the partner so he’s not interested in the EPDS”. Mothers felt that having someone
else in the appointment room was a supportive experience but stressed that this was only if
the mother herself and the person in the room had a good relationship. Mothers felt that this
may not be applicable for other Aboriginal mothers in different situations:
Mother: But I think the time that they were asking me [the EPDS] was the wrong
timing. Cause they asked me when my partner was there. […]So say for instance, like
someone, uhm, had a partner that was violent with them, you know what I mean?
Obviously, they’re not going to be comfortable doing that kind of stuff in front of
them. […] Yeh, well I think in my situation, I was fine. Cause my and [my partner],
we were alright. But for other people and our community and that.
Mother: But I reckon if [Aboriginal mums] had someone with them that they’re close
with to do it with them, sit down and talk to, talk to them about [the EPDS], I think,
yeah, would help them a lot.
In response to this, midwives expressed using clinical judgement to “pick up on issues
in the room”:
Midwife: If they’re not comfortable, and because the quiz is-is written, they can do it
privately without discussing things without having someone else in the room anyway.
Uhm, I can get those answers and things like that discretely… and… if I do get the
feeling like they’re holding back […] I’d probably try and have a chat to them outside
of the room or things like that. Like when we’re checking your height of something.
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There may also be other culturally related reasons underpinning how a mother
responds to the EPDS. A mother’s portrayal of not doing well could signify the wellbeing of
the wider Aboriginal community, and thus, be inclined to alter her responses accordingly:
Midwife: If they’re seen to not be coping, and that, then that directly reflects on the
people who come in with them as their support people. And so, they feel, it’s like the
community feels responsible for this women’s depression and anxiety.
Mothers and midwives felt that the presence of other family members, partners,
friends or support persons in the room seemed suitable. This heavily depended on each
mother’s situation as the presence of others could lead to biased responding.
Adaptation.
According to national Australian clinical practice guidelines, the EPDS is to be
completed as a self-report tool, preferably without consultation with others (DoH, 2019, p.
160). This mode of assessment suggests that midwives provide the EPDS as an assessment to
complete by the mothers themselves. One midwife said she did not do the EPDS with
Aboriginal mothers, as it’s “an opportunity to do other [administrative paperwork] while
they’re occupied” doing the EPDS. Another midwife “offer[ed] them the quiz with a pen and
paper, and they don’t pick that up, I’ll just offer to ask them the question”.
It then became clear that regardless of whether the midwives gave mothers the EPDS
to do themselves or did the EPDS with mothers, all midwives adapted the current EPDS (as
per Australian clinical guidelines) by using it within the context of having a meaningful
conversation about the client’s life circumstances. This conversational approach as an
adaptation of the EPDS was featured in all the midwives’ stories. Even with the midwife who
does not do the EPDS with the mother, discusses the scores after and uses it for opening a
conversation with the client. Notably, this ‘adaptation’ of the current Australian clinical
guidelines for EPDS implementation is closer to its initial intended implementation. A recent

SUITABILITY OF EPDS WITH ABORIGINAL MOTHERS

78

paper by one of the original authors and developers of EPDS highlighted that “the
practitioner should discuss the responses with her, listen to her story” (Cox, 2017, p. 789).
Nine of 12 mothers said they shared their personal stories with the midwife when
given an opportunity to do so. Of those nine mothers, five believed that it was very helpful
and four of them said it was somewhat helpful. Three out of 12 mothers said they did not
share their personal stories. Reasons why the latter three mothers did not share their stories
could be due to many factors, though it seemed that the majority of mothers found sharing
her story helpful and a positive experience.
Eight of 10 midwives stated that mothers shared their stories, one midwife said it was
very helpful, six midwives said this was somewhat helpful, and one midwife said it was okay.
Of the two midwives that cited that mothers did not share their stories, one said this was not
at all helpful while the other said it was somewhat helpful (though this midwife was referring
to one particular client). Midwives found it helpful when mothers shared stories, particularly
about family members as they said it was good to know the involvement of the mother’s
family and how supported mothers felt in this familial context.
Using the EPDS as a standalone instrument in “isolation” was not seen as meaningful
for mothers. Midwives adapted their use of the EPDS by using it as an “icebreaker”, a
“platform” for “conversation starter”, and “a point of discussion” that “open[s] that doorway”
to uncover life stressors and worries impacting a mother’s mental health:
Mother: Well, if I first started doing it, I would’ve like, it would’ve been hard for me
to sit there and talk about it cause I’d just like to do it and that’s it. But uhm, after
when [the midwife] was talking to me, cause she was like really, she had a gentle like
voice so it was easy to talk to her about it and stuff. So yeah, it was really good.
Mother: They like, it could, open up questions for the midwife to be asking, the person
like. Because just coming out and having a conversation. It can, it can be hard
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sometimes to, for people to just open up, where you’re getting to know thing and you
can ask questions based on their answer. It’s, it’s so much easier for them to open up
because they’ve answered, so they’re obviously letting you know they’re okay about
talking about that.
The EPDS provided the mother with a score that did not necessarily “help her unpack
that she is anxious or depressed” or “pinpoint what area in your life (event or situation) is
causing you stress”. Rather than accepting the EPDS score by itself, midwives “delve further
in” and address complex social determinants and psychosocial factors of Aboriginal health in
an “informal way” to create greater understanding of the client’s context:
Midwife: …just making it more of a yarning session and making it more about getting
to know about the client. […] I would say things like, oh so I noticed that you have
ticked this one, did you mean this, could you explain it a bit more? […] I’d want to
look at it a bit more deeply, to make sure they’ve really have understood what they’ve
ticked.
This was clarified with suggestions of additional questions that could be embedded
into practice to address other contributing factors and vulnerabilities:
Mother: Maybe… Just ask about how you’re coping with… Your… environment that
your living with. This is, maybe a question for the young mums, you know, that like
live with family or like in-laws or something. Cause I know, from like past experience,
it can be… stressful living with lots of other people, like while you’re pregnant, and
that’s why you have a baby. And it can be like, overwhelming sometimes.
Mother: Ask how’s dad, and where’s dad if he’s not at the appointment, and all that
sort of stuff.
Midwives used the EPDS in a conversational approach that differed from the standard
antenatal guidelines of EPDS use (DoH, 2019). The majority of mothers felt that this
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approach was suitable, however it remained unclear how this informal and variable
adaptation of the EPDS was implemented with participating mothers and how this might
impact their experience in each case.
Benefits of EPDS (or lack thereof).
Both positive and negative comments were elicited. When mothers were asked how
they felt doing the EPDS, ‘comfortable’ was also the most selected descriptor on the Cloud of

Frequency

Words sheet (Figure 4).
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Figure 4. Mothers’ feelings about the EPDS described in a positive, neutral, or negative way. Frequency was
presented in descending order.

When healthcare professionals were asked to describe their perception of the mother’s
feelings about the EPDS, more negative views than positive views were chosen, with a strong
feeling of ambivalence (Figure 5). One midwife felt that the mother “did not think much
about it”.
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Figure 5. Midwives’ perception of how the mothers felt doing the EPDS, described in a positive, neutral, or
negative way. Frequency was presented in descending order.
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Again, midwives perceived that mothers would have unfavourable feelings towards
the EPDS, but in fact, mothers held desirable views of the EPDS. When midwives were asked
how they felt doing the EPDS, ‘comfortable’ was the most selected descriptor on the Cloud
of Words sheet (Figure 6).
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Figure 6. Midwives’ feelings about the EPDS, described in a positive, neutral, or negative way. Frequency was
presented in descending order.

