
Supporting Isolated New Mothers in NSW 
Using an e-Health Program for Postnatal 

Depression: A Translational Research Project



A partnership between



3

Executive Summary

This research project was supported through the NSW Health Translational Research Grants Scheme. It was 
conducted across two local health districts, Murrumbidgee Local Health District and Western NSW Local Health 
District to investigate isolated women experience of post natal depression and anxiety. Given these women are 
isolated from traditional support services, this research explored the facilitators and barriers that exist and impact 
on the uptake of e-health interventions.

Through a translational research approach using mixed methodology, it was found that multilayered interventions 
are required to ensure isolated women are able to fully engage in e-health interventions focused on postnatal 
depression and anxiety. These are articulated further within the report but here a brief summary is provided. 

Interventions required from New South Wales Health include the provision of technology to ensure the clinicians 
have the equipment and web access to introduce and work with the mums, introducing them to e-health 
opportunities. Further, the strategies for introducing mums to e-health are included in the My Personal Health 
Record (The Blue Book).

For managers in the Local Health Districts, interventions are the provision of ongoing education and support 
for their staff especially in the allocation of time for visits with the mums and with information communication 
technology (ITC) literacy. It cannot be taken for granted that staff interacting with mothers have the skills to engage 
with e-health programs. The provision of equipment and technology support when troubleshooting is required, 
assists with engagement in e-health strategies. 

PIRI hold the intellectual property for the MMB program and feedback has been plentiful about the need for 
diversity within the program. The need for the inclusion of choice related to differing levels of literacy and diversity 
of languages is evident in the results. Cultural safety would be enhanced through including women who identify as 
First Nations and women from diverse cultural backgrounds. 

Clinicians are integral to the women accessing the e-health strategies. There is symbiosis between the women 
and the clinicians in that both need support. The clinicians need support from the health system and their managers 
so they have the education, the equipment, web access and the time to spend with the mums while guiding the 
mums through engaging with an e-health program. To facilitate continuity of care and collaborative care for the 
mums, the clinicians require feedback from referral agencies about the individual mum’s response to the program.

Mums are a diverse group whose needs differ. Any support strategy should respect this and be flexible enough to 
cater for diversity. The isolation felt by the mothers was alleviated by skilled, considerate clinicians and a program 
that reflected them and addressed their issues in a practical way. Our aim is to ensure facilitators and barriers 
revealed in this research are addressed providing an optimal environment of care for all mums with perinatal and 
postnatal depression and anxiety wherever they live.
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Under guidance from the Steering Committee, the terms ‘mum’ and ‘new mums’ are used throughout this report to 
refer to women who have a new child under the age of 12 months. After consultation with the Indigenous members 
of the Steering Committee, the terms Aboriginal, Indigenous and First Nation are used interchangeably throughout 
the document with respect.

Research Partners
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Steering Committee

Name Project Role Organisation Committee Role Time on Committee

Keryl de Haan Chief 
Investigator

Murrumbidgee Local Health 
District

Chair Sept 2018 – July 2020

Associate Professor 
Maree Bernoth

Researcher Charles Sturt University Member Sept 2018 – July 2020

Dr Joanna Carlisle Project 
Manager

Charles Sturt University Note-taker/
Alternate Chair

Sept 2018 – July 2020

Alicia Carey Researcher Charles Sturt University Member Sept 2018 – July 2020

Anne Roth Researcher Western NSW Local Health 
District

Member Sept 2018 – July 2020

Christina Hunt Researcher Western NSW Local Health 
District

Member Sept 2018 – July 2020

Sabrina Brown Researcher, 
Indigenous 
Health Expert

Murrumbidgee Local Health 
District

Member—
Indigenous Health

Sept 2018 – July 2020

Jodie Bruce Researcher Murrumbidgee Local Health 
District

Member Sept 2018 – July 2020

Professor  
Jeannette Milgrom

Researcher Parent-Infant Research 
Institute

Member Sept 2018 – July 2020

Dr Alan Gemmill Researcher Parent-Infant Research 
Institute

Member Oct 2018 – July 2020

Dr Andre Rodrigues Researcher Parent-Infant Research 
Institute

Member Nov 2018 – July 2020

Lucinda Jay Consumer 
Representative

Consumer 
Representative

Dec 2018 – July 2020

Deborah Stockton Researcher Operational Nurse Manager, 
Rural & Metro Day Stay 
Services, Tresillian