Predominantly more positive responses were held towards the EPDS with a few
negative responses that were mentioned by the midwives. Differing views of the mode of
EPDS assessment were commented on:
Mother: Uh, cause I have like trouble speaking about things, it’s good to have it on a
piece of paper as well, so I can kind of tick it of off, and it’s easier to talk about it for
me and stuff. […] It’s really helpful and I reckon people should at least give it a try.
Yeah, it helped me a lot, yeah.
Mother: cause you know it’s easy to put pen to paper, it’s easy, it’s easy to lie.
Concerns about answering truthfully emerged in both the mothers’ and midwives’
transcripts. When asked about this, most mothers recalled responding honestly to the EPDS
questions, however, one mother recounted rating her happiness higher on the Likert scale
than how she actually felt:
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Mother: You know how they say, oh hang on, ‘I am unable to laugh and see the funny
side of things’. Uhm, I probably would say as much as I could, but really, I thought,
maybe a little bit higher? But really, I was not quite as much.
It was suggested by mothers that answering untruthfully on the EPDS could be
possibly due to the stigma of having mental health issues (measured by a higher EPDS score)
and a mother’s perceived uncertainty around subsequent involvement of child and social
services:
Mother: Whether they… see it, and answer honestly, is totally different than… I know
some would be worried about how they answers would come aross. […] Mmm, some
of them, like, they just like, if, they could get worried that if they had thought about
hurting themselves, is that going to affect what happens when my baby is born, you
know, is [Department of Child Protection (DCP)] going to be involved? Is all that
sort of stuff going to happen? Are people going to question me, and things like that.
[…] Some people are in a situation where they feel like if they do answer them
questions honestly, then there might be consequences after birth, and they’ll end up
losing their kids or something.
Some of the midwives expressed their suspicions about mothers not responding
honestly and wondered if mothers were “giving the answers that the [midwives] want”:
Midwife: And so some people will just, you’ll give them the same form, and then they
look at the response and think, oh I was happy then, I’ll just – I’m still happy.
Despite these concerns, mothers felt that it was “nice to have these questions” asked:
Mother: …it’ll be better for yous to know if we do need help or if there’s something
wrong.
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Midwives indicated that they believed that the EPDS was not necessarily the ultimate
all-important tool, but thought the EPDS was beneficial in being able to show an
improvement in a mental health over her pregnancy:
Midwife: But, we don’t need that score to be able to refer them on. So if they
immediately flag, or say that if you want to tell me that you’re struggling, that score
will help us get you help quicker, but I can refer you regardless.
Midwife: For me, I was glad to show her that she was coping better than how she
thought she was coping. So obviously she has improved.
Three mothers did not think about the EPDS questions after, but the mothers who
thought about the questions after EPDS completion found that this reflective process
enhanced awareness of own mental health:
Mother: …it helps raise some of these questions, and even if, they’re not, answering
100%, they can think about it you know, and then if they get used to the midwife, they
can talk to them about it.
Mother: Uhm, I think it was good for me, to think about it, to just have something to
like think over. And what I need to change, you know like, what am I going to do to
make myself feel better, and make my future better and future for bub, and stuff like
that.
The pen-and-paper method was thought to make it easy for mothers to answer
untruthfully. The possibilities of a mother not answering honestly were expressed by both
midwives and mothers. Despite these disadvantages of the EPDS, it was acknowledged that it
presented the opportunity to see improvements in subsequent scores over time and an
increased awareness of one’s mental health for the mother and for the midwife who can then
offer support.
Establishing relationship.
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The theme ‘establishing relationship’ was central to the experience of the EPDS
screening process. As the midwives spoke about their experiences with mothers, sub-themes
of ‘midwives’ approach’, ‘time and continuity’, and ‘Aboriginal staff’ were means to enhance
relationship between midwives and mothers.
Midwives’ approach.
The midwives embraced the use of humanistic approach to better facilitate
engagement with Aboriginal mothers because it’s “all about her” and “her time” during that
appointment. They indicated that using the yarning method in the antenatal appointments
creates “personal connection” and “interaction” that builds relationship with the mother.
Maintaining communication and engagement includes having “pauses to allow for a
response” and not “forcing mothers to talk about things they don’t want to talk about”. Using
humour and bringing up “personal stuff as a point of relating with kids” if the midwife “has
gone through pregnancy herself”, were also used to “break down barriers”, “lighten up the
atmosphere” and strengthen rapport with mothers.
Midwives reflected their experience of normalising the EPDS for mothers, explaining
that “everybody does this” and “nobody’s going to judge you on your score” as “there is no
wrong or right answer”. This, midwives hoped, allowed the mothers to formulate her own
choice and decisions. Being empathetic and non-judgemental are all examples of providing
women-centred care, which the midwives believed to have created a safer space for richer
discussions and more disclosure between themselves and the mothers:
Mother: Na, I think with the first [EPDS], getting, like how I did it at the first one,
and a few weeks, three weeks later, like look the last time I came, she asked me again
how if anything has changed or if… if I wanted to do it again, but… like I said, to the
questions- all the answers to these questions hadn’t changed for the first one, so I was
fine with not doing it.
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Mother: Like, she’s relaxing and not, she doesn’t make me feel on edge or anything.
[…] She’s, yeah. It’s good to have someone who makes you feel relaxed especially
when you’re not relaxed all the time.
Midwife: And if they don’t want to do the quiz, that’s fine. And I make them wanna
feel like… that it’s okay. Empower to, like, well you’ve made that decision, and that’s
fine and that’s great and that’s something that you’re doing for yourself. Like, making
them feel like it’s okay for them to say no, and yeah. […] I don’t want them to, I don’t
want to… make them feel like they’re being judged on why they are declining.
Midwife: Well, I think it is that, uhm, the, relaxed atmosphere of the appointment.
Like, and eye contact, and listening. Remembering their name and that sort of stuff to
empower the individual, rather than just being that 24 week pregnant women that’s
coming in.
In sum, building and maintaining relationships with the mothers was a priority for
midwives and mothers were receptive to this.
Timing, time, and continuity.
Routine practice requires the EPDS to be completed on the first appointment when the
mother registers (Austin et al., 2017). With consideration of the sensitivity of EPDS
questions, most midwives (except one) said that they chose to do this “towards the end of this
first appointment” after other standardised registration paperwork and forms have been
completed. This occurred when midwives and mothers have “had a good conversation and
got to know each other so that [the mothers] are probably a little more comfortable” when
rapport was built. Although midwives had the right intention to build rapport, mothers
relayed their own preference:
Mother: I think, I think, the form, like, maybe not giving this to them on the first visit.
[…] Giving it to them, like the 3rd or 4th visit, when you’ve built up that relationship
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a bit and they’re a bit more comfortable. […] Cause it’s sort of, you know, […] I’ve
just met you and you wanna know, you know. A bit confronting, you know.
Time flexibility and continuity of care (i.e., seeing the same midwife as best as
possible) were presented as key to enabling the service to be tailored to the women’s
preference and circumstances. A mother found that her previous antenatal experience at a
tertiary hospital, compared to her current service, “felt more like business where they get you
in and get you out”. The Aboriginal specific services, one of which follows the Midwifery
Group Practice model, has the “flexibility of longer appointment time, which allows extra
time to explain the EPDS, results and process so that the mother is comfortable with what’s
going on”. The health services that provided time flexibility and continuity of care were
experienced as more “family-oriented, personal, and supportive”:
Mother: It’s good to see the same person. Instead of changing it up and seeing a
different person and having to answer the same questions over and over again. […] It
is, it is a bit thingy sometimes when you walk in and see someone else, and you know
like, anxious sometimes, well obviously, it does get a bit. Okay, there’s someone new,
am I going to be asked the same questions, do I have to go over everything again. […]
Like seeing the same one over again is just, feels, like it’s getting more personal.
Mother: At least with, you know, midwife, it’s just the same person and they know
what’s going on and yeah, sort of just moving forward.
Midwife: You don’t automatically get someone’s trust, uhm, and that’s why I love
continuity. Because you see them a few times. And in the end, they know, you are
being trustworthy and you’re doing the best thing for them…
In contrast, the lack of time was portrayed to be a consistent barrier for midwives:
Midwife: Time constraints. […] But that’s the thing is that you go, to a level, and then
I’m going to refer them where there is more time and you could from a midwife’s side
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go deeper but probably I would say, I don’t, because of that, and it’s a pure time
thing.
Mothers felt comfortable when the midwife focused and paid attention to building a
relationship with her. Midwives expressed that inflexible duration of appointment, restricted
by health regulations, was a considerable barrier in allowing them to take the time to establish
a relationship with the mother.
Aboriginal staff.
The assistance and support of Aboriginal health workers, liaison officers, and
grandmothers had been incorporated into health policies and protocols and were understood
to play a vital role in EPDS screening process. Midwives informed mothers that Aboriginal
support staff were readily available to attend appointments with them. The health services
that did not have Aboriginal staff employees suggested that perhaps employing Aboriginal
staff would have helped to improve communication between midwife and client by yarning in
a less threatening way:
Mother: Yeah, if I were sitting down and talking with an Aboriginal women, I think I
would have felt, like a lot more comfortable […] like speaking about it, like the
questions and that, and like everything that’s happening […] …I would have spoke
more freely, or like, you know, like I could ask, or like tell things about, things that
like, I read a question, I could speak freely about why I feel this way or like, anything
like that.
Mother: …uh one on one half an hour session with like, a uhm, an Aboriginal liaison
officer. […] at least then, for instance if… like, [a midwife] don’t really notice it but
someone else might.
Midwife: They know they’ve got access to either the midwives, if they like the
midwives, or there are Nyoongar people here if they want to speak to them.
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Midwives stated strengths of having Aboriginal staff (Aboriginal Health Liaison
Officers, Aboriginal health workers, Aboriginal grandmothers) who “knew a little bit about
the families” would touch base with the mothers to ensure that supportive links and referrals
have been made.
A summary of the themes is presented below in Table 2.
Final Comments and Additional Recommendations
Midwives articulated that the years of experience working with Aboriginal families
and as a midwife and/or nurse imbued them with confidence in EPDS administration. This
did not detract from midwives making mistakes but it was ongoing learning process that
guided their current practice. Adding to this, midwives urged new midwifery and nurse
graduates to reflect upon their own mistakes and practice.
When mothers were asked to suggest any improvements to the EPDS:
Mother: if you do have someone that doesn’t know or how to read properly, maybe
pictures.
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Table 2
Three Themes and Sub-themes Identified after Emergent Coding of 23 Transcripts
Themes
EPDS
Suitability

Sub-themes

Findings

Acceptability

Mothers: Accepted. Indicated that questions were straightforward and easy to understand.
HCP: Mixed. Some offer screening because it’s their job and the mother should make the decision. Some don’t offer because they do not
think it’s culturally suitable.
Mothers: Partially. Understood the purpose of completing the EPDS, but misunderstood how to complete the EPDS. Felt they did not receive
feedback.
HCP: Perceived excellence. Felt competent in the way they introduced, explained, and provided feedback.
Mothers: Mixed. Some thought questions were understandable and some thought wording needed to be clearer.
HCP: EPDS unsuitable due to lack of clarity in questions and wordings. Various strategies were used in response to the mother’s uncertainty.
Mothers: Mixed. Good to have support persons there if they had good relationship with them. Felt that family members weren’t welcomed.
HCP: Mixed. Depended on individual situations. Used clinical judgment to pick up on any issues in the room. Other ways to access
information from the mother.
Mothers: Felt that EPDS adaptation was suitable. Mothers suggested questions that were ‘more relatable’: living environment, family inlaws, and partner’s involvement.
HCP: Adapted current Australian guidelines of EPDS, using it as an ‘icebreaker’ and ‘conversation starter’, was suitable for opening
discussion.
Mothers: Pen to paper made it easier to talk about the questions. Questions can elicit some thoughts and awareness about her mental health.
Good for midwives to know if mothers need help.
HCP: Scores helped show improvement. Midwives do not need the EPDS to help mothers be referred, but will help.
Mothers: Pen to paper made it easy to lie. Majority answered honestly, except one rated higher on happy emotions. Possible reasons for not
answering honestly was involvement of DCP.
HCP: Suspicious of whether the mothers are responding truthfully.
Mothers: Well received. Mother’s felt like she was given choice to make her own decision, felt relaxed, and helped when midwife shared
relatable personal stories.
HCP: Empowered the mothers to have a say in her decision making. Eye contact, listening. Yarning method to create deeper personal
connection and interaction. Normalising the EPDS.
Mothers: Mixed. Good to see the same midwife but preferred EPDS to be done on 3rd or 4th visit, instead of 1st appointment.
HCP: Mixed. Did EPDS towards the end of the first appointment, continuity of care allows midwife to build relationship with mother and
gain her trust. Found it challenging when length of appointment was too short.
Mothers: Agree. Would speak more freely with an Aboriginal woman. An Aboriginal liaison officer may notice something if a midwife did
not.
HCP: Agreed. Try to include Aboriginal health workers and grandmothers in the appointment. If they aren’t in the appointment, the
midwives always provide an option for the mothers to seek support from Aboriginal support persons at the service.

Knowledge of EPDS
(purpose, process, feedback)
Misinterpretation
Presence of others
Adaptations

Benefits of
EPDS

Benefits
Disadvantages

Establishing
Relationship

Midwife’s approach

Time, duration and continuity
Aboriginal staff

Note. HCP = healthcare professional. DCP = Department of Child Protection.
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When midwife respondents were specifically asked about any further
recommendations or suggestions on the use of the EPDS:
Midwife: So [Child Health Nurses] don’t get a copy [of the antenatal EPDS], they
don’t actually know our results from pregnancy, which would be useful I think. If [the
Child Health Nurse] is going to do the EPDS postnatally, they should have access to
those results for sure because I would want to know if I was doing one, what their
previous things were, and if that was regular for them, or if they’d changed and that
sort of stuff.
Midwife: The only thing I don’t like it is the form the way we use, it is has one set of
questions for the initial visit. And then there’s the second column for the answers at
30 weeks. Whereas, I think, the previous answer should be hidden somewhere so they
have to actually read the whole form again.
Observable Data
Following a critical realist stance and grounded theory approach, integrating multiple
sources of data points (verbal, non-verbal, and observed data) is critical to developing a full
appreciation of the target issue. In this case, non-verbal data and behavioural observations
from interviews enriched the interpretation of data by highlighting the limitations of the
interview methodology.
Response bias.
Different types of response styles or response bias is the tendency to respond more
desirably and can arise depending on the interaction with interviewer as well as the
interviewer approach (Villar, 2011). When the transcripts were analysed, the common
narrative in women’s responses was that the EPDS was suitable for use. However, it was
noted in retrospect that, in effort to make mothers feel comfortable, there were a number of
comments made in the interviews that let the mothers know that the interviewer knew, and
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thought well of, the midwives and/or health workers employed with the service providers,
and that this perception of ‘allegiance’ may have influenced women’s preparedness to make
negative comments about their experience at the health service. For example, in one instance,
the interviewer mentioned the name of the Aboriginal health worker in the interview
conversation in a way that implicitly let the mother know that the interviewer had a good
relationship with that Aboriginal staff member. This may have made it difficult for the
mother to provide an answer that seemed critical of the experience at the health service and to
provide an answer that was socially desirable to the interviewer. It is reasonable that upon
realisation of this relationship, the participant would not be inclined to comment negatively
on the cultural safety and cultural inclusiveness of an Aboriginal specific service. The
participant proceeded to comment positively on the service when asked about her views of
the EPDS.
The demeanour and mannerisms of the interviewer may also have affected the
participant’s responses and narrative in some way. Demand characteristics in the interviewers
were also clear when the interviewers responded to an interviewee’s response with “good,
that’s good actually”, and “that’s good, that’s what we want to know”. These nuances could
have suggested to the mother that there were right answers which may have influenced
subsequent answers to agree with the leading suggestions of the interviewer.
There were also examples of some mothers demonstrating an acquiescent response
style – that is, agreeing to all questions or suggestions put by the interviewer. There was
evidence that this occurred in some interviews when the mother seemed to provide
contradictory responses at different stages of the interview depending on what the interviewer
seemed to be suggesting was expected or preferred.
Missed opportunities for reflective learning.
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Following a total of seven completed interviews, interviewers discussed and reflected
on observations and interview techniques. Several interview techniques were noted for
improvement including fewer leading questions and allowing for longer pauses and silences.
The yarning guide was developed to be used as a prompt and were modified to suit
preference and interview style of each interviewer. Interviewers found it difficult to balance
between remaining flexible in the flow of the yarn and following the guide strictly. Through
this reflective discussion, preliminary and informal themes also emerged and were recorded.
Upon later reflection, the use of reframing, summarising and reflective practice in the
interviews would likely have enriched the data and allowed exploration of some of the
‘unspoken’ elements or non-verbal observations from the interviews. It should be noted that
the time taken to listen and become familiar with the seven interviews and transcripts was
extensive and lengthy. If time permitted, the opportunity for interviewers to reflect on their
own and each other’s interviews would have been useful in improving succeeding interviews
and perhaps the limiting response bias.
Implicit meaning of narratives.
Further interpretation of the transcripts uncovered potentially cultural elements of the
EPDS experience. The clinical EPDS tool is used to identify those presenting with anxious or
depressive symptoms through gained awareness. There were two unique cases where a
mother asked the interviewer “how do you know” if you’re depressed and another mother
revealed that she was unsure of “reasons why [she] cr[ies]”. This disclosure showed that the
EPDS did not fully alert mothers to concerns about their mental health or did not provide a
platform for the mother to explore that with the midwife. When the latter mother brought this
up with the midwife, she said that she “vaguely remembered” the midwife explaining that
sometimes when people are pregnant, they cry “or something like that”. One midwife
commented that generally the EPDS does not help a woman who is unaware that she has
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depression or is anxious because a mother is “not aware that she’s not coping, she will tick
that she is fine”. Incidentally, these two mothers scored 7-8 (3) on the EPDS, identified in the
lower risk range. It can be suggested that these low EPDS scores may not accurately reflect
the mothers’ concerns and confusion about emotions and feelings.
Four mothers recounted that they usually keep things to themselves and “are not one
to share their feelings”, reportedly scored at a low risk range at 3-6 (1-3). In the interviews,
the mothers presented to be aware of her own depressive and/or anxious feelings prior to
doing the EPDS. When asked how the mothers responded to the EPDS, the mothers appeared
to be confident in EPDS responses claiming "where you think about it yourself, then you get
that feeling of which one you are”; either that “I feel this or I don’t”. One mother with a low
score of EPDS 3 (2) admitted that she may have over-estimated her happy emotions and
scored happier than how she may have actually felt. Mothers said they answered honestly on
the EPDS, but the level of awareness and knowledge of their own mental health should be
considered a key contextual factor when interpreting responses. It could be a possibility that
mothers are inclined to answer in a way that avoids opening up conversation with the
midwife.
In saying this, there was indeed congruence in EPDS scores and qualitative narratives
in some cases (n = 2). One participant expressed that she was “a little bit stressed out” when
asked if she had any concerns about her health and family situations. Another participant
remarked that she felt emotional over the past week and was unsure how she was going to
answer the question. These feelings that were expressed in the interviews were reflected in
their EPDS scores in the moderate risk range, 10-12 (4), which according to guidelines
indicates the need for close monitoring, reviewing and subsequent repeated EPDS in the
following weeks.
Triangulation of data sources.
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When verbal and non-verbal data from the interviews were analysed together, points
of incongruence highlighted the strong potential for response bias. Given that these biases
seem to have been operating at an implicit level, they may potentially also be in operation
during clinical use of the EPDS. That is, there may be parallel experiences, of acquiescent
responding and social desirability bias, in mothers responding to the EPDS when
administered by midwives. Interview sessions with the mother using the yarning method
mirrors the way in which the midwives use the EPDS and may have surfaced some of the
same demand characteristics. When mothers were responding to the post-interview survey, it
appeared that they were responding in a perfunctory form filling manner, which is distinct to
the engaging and conversational yarning process. The intentions of using the EPDS in a
yarning and conversational way to open up discussions was congruent with reasons why
interviewers were trained in yarning methodology – to build rapport, establish relationship,
break down barriers of any dynamic relationship involving implicit power dominance in the
research and clinical context.
Another correspondence between the clinical context and research context was the
presence of family members, partner, and/or support persons. There were times where the
partner or new baby was present in the interview yarning sessions, with one instance where
the family members joined the conversations as outlined in the unique focus group situation.
Interviewers were able to get a sense of the possible perceived interference of having a
presence in the room impact the flow of the yarn. At times, there was limited time in
consultation appointments (expressed by midwives) to explore symptoms and risk factors and
constrained time in yarning session (interviewers being opportunistic even though the mother
had another appointment to go to) to discuss EPDS experiences.
There were also some explicit signs of demand characteristics in the clinical EPDS
sessions. Midwives reported concerns about the mother’s responses (i.e., being suspicious of
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the EPDS responses) or in trying to help make sense of the EPDS questions (i.e., verbally
answering to her confusion). Some mothers explicitly reported that the EPDS questions were
not clear and did not understand some questions, with one mother stating that she felt that she
could not ask the midwife to clarify her confusion. Likewise, mothers implicitly attempted to
figure out what the research was about or what the interviewer was asking (i.e., being
confused about being asked about opinions or views about the EPDS) as evidenced by
altering responses to be agreeable and accepted by the interviewer.
There are many reasons that may impact the demand characteristics of an interview
context, whether it be research or clinical service. These include the inherent power
imbalance in the environment between the healthcare professional and client and researcher
and participant. This could explain the incongruence between the EPDS scores and the
mother’s narrative as the EPDS scores do not accurately reflect how they feel or what they
think. In the current study, it may also point to the broader, underlying, impacts of
colonisation and the associated mistrust of clinical services and of research.
Conclusion
Exploring the perspectives of Aboriginal mothers is key to revealing contextual and
experiential factors that influence antenatal service engagement. This study concludes that the
existing data was insufficient to fully determine whether the EPDS was culturally suitable or
unsuitable for Aboriginal mothers. However, certainly some mothers and midwives have
concerns about some elements of the EPDS tool and screening experience.
The body of literature and findings from this study showed the likelihood that the
relationship between the healthcare professional and mother was likely to impact disclosure
and hence, improve engagement and participation with screening services. Similarly, the
relationship between researcher and participants is likely to impact engagement with research
studies. Although the numbers of Aboriginal research participants and service attendance
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have increased, the evidence from this study would suggest that it is reasonable that
midwives are suspicious of the EPDS responses when mothers provide ratings that do not
seem to match with other indicators of her wellbeing. This may reflect lack of a shared
framework for understanding mental health, it may also reflect a response biases related to
power imbalance, shame, and fear of repercussions if a mental health issue is identified. The
impact of immediate and historical social power relationships requires strong consideration in
the researcher-respondent relationship and the clinical relationship – in both contexts, the
engendered effects of historical colonial policies may be apparent.
This study also revealed deeper conceptual challenges regarding responding and
answering questions from a competing space (researcher-participant) that raised how
alternative research approaches could be developed. The power dominant narrative in
relationships are perpetuated by post-colonisation consequences that exist in research and
clinical settings. This should not be overlooked when working with Aboriginal participants
and communities. Instead, a neutral and shared space between clinicians, researchers, and
Aboriginal individuals should be prioritised and valued.
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Chapter Five: Future Orientation (Implications & Recommendations)
Overview
This concluding chapter will discuss the significance of results, in conjunction with
the unexpected challenges and issues that were faced in the review process. Although the
differences in opinions and experiences yielded inconclusive results, this study’s findings
illuminated a powerful context around EPDS delivery. It is our hope that results will urge
changes in antenatal and/or perinatal standard guidelines and protocols that are easily
accessible to healthcare professionals. This chapter will also highlight how future research
can learn from this study’s logistical and methodological challenges. The process-oriented
and reflective nature of this research provided space to learn and this ultimately contributed
greatly to the overall quality of this work.
Research Purpose and Summary of Findings
The study aimed to gain greater insight into the experiences of Aboriginal mothers
living in metropolitan Perth who completed the standardised routine antenatal screening
measurement for depression and anxiety (the EPDS). Researchers sought to understand the
experiences of 13 mothers and 10 midwives by listening and respecting the stories that were
told. It was anticipated that findings would inform health professionals working with
Aboriginal mothers, and policy developers in providing an evidence base for planning,
developing, and implementing more culturally congruent care.
The unforeseen challenges were identified and responded to as described in the
Methodology chapter in order to identify the ‘best’ method. These hurdles were unpredictable
but were amendable through reflective and responsive approaches, a critical consideration
when working and researching within the Aboriginal space.
Mothers and midwives helped identify both positive and negative elements of the
EPDS. Three overarching themes and ten sub-themes were identified through yarning
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interviews that captured the essence of lived experiences. The resultant themes indicated the
suitability and benefits of the EPDS, with an important emergent focus on establishing
relationships. However, these explicit findings were interpreted in light of what was ‘not
spoken’ – the implicit narrative in the interviews. Specifically, the methodological limitations
of contextual demand characteristics introduced acquiescent statements and social desirability
response biases. Results illuminated parallels of questioning-answering paradigms between
the research interview experience and the clinical interview experience. The following
discussion suggests how findings can inform culturally effective EPDS screening and
research methods.
Discussion
Inaccuracies of EPDS.
Misinterpretation.
Australian clinical practice guidelines require the assessor to 1) identify available
health professionals to provide support, 2) explain the purpose of assessment screening prior
to conducting the EPDS screening, 3) identify and establish referral pathways based on the
woman’s preference, the EPDS score, and clinical judgement, and 4) ensure client safety
(Austin et al., 2017; DoH, 2019). Generally, there was a sense of understanding and clarity of
the EPDS implementation, where mothers found the EPDS somewhat desirable and easy to
use. However deeper enquiry about specific components of EPDS application and EPDS
questions revealed that mothers felt that they did not adequately receive feedback on their
results or have an opportunity to discuss how they were feeling after completing the EPDS,
leaving mothers feeling potentially vulnerable. In addition, there was some misunderstanding
around timeframes for responding to the EPDS where ratings of feelings were meant to be
based on the last 7 days. Together, these were indications to suggest that aspects of the EPDS
did not suit all mothers interviewed.
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Several similarities in the findings can be seen between this study and Godderis et
al.’s (2009) study. In both studies, mothers reported no major concerns in the EPDS and
indicated that it was straightforward and easy to use but EPDS question 6 (‘Things have been
getting on top of me’), question 7 (‘I have been un unhappy that I have had difficulty
sleeping’), and question 10 (‘The thoughts of harming myself has occurred to me’) were
discussed as problematic. Midwives in the current study reflected that question 6 was worded
‘funny’. What ‘funny’ entailed was not further explored in the interviews. Mothers in
Godderis et al.’s (2009) study found this question to be “confusing, awkward, and even
sexual” with one mother interpreting this literally as someone physically on top of her (p. 21).
Midwives in the current study expressed misinterpretation of question 7, where
responding positive to sleeping difficulties was considered to be often due to pregnancyrelated discomforts and not because of emotional difficulties. In Godderis et al.’s (2009)
study, mothers found that a lack of sleep was often due to anxious thoughts in addition to
parenting duties (i.e., feeding infant) that caused disruptions to sleep.
Regardless of the responses on the other EPDS items (i.e., even if answered 0 in all
the other questions), if the question 10 assessing risk of self-harm is identified, further mental
health assessments and referral pathways and supports should be arranged or undertaken in
accordance with local protocol/policy to ensure the client’s safety (Austin et al., 2017). In this
present study, mothers did not find the question suitable and again, were unclear that
responses relating to suicidal thoughts were restricted to the last 7 days. The women in
Godderis et al.’s (2009) study were hesitant to answer honestly as they feared feeling the
shame and guilt associated with suicidal thoughts and moreover, the consequences of health
systems intervening if they are perceived as an incompetent mother.
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In sum, lack of understanding of non-cultural (i.e., item-level of tool implementation)
and cultural notions (i.e., SEWB) may both be contributing factors in misinterpretations and
misunderstandings of the EPDS and resultant inaccuracies in EPDS responses.
Biased responding.
Biased responding on the EPDS on an item-level could be explained in a number of
ways. Many tool developers have adopted strategies with the intention to minimise response
bias, particularly acquiescent answering (van Sonderen, Sanderman, & Coyne, 2013), as
response bias poses a serious threat on the validity of the tool (Baumgartner & Steenkamp,
2001).
Response options and survey questions are written based on the assumption of shared
knowledge and understanding by respondents, so when questions are interpreted differently
than the original intent, the validity of the tool is weakened (Godderis et al., 2009). Altering
the direction of wording, by constructing positively and negatively worded items, assumes
that the respondent will read and understand the question and consider their responses
carefully; rather than providing a generalised response regardless of the question (Mirowsky
& Ross, 1991; Schriesheim & Hill, 1981; Watson, 1992).
However, as a tool that measures depressive symptoms (EPDS), there were positively
(I am sad) and negatively (I am happy) worded items, but midwives perceived this to be
confusing for mothers and themselves. Even though item questions were possibly altered to
reduce the risk of response bias, this still created a degree of perplexity for users. Being
aware of this kind of acquiescence response set bias can help understand how the respondent
feels about the topic rather than the specific content of the question (Barnette, 2000). In the
translation stages of TAIHS EPDS, the use of facial expressions was changed back to the
original 4-point Likert scale because tool developers noticed that mothers were responding to
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the happiest smiley face. TAIHS EPDS developers considered acquiescence styles and
responded to this bias through a process of trial-and-error (Hayes et al., 2005).
Evidence of misinterpretations and biased responding were apparent when mothers
and midwives mentioned that there would be cases where mothers would be inclined to
answer untruthfully due to negative consequences, such as DCP involvement. One midwife
commented on how the mother’s EPDS responses may reflect how her community feels
rather than how the individual woman feels herself. Individual wellbeing may often have an
attachment to community-level wellbeing (Biddle, 2014). Cultural factors may influence the
way the EPDS tool is understood, accepted, and used, and potentially impacting the way
clients respond – either accurately or inaccurately.
Adaptation of standardised EPDS.
Midwives providing care in mainstream hospital-based maternity services are
required to follow the current Australian clinical guidelines, which is to provide the EPDS for
the mothers to complete by themselves unless otherwise suggested or preferred by the
mothers. However, in the current study, it became clear that midwives have adopted a
conversational approach when using the EPDS with Aboriginal mothers. Indeed, most
mothers found this approach suitable, evidenced by their expressed favourable views, though
how this approach was implemented with each mother and the possible inconsistency in how
midwives implemented this adaptation requires further investigation.
Paradoxically, as mentioned earlier, John Cox recently published an editorial to
clarify the misuse and misconstrued applications of the EPDS. The EPDS was originally
intended to discuss the responses with the respondent (Cox, 2017). It’s become apparent that
what is functionally, an adaptation by midwives working with Aboriginal mothers, is not in
fact an adaptation of the original EPDS but an adaptation of the EPDS as outlined in
Australian standard clinical guidelines.
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Evidence of midwives following current standard guidelines that are not congruent
with Cox’s considerations of EPDS use is indicative of institutional and governmental policymakers exerting deep influences in how clinicians provide a service. This reflects the current
systemic climate that midwives work within, where Key Performance Indicators are required
to be met and maintained at a sufficient level; as set by statutory health bodies and authorities
(SMS Management & Technology, 2015; Sustainable Health Review, 2019).
For example, restrictive appointment times in workplace structure and institutional
policies place enormous pressures on already overworked midwives (Buist et al., 2007). The
essence of time posed a significant concern especially when the time required to connect the
EPDS score with mental health history is necessary but time consuming (Matthey et al.,
2005). This was consistent with the message from the interviews with midwives. One
midwife working at mainstream hospital revealed that she did not have time to address the
deeper issues and concerns with the client. In contrast, midwives working at the Midwifery
Group Practice (MGP) program felt that there was more time to address adverse events and
discuss protective networks. Mothers do feel that they have more choice and more time to
discuss issues and comprehend informative psychoeducation when accessing MGP programs
(Butler et al., 2015). The dissonance between taking a sensitive, caring, and genuine approach
in taking the time to build a partnership with the mothers in comparison to a structured
mandated approach to practice could hinder the way healthcare professionals are able to
engage with mothers (Rollans, Schmied, Kemp, & Meade, 2013).
It certainly is common practice that Aboriginal mothers do enter mainstream hospitals
for antenatal care during her perinatal journey (Hayman, White, & Spurling, 2009). This was
evident in the focus group, where the participant’s sister (who was Aboriginal) was accessing
mainstream services and not the Aboriginal specific program. Therefore, while neither the
original EPDS nor current Australian guidelines of the EPDS were validated in this study,
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findings can remind healthcare professionals on how to use the EPDS, according to the
original intent, when working with Aboriginal mothers – in mainstream and Aboriginal
specific services.
Conversational approach.
Both the current study and Godderis et al.’s (2009) study highlighted the importance
of further clarifying the phrases for mothers and/or to ensure that participants’ responses were
indicative of how they truly felt. This is particularly important when literature posits that
Aboriginal mothers who had experienced histories of trauma, removal of children, sexual and
physical abuse, neglect, or violence, could be at higher risk of self-harm thoughts (Zubrick et
al., 2010). It is then even more important that current and historical exposures and
experiences are explored with the mother so healthcare professionals could collect
comprehensive data to better identify possible risk factors.
Instead of using the EPDS as its currently described method in Australian guidelines
(i.e., giving the standard list of questions via pen-and-paper method to the mother for her to
complete it herself), healthcare professionals could consider further exploring outside of the
typical medical and psychiatric history-taking. National guidelines propose assessing for
psychosocial factors, either to start a conversation or to use a psychosocial assessment tool
such as Antenatal Risk Questionnaire (DoH, 2019). It is known that socioeconomic, health,
and lifestyle circumstances could impact a woman’s pregnancy and emotional wellbeing
(Clarke & Boyle, 2014). But if women are not flagged as ‘at risk’ according to the EPDS
score, perhaps it is perceived by midwives that further psychosocial screening is not
warranted considering time restrains and other priorities.
In WA, health guidelines propose ancillary questions in addition to the EPDS to
assess for psychosocial risk factors (Brooks et al., 2009). An additional seven questions were
suggested to be asked during the antenatal period, such as feelings depression or being
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worried during pregnancy, difficulties accepting pregnancy, daily hassles,
goals/achievements, feelings of guilt, and education. A combined approach to perinatal
screening practice has been outlined in both national and WA perinatal guidelines (DoH,
2019; WA Perinatal Mental Health Unit & Women’s Health & Family Services, 2011),
though these additional questions are close-ended (mostly yes/no, 5-point Likert scale)
response types and still may not be invite further discussions or allow opportunities for a
client to tell her story. There is recognition of contextual significance and attempts to
understand a woman’s context during perinatal mental health screening and assessment
practices, but what this study uniquely presents is the conversation surrounding the inquiries.
A nation-wide survey revealed that 79% healthcare professionals used the standard
list of EPDS questions, while 21% healthcare professionals undertook an informal approach
that weaved the EPDS questions into conversation as a way to assess risk factors (Highet &
Goddard, 2014). With the latter approach, healthcare professionals state that they “will ask
about ‘dad’ and family involvement and their support network” (Highet & Goddard, 2014, p.
54). Mothers in this study also suggested the importance of the involvement of both parents,
of understanding more about family and housing environment issues, and potential troubles
with other family members.
The mothers who were “not one to open up and talk about her feelings” also
mentioned the importance of being accompanied by a strong and supportive family member,
usually the mother or auntie. These findings are congruence with the importance of the
strength of family kinships in psychological wellbeing (Bourke & Bourke, 1995; New South
Wales Department of Community Services, 2009) as well as risk-exposed family contexts
(Hopkins, Zubrick, & Taylor, 2014). These realities that may seem to be unrelated to a
mental health screening are important information and drivers of how a mother can be best
supported during her perinatal journey.
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This collectivistic view of mental health can be seen as a form of holistic thinking. As
mentioned in the Literature Review chapter, cross-cultural factors and expectations mould
expressions of depression, and mental health, in different ways. Extensive research describes
how Aboriginal people experience and interpret mental health following the holistic approach
of social and emotional wellbeing (SEWB), with one study describing the following seven
attributes and values that enhance mental health and wellbeing: acceptance, respect,
forgiveness and integrity, honesty, courage, empathy, mindfulness, and spirituality
(Kilcullen, Swinbourne, & Cadet-James, 2018). Yet, SEWB measurement or identification is
severely lacking with 73.4% of Aboriginal clients who were not screened in primary health
services and for 25.4% of Aboriginal clients who had SEWB concerns, no further action of
support was offered (Langham et al., 2017). These missed opportunities for addressing
SEWB concerns outside of the typical Western paradigms and dominant mainstream primary
care requires attention.
Relationships.
If the apparently more suitable conversational EPDS version suggested by midwives
in this study was intended to elicit discussion, it is likely that other stressors in the women’s
lives would have been discussed. However, some mothers were unable to relate EPDS
responses with personal wellbeing, indicated by the uncertainty and confusion about her
emotions presented in the interviews. So, the way in which the EPDS questions were asked
(conversational), together with how the information was accessed (relationship-focused) were
considered to be of high importance.
Mothers expressed both positive and negative views of survey format (EPDS being
pen-and-paper), where some thought this format made it easy to lie and others found this easy
to talk about questions. Respondents’ attitudes towards survey administration, such as
perceived level of privacy, confidentiality, and anonymity, can possibly impact response bias
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(van de Looij-Jansen & de Wilde, 2008). Disclosing sensitive information could differ
depending on the mode of questionnaires (Ward, Clark, Zabriskie, & Morris, 2014). The
mixed responses that were presented about the pen-and-paper format in fact highlights the
individuality of women but also stresses the importance healthcare professionals building
relationships and strengthening rapport during the process of survey administration, rather
than the actual survey format itself.
In addition to cultural knowledge and risk factors contributing to mental health, the
SEWB of Aboriginal mothers and families are also compounded by the engrained mistrust
and fear with mainstream services. Service providers should be sensitive to the cultural
context and establish rapport before engaging the mother with sensitive questions around her
mental health (New South Wales Government Health, 2010). Establishing a supportive and
caring relationship between nurses, mothers and infants made EPDS screening a meaningful
experience for some mothers (Skoog, Berggren, & Hallström, 2019). Conversely, the lack of
relationship and mistrust in staff members could explain the failures of initiatives and the
unmet goals that are aimed at closing the health gap between Aboriginal and non-Aboriginal
people (Herring, Spangaro, Lauw, & McNamara, 2013).
Identifying effective relationship building strategies is important. Effective strategies
include: engaging with community by being present and accepted by Elders; establishing a
genuine relationship through yarning and allowing time and space for the relationship to
organically form; developing communicative approaches such as allowing a story to unfold
naturally, being patient and comfortable with silences, and avoiding intrusive questioning
(Jennings, Bond, & Hill, 2018; Mullins & Khawaja, 2018). Child and Family Health Nurses
demonstrated varying approaches to psychosocial assessment and screening, including
relationship-based approaches by generating an informal chat, smiling, and using
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compliments. Engagement and creating rapport and comfort with mothers was prioritised
(Rollans et al., 2013).
Working within the Aboriginal health space has centred on developing strong and
collaborative relationships and building trust and respect (Bennett, Zubrzycki, & Bacon,
2011; Highet & Goddard, 2014; Munns, Mahony, Miller, & Whitehead, 2016; O’Connor,
Chur-Hansen, & Turnbull, 2015). A way to focus on deepening the client-clinician
relationship is through clear evidence-base strategies incorporated in standard practice
guidelines.
What Went Well
This study was unique in giving women a space to reflect and speak about her own
cultural concerns or acceptance as Perth-based Aboriginal women. The women were given a
choice to make informed decisions throughout the recruitment process: agency in
participation and a choice in interview time and venue. The maintenance of confidentiality
during the interview was particularly important in this context too, where emotional and
physical safety was guaranteed during all interview sessions. All voices were listened to,
respected and honoured in what was explicitly said, what was implicitly said, and what was
observed in the interviews. This was apparent when interviewers did not exclude or disregard
stories and opinions of additional participants from unique focus group, when the
participant’s sister and brother-in-law unexpectedly joined the yarn. The originally planned
one-on-one yarn that organically extended itself into a group yarn encompassed enriching
information and added value to the overall analyses. This also portrayed the interviewers’
abilities to be flexible and adaptive when unexpected situations arose.
Indeed, all interviewers underwent culturally relevant training in order to achieve the
aim of conducting conversational and safe interviews that respected voices of women.
Interpreters also truly sought to understand the context, views, and experiences of Aboriginal
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women and were able to attain contextual meaning and influences by not ignoring the
inherent descriptions and explanations.
Limitations in Research Design
Demand characteristics.
There were limitations to the interview methodology of this study. Despite
considerable efforts, it was noteworthy researchers were unable to control or prevent a
number of demand characteristics that resulted in response biases which are likely connected
to a long history of disempowerment. Some demand characteristics were explicitly present in
the interviews, for example when interviewers explained what the research was about and
thus priming respondents to answer in a particular manner that is perceived to be expected of
them. Others were more implicit, for example responses to unintended and subtle remarks
incidentally made by the interviewers.
Other research in the literature also found demand characteristics and response biases
present in interviews despite having intentions to minimise this. For example, face-to-face
interviewing was the least burdensome for the respondent, as it requires basic verbal and
readings skills, but respondents have been shown to give more socially desirable responses in
face-to-face interviews surveys than in self-administration (postal) surveys (Tourangeau &
Smith, 1996; Presser & Stinson, 1998). Self-administered tests are more private and less
embarrassing to reveal information compared to face-to-face interviews. The style of the
interviewer, such as being a friendly and motivating interviewer that clarifies questions, has
been shown to achieve higher response rates than postal and other surveys; though this type
of communication style may also influence socially desirable responses (de Leeuw, 2002).
Additionally, when confidentiality was emphasised and assured by the interviewer, which is
strongly advised, respondents can become more suspicious of the sensitivities of the research
topic (Singer, Hippler, & Schwarz, 1992).
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In order to make sense of the mother’s point of view, both verbal and non-verbal
(demand characteristics and response biases) narratives were evaluated and analysed
retrospectively. Biased responding occurred at a process-level, found within research
interview methodologies and elsewhere and did not seem conscious on the part of the
respondent or interview. It seems noteworthy that what occurred in the research setting could
be displayed in the clinic setting and is also representative of what occurs in the real life
across other domains in health and not just specific to the EPDS use with pregnant mothers
and across other social interactions (Kihlstrom, 2002). Findings of this study drew parallels
between being questioned as a research participant and being questioned as a client. The
relationship with both a clinician and an interviewer is a conversation and collaborative
process between two individuals who have clearly defined roles (Orne, 2002). Clinicians
provide an ‘answer’ and a service to support while the client is seeking help, and the
researcher extracts information while the participant shares their personal experiences and
opinions; both client and participant hold a passive stance. Perhaps strategies to minimise
demand characteristics and response biases can then be applied across both settings.
Training and careful monitoring of interviewers to be neutral, to listen and probe
adequate and timely, and analysis of responses by the interviewer can minimise interviewer
bias, and thus reduce response bias (Bowling, 2009). Not interrupting a client’s narrative,
allowing them to choose what they want to tell when they want (Dyche & Swiderski, 2005),
and paying attention to the manner in which they tell their story (Kripalani, Yao, & Haynes,
2007) are interactive structures that emulate social encounters, and thus can be applied to
clinic sessions. Perhaps there needs a balance between ensuring that confidentiality will be
upheld and outlining expectations of the relationships and clinic sessions from the outset
(Singer, Hippler, & Schwarz, 1992). This should be done in a culturally sensitive manner so
that the client fully understands the situation and what to expect.
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Establishing a common ground and strong foundational relationship is a step towards
a collaborative and humanistic progression. If the client or participant is reluctant or focusing
on the content (and not the process) to simply complete the task, a way to overcome this
could be to ask the patient for feedback on their relationship with the clinician – whether
there are aspects of the relationship or the context that are inhibiting them from expressing
themselves freely (Iudici, Faccio, Gianluca, Castelnuovo, & Turchi, 2019). It could also be
helpfully noted to the participant that such demand characteristics are common – this
removes any sense of shame whilst also providing a safe space to ‘free up’ the mother to
respond differently. Relationship-oriented approaches can also be applied to the participant
and research interviewer relationship. This element of the current study has significant
implications with regard to how best to support honest, reflective responding in both research
and clinical settings, where the stakes are high and the perceived implications of
acknowledging vulnerabilities may include removal of children or patients being subjected to
mental health services that they do not wish to engage with.
Sampling.
Another limitation of this study is the purposive sampling of mothers and healthcare
professionals. Women who were previously wards of the state were not included in the
study’s sample. Not allowing a group of women to make an informed decision to participate
and/or share their stories continues to confirm the notion that they remain to be a ‘forgotten’
population (Swain, Sheedy, & O'Neill, 2012). This was considered a missed opportunity to
hear and learn from their experiences.
One of the inclusion criterion for mothers was to have completed the EPDS.
Naturally, Aboriginal mothers would have accepted and approved of the EPDS to some
degree if they were willing to complete it. Due to opportunistic strategies, the majority of
mothers were recruited from one of three health services, indicating that the service provision
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for most of these mothers were from a small portion of the healthcare professionals. Even
with Aboriginal specific services, participating mothers were engaging with in-clinic services
– more Westernised-ideals of service provision. Mothers who utilised more culturally
sensitive and friendly services like outreach services, home-visits, and community centrebased services were not captured or represented in these present findings (Calgaret, 2007).
The perception of government-run hospitals and service programs defined by
dominant culture are seen as negative and disempowering environments (Watts & Carlson,
2002). This can prevent mothers and families from accessing these services due to the fear of
deviating from what it means to be a ‘good mother’, and potentially leading to child removal
if deemed poor parenting practice (Ussher, Charter, Parton, & Perz, 2016). Differences in
nurses’ opinions and interpretations of assessment and screening delivery across home visits
and clinic environment suggested that the service location impacted the way assessment was
delivered (Rollans et al., 2013). Choice of environment is linked with building rapport with
clients (Watts & Carlson, 2002), so perhaps future research can expand the target population
to gather experiences of mothers who receive the EPDS being implemented at other more
culturally-safe and comfortable spaces, such as home-visits.
In regards to midwives, the health services that participated in this current study were
part of the larger study that is developing a new alternative perinatal mental health rubric for
Aboriginal mothers. Presumably, midwives’ choices to be involved in the larger study
stemmed from the standpoint of apprehension and disagreement of current perinatal mental
health screening processes. This was evidenced when aspects of the larger study were
mentioned in the interviews, such as the use of ‘Baby Coming You Ready?’. Although this
may be seen as researcher confirmation bias, the interviews attempted to uncover opinions
and the way in which midwives provide aspects of perinatal service (i.e., the EPDS) that can
support future EPDS screening.

SUITABILITY OF EPDS WITH ABORIGINAL MOTHERS

112

The calibre of midwives recruited had at least one year of professional experience
working with Aboriginal women, and this exposure of working with Aboriginal families
facilitated informed decisions to adapt the EPDS in their own conversational way. Experience
working in Aboriginal health possibly allowed healthcare professionals to gain cultural
knowledge and understanding, which shaped the way the EPDS was implemented. An
Australian study found that although GPs and Maternal Child Health Nurses were more
comfortable administering the EPDS because midwives felt out of their professional depth
having had less experience with perinatal mood disturbances (Buist et al., 2007). Midwives
and GPs perceived the EPDS as less useful, though reasons behind this statement were not
explained (Buist et al., 2007). Future research can gain greater understanding to differential
experiences across different professions; also depending on the stage of pregnancy (antenatal
or postnatal). For instance, adopting a longitudinal design occurring across an extended
period of time can uncover Aboriginal mothers receiving antenatal care from midwives and
Aboriginal mothers receiving care from child health nurses.
Aboriginal health workers sometimes accompany mothers in the room as a cultural
support person, however this study included only clinicians who administered the EPDS.
During data collection, an Aboriginal health worker rejected an offer to participate in the
interviews because they do not administer the EPDS. Subsequent recruitment of other
Aboriginal health workers was not pursued. Future research could explore experiences of
Aboriginal health workers who may not necessarily administer the tool but can maximise
insight into perceptions from all personnel’s point of view within this context.
Difficulties with recall.
Yarning and discussing about experiences relied on retrospective recall of experiences
of the EPDS. For some women, this experience was the first encounter with the EPDS, whilst
for others, the EPDS had been completed on other occasions with previous pregnancies. The
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time interval in between when the EPDS was completed to when the yarning session was
conducted differed across participants. Thus, the participant’s ability to genuinely recall was
a possible error that may have limited the accuracy of remembering past experiences.
Interviewers presented a blank EPDS questionnaire in front of the mothers during the yarning
session in attempt to prevent this. In addition to that, future researchers could ask participants
to rate on a scale of 1-5 recounting how strongly they were able to recall the EPDS. This
additional information would be helpful in determining how much their memories influenced
their responses.
Lack of generalisation.
It was mentioned from the outset that the extent to which findings can be transferable
and applicable to other conditions, like other states or regions of Australia, other Aboriginal
communities or groups, or other social contexts would be difficult to establish with the
focused sample of 13 women and 10 healthcare professionals. The organisational structures
of a health service differ across mainstream health services and Aboriginal specific health
services. For example, services operating under the MGP model allow for continuity of care
and time flexibility, which can impact a midwife’s approach to care and presumably different
interactions between midwives and clients as well. Findings do not aim to define the
discourse of how the EPDS should be used with Aboriginal mothers across Australia, but
these findings can be carefully considered when implementing the EPDS at other service
types. Due to the qualitative nature of this study, results cannot be generalised, though one
can argue that this evidence can encourage learning in meaningful and authentic ways across
services.
Issues and Barriers
Participation engagement and attrition.
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It was difficult to achieve an accurate representation of mothers. A number were
introduced to the research and then declined to participate after. Interviewers noted that some
mothers did not follow through in the yarning session. In total, it was estimated that 18
mothers consented and 13 mothers participated in interviews. Anecdotal conversations with
midwives revealed that potential mothers were either disinterested or unwilling to give up
extra time as the research was perceived to be “just another thing to do”. Midwives also
found it difficult to recruit mothers due to the unpredictability and rescheduling of
appointments when mothers did not attend appointments. This proved to have effortful
challenges for both researchers and midwives, especially when research was viewed as the
secondary focus in the first antenatal appointment – one that is already time-sensitive and
filled with information and standard forms. Hence, participant attrition for postnatal
recruitment was deemed untenable and the intended longitudinal methodology was
unrealistic.
These barriers were indicative of the nature of working within the Aboriginal health
space. Attending antenatal appointments for some mothers could be difficult, so agreeing to
participate in another ‘task’, like this research, may put additional strain in their lives.
Mothers who initially consented but did not follow through with the interview could be
encroached by other more pressing life events occurring from the time they consented to the
time of the interview or another antenatal appointment (i.e., ‘Do Not Attend’ appointments).
These accumulation of multiple stressors or combination of life events may be considerations
when working within this cultural population. Many strikingly similar stressful life events
that were experienced by some of the mothers were listed in a study that observed traumatic
symptoms with pregnant Aboriginal women (Mah et al., 2017). Research also suggested that
daily hassles, which includes life events and problems, are better predictors of psychological
wellbeing than life events (Ayers, 2001; Chamberlain & Zika, 1990; Lavee & Ben-Ari,
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2008), reflective of the personal issues expressed by RAs. The occurrences of these life
events were also presented in the midwives’ interviews which were not included in the
findings because it did not directly answer the research question.
This unwillingness to participate in research could be reflective of the history of
unethical approaches by non-Aboriginal researchers, patterns of collecting data for a period
of time and then not sharing with or returning to the community, or the lack of knowledge
translation after data has been collected (Humphery, 2001). The process of colonisation and
this pattern of being researched by a dominant society has cemented mistrust, suspicious and
a lack of interest as Aboriginal participants (Guillemin et al., 2016). In response to this,
conducting research with Aboriginal populations sought to uphold Aboriginal values and
embrace consultation with communities. In the process of doing so, researchers should
change their methodological approach (consent process and research evaluation) to engage
with the specific Aboriginal communities that they intend to work with (Fitzpatrick et al.,
2016). Community-specific feedback and preferences could lead to better participation rates,
stronger community-researcher relationship, and more meaningful research outcomes
(Fitzpatrick et al., 2017). The Footprints in Time study presents a good qualitative example
for consulting and listening to Aboriginal Elders and communities to ensure that research was
not only genuinely benefitting Aboriginal people, but identified ways in which research could
be improved from previous research (Penman, 2006).
Challenges in real-life settings.
Circumstances, like staff changes, redirected the progression of the original
methodology, which disrupted data collection and the ongoing reflective process of the
interviews. Staff changes, in addition to financial barriers like funding, occurring in a highly
complex and multifaceted and volatile working environment was again a true reflection of the
current climate working in this cultural space. These frequent changes on a micro-level
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(research project) and macro-level (government health organisations) were evidence of
unpredictability, staff retention, and lack of continuity.
Feedback loop and problem solving through shared information between participating
health services and clinicians were essential to improve methodology and break down
organisational barriers. The process of trial and error was necessary to resolve differences in
ways of working and develop strategies that ‘worked best’ between researchers, RAs, and
clinicians. This also meant that researchers were careful about the sensitivities around
overstepping boundaries.
It is crucial to promote building relationships and maintaining partnerships to create
an understanding between the perspectives of research and organisational real-life work. The
time taken to achieve this should not be underestimated. Researchers were willing to do
multiple visits between healthcare services and found that a strong foundation of trust, shared
understanding, and effective communication was helpful and necessary. Working in
Aboriginal health and research may appear to be disheartening and challenging. But it brings
together a close-knit group of experts who are truly motivated and passionate to improve
health and mental outcomes in an impactful way for Aboriginal women, families, and
communities.
Recommendations for Clinical Practice
Changes to standardised EPDS guidelines.
There are incongruences between national guidelines, WA protocol, and the original
intended purpose of the EPDS. A more direct and extensive process of EPDS implementation
should be outlined across all guidelines, including i) explanation of the nature of the
assessment (aim, purpose, how the questionnaire should be answered based on how she felt
over the past 7 days) and ii) reflective feedback on her feelings and a review of what the
score means regardless of what she scored. A learning package acknowledged that the EPDS
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is not culturally sensitive to use with Aboriginal mothers but outlined these stages of EPDS
screening in detail (State of Queensland, 2014). It also describes in detail what each EPDS
question is intended to ask so that there is no ambiguity in interpretation and translation when
the mothers asks for clarity (State of Queensland, 2014). Additionally, it recognised that
social yarning preceding EPDS administration was a good way to build connection, providing
a common example of asking Aboriginal clients which mob or country she’s from (State of
Queensland, 2014). This educational package had similarities with this study’s findings.
However, this learning package is Queensland-based and clinicians from other states may not
necessarily be aware of this.
There is a special chapter that outlines providing and optimising individualised and
women-centred pregnancy care for Aboriginal and Torres Strait Islander women (DoH,
2019). It suggests building a relationship with the client by understanding her context (both
strengths and adverse events) and that the client’s safety can be achieved when power
relations and cultural differences are acknowledged (Nagel, Thompson, Robinson, Condon,
& Trauer, 2009). Thus, cultural safety is critical in achieving better service delivery and
maternity care provision (DoH, 2019; DoH, 2016). But the emphasis on building patientclinician relationship and being aware of power relations were not linked to EPDS
application. Perhaps findings from the current study could be added to this chapter as a means
to strengthen what has already been found but also to focus attention on specific aspects of
antenatal EPDS service; improving pregnancy care for Aboriginal women.
Additionally, when interviewers asked for suggested future recommendations,
midwives expressed a lack of communication and inadequate information sharing between
the midwives (providing antenatal care) and the child and family nurses (providing postnatal
care) with respect to the EPDS scores and the stories that she may have shared during her
perinatal journey. Understanding and getting to know her context and journey could make a
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service experience more culturally safe and accessible for mothers. This consequent criticism
should be addressed in government health and service departments.
Perceived confidence in competence.
Interestingly, the participating midwives rated themselves as highly confident and
competent in their EPDS administration. But when interpreters listened to the transcripts, one
midwife appeared to be uncertain about the EPDS cut-off scores and asked the interviewer
for a copy of the EPDS during the interview. Another midwife appeared to be unaware that
the standard EPDS had been translated into various languages and was unsure where these
translated EPDS versions were located in the health service. This was surprising as midwives
interact with women of culturally and linguistically diverse groups on a daily basis.
Midwives’ perceived level of competence in the EPDS was questioned when mothers
expressed that elements of the EPDS were not well remembered, evidenced by the confusion
in interpretation and lack of clarity about receiving feedback. Perhaps midwife’s perceived
confidence in competence may override midwife’s ability to perform at the nationally
required standard. Overconfidence, a type of cognitive bias, can be present in clinicians who
overestimate their capabilities and can impact decision-making, such as diagnosis and
planning course of action (Kruger & Dunning, 1999).
Although midwives in this study had at least one year of experience administering the
EPDS, the level and quality of EPDS training that the midwives received remained unclear,
and more specifically, whether training addressed EPDS use within the context of using it
with Aboriginal mothers. As the trend of EPDS use continues to grow in research and clinical
practice, the EPDS should always be administered by a trained healthcare professional who is
up to date with the most recent evidence base.
Perhaps questions regarding EPDS training (i.e., frequency of refresher courses if any
at all, use of EPDS within multi-cultural contexts) could be explored in the yarning guide to
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reflect the depth of EPDS training. More research could also investigate factors in training
that could play a role in midwives’ actual confidence and competence, as variability of EPDS
training could have impacted the way midwives administered the EPDS.
A few midwives also remarked that they use clinical intuition with mothers, but this
in itself is a judgement of the client’s presentation and stories. An implicit assumption about
the client is made by the midwives during screening, and in this case a judgement is made
based on the objective EPDS score. Errors in clinical judgement can be generated by not
understanding the woman’s context and can be influenced by the context in which the clientclinician interaction occurs, set within the parameters and objectives of the health system
(Iudici et al., 2019). Instead of confirming a clinician’s expectations about a client, for
example the assumption that Aboriginal mothers often do not attend appointments which was
often raised in discussions, clinicians should be aware of their own stereotypes and biased
interpretation of someone instead of being fearful to have that discussion. Thus, a deeper and
more meaningful understanding of the client’s individual context and narration should be
sought.
Reducing cognitive biases, such as overconfidence, starts with awareness and
education, and this could likely require critical thinking, reflective practice and open
feedback (Croskerry & Norman, 2008). For example, the Aboriginal specific Yarning about
Mental Health clinician training for workforce demonstrated enhanced knowledge and
confidence in healthcare professionals (Hinton & Nagel, 2012). Although EPDS cut-off
scores have not been established with Aboriginal mothers, future antenatal training can focus
on reflecting or summarising responses back to mothers, irrespective of the cut-off scores that
determined provision of support and referral pathways. This corresponds with the proposed
changes in guidelines and protocols; mentioned in the paragraph above.
Individualised approach to care.
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Individual differences in item interpretations should be noted. This urges a clinical
need for more exhaustive and clear instructions on EPDS implementation (introduction,
explanations, reviewing and providing feedback) as well as checking in with individual
clients to ensure process of EPDS implementation is well received.
In a sense, results suggested that healthcare professionals working within this context
should become familiar with and consider social and cultural determinants, instead of
applying rigid Westernised definitions to mental health that is inconsistent with Aboriginal
SEWB. The EPDS adaptation allowed more fluidity in linking a woman’s story with her
EPDS responses, which could be applied to and translated into practice. However, some
mothers accepted the conversational element of the EPDS, some others did not (or at least
this was not well received when mothers suggested additional SEWB questions that could be
asked), and some struggled with understanding the questions while others did not.
Furthermore, it remains unknown how frequent and to what degree this conversational
approach is applied. There was little direct evidence in how the adapted EPDS was
implemented across individual mothers. The invariable opinions and views of the EPDS that
were expressed highlighted the clinical need for individualised approach to antenatal care as
well as cultural needs. Overlapping themes between this study and Godderis et al. (2009) also
demonstrated the invariable opinions and a clinical need for an individualised approach to
care. Indeed, there is evidence to suggest that applying a ‘one size fits all’ approach to
practice is not as effective as truly understanding the context of the individual client.
Aboriginal workforce.
Mothers and midwives expressed a preference of having an Aboriginal health worker
in the antenatal appointment room to provide a culturally safe and secure environment for
mothers who access such services. Institutional policies and protocol have enforced inclusion
of Aboriginal workforce in clinics and hospitals (AHMAC, 2012), in hope that the inclusion
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of an Aboriginal health worker, Grandmother, and/or health liaison will enable deeper
connection and understanding between healthcare professionals and mothers, especially at
times like the EPDS screening process (Bertilone et al., 2017). A compassionate and
empathetic approach to incorporating cultural support persons into practice could be of focus,
instead of responding reflexively to structured institutional policies.
A strong skilled and growing Aboriginal health workforce that is culturally
supportive, secure and competent and across all levels of the health system is encouraged
(State Perinatal Reference Group & WAPMHU, 2007). The notable example of Anangu Bibi
Regional Family Birthing Program in South Australia created the role of Aboriginal Maternal
and Infant Care (AMIC) workers to be more involved with the clinical care and practical
complexities as well as the emotional and spiritual support person for the mother, which
proved to enhanced relationships and engagement with the service (Middleton et al., 2017).
The Queensland-based educational package aimed to facilitate knowledge and skill sharing
between the practitioner and Aboriginal health worker (Queensland Health, 2013). Perhaps
this kind of model of care can be illuminated in Western Australia, such that an Aboriginal
health worker can be present to support a mother emotionally as well as physically (i.e.,
drawing blood, which may be fearful for some women).
The fact that none of the participating midwives were Aboriginal is an indication that
Aboriginal people are not entering or being retained the workforce. With staggeringly more
non-Aboriginal midwives existing today, with only 1.1% of 3,187 employed nurses identified
as being Aboriginal (AIHW, 2016), it is crucial to promote cultural security and competency.
However, one of the challenges outlined in the present findings is the conflict of interest with
community links between clients and their families and the Aboriginal midwives (Stamp et
al., 2008). If we continue to advocate for Aboriginal midwives to enter the workforce,
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perhaps in the future, there will be more available Aboriginal midwives if and when such
community and family conflict between patient-midwife arises.
The relationship between Aboriginal women receiving Continuity of Care journey
with Aboriginal midwifery students was a trusting, open, and comfortable one, where the
midwifery students supported, listened, engaged in and maintained professional boundaries
with the mother in spite of the close connections that exist within Aboriginal culture sand
communities (Kelly et al., 2014). New Aboriginal midwives should be supported, trained,
and retained in the midwifery workforce in a safe and contained way as an inspiration for
others to join.
It is noteworthy to mention that the preference of an Aboriginal person to be in the
room was not expressed by all mothers. So again, following a women-centred approach,
providing or offering to have an Aboriginal Grandmother, health liaison officer or health
worker present in the antenatal appointment should be the individual woman’s choice.
Recommendations for Future Research
Research design.
With the knowledge acquired from this research study, future research should attempt
to understand the comprehension and interpretation of each item on the EPDS scale
(Godderis et al., 2009). Rather than asking abstract questions of the woman’s overall
experience of the EPDS, it may have been helpful for the researcher to understand how each
question was interpreted and whether this was aligned with the original intent of the EPDS. It
may have also elicited more detailed or specific experiences if interview questions set
parameters for responses. For example, a few midwives mentioned that high scores on EPDS
question 7 (‘I have been so unhappy that I have had difficulty sleeping’) was often attributed
to lack of sleep due to pregnancy-related and physical discomfort and not due to emotional
health. Perhaps there were lost opportunities to enquire whether this was what the mother felt
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and if there were other items that were misinterpreted differently too. Conversely, this
adapted in-depth exploration of EPDS responses that the midwives used was a way to
stimulate conversation rather than trusting EPDS scores at face value.
Pragmatic limitations prevented a planned follow-up with mothers during postnatal
care. Future research can replicate this study and extend the time-frame to uncover
experiences of EPDS throughout a mother’s whole perinatal journey. Researchers intending
to conduct a longitudinal research study on perinatal depression with Aboriginal mothers
should be wary of some barriers to recruitment. Acceptance of and perceived relevance in
personal mental illness experience, participant-researcher rapport and trust in the research
team/institution, and accessibility of study procedures are strategies to maximise research
participation and retention (Andrighetti, Semaka, & Austin, 2017).
Research methodology.
Method of interview delivery is critical when researching sensitive issues and topics.
Especially with face-to-face interviews, the respondents’ answers could be influenced by
interviewers’ probing and judgement and as a result, respondents may choose to edit
responses that appear more favourable to the interviewer (Holbrook, Green, & Krosnick,
2003). Such responses may have influenced and prevented interviewees’ willingness to
provide truthful answers to sensitive questions. Consequentially, there appeared to be very
few respondent-initiated responses about EPDS experience, rather answers were given in
response to more leading questions by the interviewer in this study.
The importance of interviewer behaviour in research had been recently brought to
greater attention in cross-cultural studies. Approaches to research, often Westernised
definitions of the relationship between researcher and researched as non-equivalent and
imbalanced, are barriers to engagement, in which yarning can be a valuable approach to
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overcome this challenge (Fredericks et al., 2011). This method is an attempt to create rapport
between researchers and Aboriginal participants in a non-exploitative way.
Unlike the typical semi- or structured interview, a research topic yarn follows the
direction of the participant’s topic of interest but follows the predetermined purpose of the
research topic or question (Bessarab & Ng’andu, 2010). The nature of yarning that is present
in everyday lives of Aboriginal people means that yarning is a familiar way of
communication and thus honesty and openness can potentially be unfolded through this
process (Fredericks et al., 2011). This two-way approach to interaction and story-telling
(Nagel et al., 2009), seemingly informal, may not come so naturally for non-Aboriginal
researchers and individuals who are trained in following structured interview protocols. Yet,
this relational method (Martin, 2008) can potentially develop and strengthen the relationship
that allows Aboriginal participants to voice their opinions in research.
Cross-cultural yarning, which has not been extensively spoken about or researched
about in the literature, suggests communicative styles that weaved together Aboriginal
domains, non-Aboriginal domains, and mixed Aboriginal and non-Aboriginal domains
(Walker, Fredericks, Mills, & Anderson, 2014). Going beyond the research topic yarn and
accepting cross-cultural elements in yarning could be more culturally respectful and
responsive in attempting to establish relationships and achieve more in-depth information
sharing and knowledge building (Walker et al., 2014). This is particularly essential in
addressing and understanding power relations and dynamics at play in research and how
these are represented in various discourses. Discussions around the impacts of colonisation
clearly indicate a need for Aboriginal-centred and culturally-respectful research practices and
clinical practices that will assist healthcare professionals and researchers in their
comprehension of the client’s presenting issues (Sherwood, 2013).
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The expectation of implementing a longitudinal study was also due to the lack of
time. The time taken to incorporate methodology that prioritised Aboriginal values with
midwives’ roles should not be discounted. There were also changes in staff employees at
other health services and members within our own research team. Being mindful that this is a
preliminary study, crucial decisions to depart from the intended methodology required time
and money in order to maintain an appropriate methodology of high quality. It is known that
government funding for scientific research influences the dimensions of outcomes and
productivity of researchers (Jacob & Lefgren, 2011). However, this was found to be difficult
as funding for the current study was restricted by university funds and/or funds that belonged
to the larger study. With further understanding of the post-colonisation social dynamics and
dominant relationship, this preliminary study lays a strong and important groundwork for
future tool development and validation studies. Results also provide realistic parameters for
achieving an ethical and responsive methodology and for the funding implications that along
with that.
Aboriginal research workforce.
When conducting academic or professional research, adequate time and money should
also be invested in training and employing skilled Aboriginal employees to collect data
(Penman, 2006). Provision and delivery of supportive relationship-building and learningfocused training (i.e., workshops, courses, training) is critical across all research skills sets
and experiences, while being cognizant and open to navigating inter-cultural complexities are
opportunities to secure trainees and employees. Embracing Aboriginal researchers as part of
the research process or as one of the investigators could strengthen research capacity building
and participant engagement (Ewen, Ryan, & Platania-Phungm 2019).
However, some research has showed the use of Aboriginal interviewers did not obtain
better cooperation with the respondents. Reasons included that the non-Aboriginal
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interviewers were more trained (and thus more experienced) than the Aboriginal interviewers
and that a greater social distance between the non-Aboriginal interviewer and respondent
allowed the respondents to be more comfortable to respond on sensitive topics (Holbrook,
Farrar, & Popkin, 2006). Research-specific training, like strategies to reduce social
desirability bias (Näher & Krumpal, 2012) and the use of open/close questioning to increase
client participation (Iudici et al., 2019), should be relevant to both Aboriginal and nonAboriginal researchers.
Researchers in this study were carefully chosen (including Aboriginal community
members as interviewers), and Aboriginal specific research methodologies were adopted (like
yarning) to support cultural security of Aboriginal participants at all stages of research. These
measures were also taken in attempt to avoid response biases in interviews. However, these
were not sufficient in overcoming the challenge of demand characteristics of power
imbalance presented in the researcher-participant relationship. Existing research highlights
the importance of yarning techniques as a validated Aboriginal research method to enhance
engagement and facilitate rapport (Geia et al., 2013), but our findings show that more needs
to be done.
Implications
The findings from this study have reinforced that the culture of Aboriginal people
needs to be recognised and respected across all stages of the research journey and in clinical
practice. In the absence of anything more culturally suitable and relevant than the current
standardised EPDS, the ‘adapted’ conversational EPDS can serve as a tool to further explore
and understand a mother’s past and current psychosocial and SEWB in the context of her
EPDS responses. In addition to paying attention to the physical care of the mother and baby
during a standard antenatal appointment (i.e., weighing the mother, checking the blood
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pressure), different approaches to perinatal screening can highlight more sufficient support
and better improvements in emotional mental health.
The limitations of interview methodology had significant implications for research
methodology. It became clear that response bias (at item-level) influenced responses of the
mothers away from an accurate or truthful response as they felt they could not express their
EPDS experiences honestly. It is known that Aboriginal worldview is aligned with how
qualitative researchers make sense of the world (Hart, 2010). But future Aboriginal research
methodological framework should also acknowledge and pay attention to the Aboriginalsettler dynamic relationship and the inherent power imbalance engrained in relationships that
mothers are presented with at a clinical level and as research participants. Decolonising
theories and Aboriginal methods should continue to challenge mainstream research by
questioning such powerful social relationships that are often (historically and currently)
experienced by marginalised groups (Nicoll, 2004). A deeper understanding of the non-verbal
nuances of Aboriginal voices is integral in developing and moving forward with Aboriginal
methodological approaches to research in a way that does not silence Aboriginal voices.
Developing and implementing culturally relevant research strategies to address the
cultural interface should take into account the ongoing nature of colonisation (Sherwood &
Kendall, 2013). An example of scientific methodological fusion is one that upholds the value
and knowledge of Aboriginal communities above all while applying Western principles in
maintaining rigour in qualitative research. This amalgam stresses the following
considerations: amplifying dialogue of community voices and deep listening; being mutually
respectful strong research relationships; and integrating and utilising both worldviews and
knowledge sources (Kandasamy et al., 2017). The integration of both world-views should
give new impetus to research priority.
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The limiting features in this study’s interview methodology (at a process-level) also
note the underlying driving forces to EPDS responses, as evidenced by the reservations and
concerns expressed by participating mothers and midwives. The way in which Aboriginal
people experience researchers’ and clinicians’ inquiry (even despite the careful intention to
do no harm), continues to centre around Aboriginal-settler discourse. This was also made
clear by the midwives’ possible cognitive biases towards the mother’s EPDS responses. In
the absence of any alternative perinatal screening tool or research methodologies that suited
this particular sample group, as researchers and clinicians, we should orient ourselves to this
and be aware of how it impacts in practice.
Even with established policies that highlight the importance of relationship-building
and cultural knowledge, the extent to which these are applied are limited if they are ignored
or not recognised as a legitimate component within healthcare systems (Lowell et al., 2015).
The conversational approach to EPDS shared by this study’s midwives, is one that differs
from current Australian clinical guidelines, despite being aligned with the original EPDS
approach. This demonstrates how government policies and initiatives greatly impact the way
clinicians provide individualised care. This identified a need for change that requires a shift
in professional mindset that moves away from a systemic mindset governed by institutional
and organisational policies and protocols. Being flexible and willing to step outside of the
traditional professional role and formalities can be uncomfortable, but can be an essential
quality of the practitioner when cultural and contextual differences at stake (Mullins &
Khawaja, 2018). Change on both an individual/personal level, an organisational/agency level,
and a federal/government level is needed (Herring et al., 2013).
Protocols and approaches based on Westernised foundations and principles continue
to exist in mainstream research and health services in Australia. Ongoing attention and efforts
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must be made aware and maintained in order for more successful clinical outcomes,
governmental initiatives and research outcomes.
Translational knowledge plan.
Indeed, Australia as a nation has endured changes in cultural attitudes and have
shifted towards a positive direction. Yet, even with overarching good intentions of
government initiatives such as the Perinatal National Initiative Policies and Closing the Gap
Initiative (both heavily dependent on funding on a federal scale), there are no true
improvements in Aboriginal mortality rates in Australia (Commonwealth of Australia, 2019).
Every clinical encounter is an opportunity to collect useful national statistics and statistics is a
powerful tool for understanding health trajectories and realising disparities if it exists (United
Nations Development Programme, 2000). But this research argues the untrustworthiness of
such national data points (via EPDS scores) if EPDS use with Aboriginal population is not
consistent with standard guidelines. Limitations of inaccurate national statistics have
implications in terms of predicting prevalence rates or implementing perinatal services.
Therefore, it is proposed that these adaptations and strategies for rapport building
should be included in the guidelines and protocol as a clear message for practitioners. Once
findings have been successfully disseminated through publications and presentations,
findings can be carefully distributed to organisational services, such as those participatory
health services. These findings can be utilised as a culturally supportive learning resource for
healthcare professionals to ensure research findings and summaries of research are readily
accessible (Moore, Todd, & Redman, 2009); similar to the Queensland-based educational
package (State of Queensland, 2014).
Making research relevant to clinicians and practitioners is the cornerstone of
knowledge translation (Barwick et al., 2005). All findings should be made available to
clinicians working with Aboriginal mothers. The channels in which evidence-based practices
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are shared, applied, and communicated to practicing clinicians are clearly consequential.
Primary care clinicians who were aware of clinical aides and educational events sought
professional peers or colleagues as a source of information, whereas clinicians who were
aware of online training programs, sourced information through government organisation or
professional bodies (Dadich & Hosseinzadeh, 2016).
Aboriginal Australian people seem to be the most over-researched people in the world
(Hayes et al., 2005) yet the evidence-practice gaps remain. This lack of knowledge translation
plan in policy development and the informational power that remains unshared is once again
another dominance-driven example of Aboriginal people being ‘researched on’ instead of
researched ‘with’. As a clinician, and understandably with the emotional and cognitive
overload of tasks, keeping abreast of the latest research is often not prioritised. Nevertheless,
it is hoped that the findings from this research will encourage a change in mind set.
Personal Reflection and Growth
Human reflection is a production of knowledge. The difficulties that were faced with
governance bodies (ethics), healthcare site engagement, and data recruitment were valuable
in our reflective process. The ongoing feedback loop between the researchers, midwives, and
other stakeholders (i.e., clinical managers) was an integral part of learning to work with and
communicate between each other’s ‘spaces’ and ‘worlds’. It often felt like a difficult line to
thread between overstepping boundaries in other spaces (for healthcare professionals or in the
Aboriginal space) and not being too “pushy” (Donovan & Spark, 1997, p. 95). Hindsight and
reflective practice creates openness for opportunity and capacity to learn and reflect so future
research or healthcare professionals can learn from this too.
Non-Aboriginal discourse.
Learning through process and novel experiences should be acknowledged. On top of
the administrative roles that this research project entailed, like time management and
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organisation, the self-reflective skills that took place were enhanced in this research process. I
was able to reflect on my own experiences as a non-Aboriginal person and the biases and
cultural expectations that this brought. Evidence across studies showed that the presence of
an Aboriginal staff, whether it is a clinician or interviewer, provides cultural security.
Naturally as a non-Aboriginal, I was unsure about interviewing Aboriginal mothers. But with
cultural vigilance came confidence and I learnt so much in the interviews with the mothers
and I found a heightened awareness and cultural appreciation of the lived experiences on a
deeper level. Being a warm and empathetic listener truly allowed myself to become immersed
in the relational and non-directive yarn and to let go of the stringent research-controlled
questions (Jamshed, 2014). Being genuinely interested in her story is a quality that
researchers should embrace in order create space for trust and rapport building. This sense of
being present was evident in other avenues, like the workplace and at clinical settings.
It was difficult orientating myself within this research as I tried to carefully manage
not to overstep cultural boundaries. Taking a moment to pause, check with and include
Aboriginal colleagues and community members and those working with Aboriginal people in
all stages along the way was transformative to my growth. I learnt that it was about working
together and learning about each other’s worlds, rather than perpetuating the dominant
hierarchical narrative of yet another non-Aboriginal trying to ‘help’ Aboriginal people. It is
important to provide Aboriginal participants with a sense of ownership over their ideas. The
social structure of research (and researchers) already brings an unconscious bias and power
dynamic that dominates Aboriginal voices. So we need to actively listen to Aboriginal voices
and respect their guidance by advocating for what they want to see change in, while at the
same time, recognising the work that the research team has done to honour this. Through
personal reflexive approach to research, I was able to be flexible and open to the challenges
in my own thinking and positioning as a non-Aboriginal researcher and clinician. This
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journey has not a doubt been a powerful yet humbling experience to my personal growth as a
researcher, clinician and as an individual.
Time restrictions in a student capacity.
I acknowledge that there were missed opportunities during this research process, but
due to the restrictive time period that is expected of an MPhil, and the pressures of additional
personal factors contributing to my timeline (i.e., international restraints of a visa and fulltime course) made it very challenging and limiting to my learning opportunities and the time
necessary to facilitate this learning process. Had I more time, I would have focused on
improving my interviewing techniques and sought more consistent feedback throughout the
course. I understand that I hold the responsibility of my actions, but the time needed to build
relationships and set concrete strategies for data collection required prioritisation.
Moreover, research done in a university capacity can be limiting because of its
institutional restrains, which may not be acceptable for certain cultural-dependent contexts.
Within its specific limitations, research conducted within this space may not be applicable
outside the boundaries of the universities and thus not translatable to other communities.
Furthermore, findings may not be generalised to other institutions and health services because
organisations and institutions are operated under specific models and policies.
The significance of time played a huge role in this research project. From a clinical
standpoint, many healthcare professionals articulated the importance of time that either
allowed or restricted them from getting to know the client. Unfortunately, these time
restrictions were confined by the service’s protocol or policies. From a research point of
view, if time prevailed, more opportunities for reflective practice would have learning
significance for the interviewers and data recruitment. From a personal perspective, the
overall timeline of the research project was constricted by University and visa-related
policies, which in turn limited time necessary and pertinent for rich data collection.

SUITABILITY OF EPDS WITH ABORIGINAL MOTHERS

133

Final Conclusion
Aboriginal Australians continue to experience pervasive and entrenched
disadvantages. This study gave a culturally safe space for a small group of Perth-based
Aboriginal women to voice and express their stories, concerns (both cultural and noncultural), and lived experiences. Experiences of mothers and midwives had highly significant
insights to offer to this study. Results do not necessarily resolve the cultural concerns
conveyed by previous literature regarding the EPDS suitability for Aboriginal mothers. But it
was important to capture and convey the powerful elements revealed in mothers’ verbal and
non-verbal experiences.
Learning about the power of demand characteristics and response biases was another
key outcome of this study. Reflection on the complexities of reasons why biases occurred
illuminated more that can be done. Biased responses styles from mothers, cognitive bias from
midwives’ decision-making, and demand characteristics produced in interview infuse the
findings of this study, identified further challenges and ultimately informed firm
recommendations for clinical guidelines, techniques for future EPDS screening, and
alternative Aboriginal specific research methodologies. In the context of trying to improve
screening services with Aboriginal women, this research urges continued efforts to resolve
the issue of cultural suitability of the EPDS and to address a deeper understanding of the
dominant post-colonisation impacting Aboriginal lives.
Researchers may have reservations about the overall findings considering the
limitations, but we have accepted these limitations and are open to discussion. The
methodology and design were adjusted and accommodated, while staying true to listening
from the source of the user themselves (mothers) in ways that mothers wanted to see changes
in the services they were receiving. The researchers of this project exhausted all the resources
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within the parameters of time and money that the research was bounded by and accepted the
harsh reality that research (and clinical settings) needed to be well and extensively funded.
In sum, while there was much to consider in this research project, these learnt
experiences can be passed down to clinicians and future researchers in this field. It remained
that of a non-Aboriginal dominance that still exists in today’s research and health workplace.
This is symptomatic of the colonial-settler prerogative that requires a long process of change
and healing in Western Australia that will need to continue to happen. It is hoped that allencompassing contextual aspects of this research, including the findings, methodology
changes, reflections of real life challenges, can be used as reference points for lessons to be
learned by fellow researchers, practicing and future clinicians, and policy makers.
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Appendices
Appendix A: Published protocol paper for this study (Chan, Skeffington, Reid, & Marriott,
2018)
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Appendix B: Obtained ethics approval from Murdoch Human Research Ethics Committee
and subsequent amendment letters (#2017/125)
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Appendix C: Obtained ethics approval from Western Australia Aboriginal Health Ethics
Committee (WAAHEC #553)
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Appendix D: Obtained ethics approval from Western Australia Health Research Governance
Service – Women and Newborn Health Service and subsequent renewal letter (#2014062EW)
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Appendix E: Obtained ethics approval from Western Australia Health Research Governance
Service – St. John of God Health Care HREC (#1162)
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Appendix G: Socio-demographic questionnaires about participating mothers to be completed
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Appendix I: Interview Survey to be completed during the yarning session with mothers
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Appendix J: Yarning guide used as a prompt for interviewers during the yarning session with
mothers
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Appendix K: Cloud of Words to be completed during the interview session with healthcare
professionals
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Appendix L: Interview Survey to be completed during the interview session with healthcare
professionals
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Appendix M: Brochure containing information about the research that was provided to
mothers before they gave consent
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Appendix O: Information Sheet containing details about the research that was provided to
healthcare professionals before they gave consent

SUITABILITY OF EPDS WITH ABORIGINAL MOTHERS

208

SUITABILITY OF EPDS WITH ABORIGINAL MOTHERS

209

Appendix P: Consent Form to obtain healthcare professional’s consent before the interview
session