Member May 2019 – July 2020

Karen Griffin Researcher Tresillian in Murrumbidgee 
Family Care Centre

Alternate Tresillian 
Representative

Sept 2018 – July 2020

Melissa Brooker Indigenous 
Health Expert

Safe Start, Murrumbidgee 
Local Health District

Member—
Indigenous Health 

Sept 2018 – July 2020

Table 1: Steering Committee membership
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Governance Provided by the Steering Committee

The Steering Committee was comprised of partner organisations and a consumer representative. The Committee 
met monthly throughout the project and provided support and direction with decisions at key points during the 
project lifetime. It was the forum for discussion of issues such as the type of language to use in the information 
to the mothers, optimal ways of communicating with all participants and it proved invaluable in addressing issues 
related to recruitment. The Steering Committee was the forum for discussion of successes and challenges as they 
arose and provided guidance for the research team.

One example of this was in relation to the inclusion criteria for the project and the wording of the information sheets 
for mothers. There was some clarity needed about the interpretation of the Edinburgh Depression Scale question 
relating to self-harm. The outcomes of productive discussions, articulated by one of the members of the Committee 
were:

Concerns have been able to be raised and addressed in a timely fashion, enabling 

refinements to project implementation. This was discussed by the Steering Committee and 

clarification received on inclusion/exclusion criteria. This was relayed to the clinical staff 

and enabled an increase in the number of mothers able to participate in the study.

The consumer representative on the Committee provided input from her lived experience with PND and the 
research team valued her honesty in giving feedback about the terminology to be used in documents from the 
mothers. Her feedback to the Committee about her involvement was, as a consumer advocate I felt the Steering 
Committee welcomed me and valued my insight and input. Thank you.

Members of the Steering Committee were asked to provide their experiences of being a member. There were 
positive comments about the inclusion of a wide range of members from a variety of backgrounds, specialities and 
experiences. It was appreciated that the meetings were an opportunity to provide feedback, keep up-to-date with 
the project and discuss ideas for progression of the project.

As the Steering Committee members were from a wide geographical area, the meetings had to use an online 
meeting platform. This enabled team members to see each other and to get to know each other, even though it 
was through an e-meeting platform. As isolated health professionals, most of the Committee were very familiar with 
this mode of interacting. However, as one member pointed out, meeting virtually provides little opportunity to build 
relationships as I did not meet anyone face-to-face.

Significantly, several members commented that the Steering Committee has been highly effective in ensuring that 
the project remained focused, information was relayed as required and importantly, it enabled the sharing of ideas 
to facilitate the successful implementation of the project.
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Figure 1: Steering Committee’s December 2019 meeting
Top row: Anne Roth, Keryl de Haan, Jo Carlisle, Jodie Bruce. 

Second row: Christine Hunt, Alicia Carey, Melissa Brooker, Andre Rodrigues.
Bottom row: Alan Gemmill, Lucinda Jay, Deborah Stockton, Sabrina Brown.

Absent: Maree Bernoth, Jeanette Milgrom
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The MumMoodBooster (MMB) program is an online cognitive behavioural therapy (CBT) program which has been 
established as clinically effective (Danaher et al., 2013; Danaher et al., 2012; Milgrom et al., 2016) in providing 
treatment for new mothers experiencing postnatal depression and anxiety (PNDA). It is an interactive, six-week, 
self-directed CBT treatment program, closely comparable to therapy delivered in traditional face-to-face psychology 
sessions. Low-intensity, short message service (SMS) support provides regular contact and encouragement to 
complete the program. The format is highly interactive and includes: engaging content that can be individually 
tailored; online exercises and journaling activities; behavioural strategies; video vignettes and animations; tutorials 
of CBT strategies; online and email reminders for session completion; and supporting information in companion 
library articles.

There is comprehensive evidence supporting MMB as an effective and innovative web-based intervention for 
postnatal depression. Data gathered also suggests that new mothers reacted positively to the MMB online program 
and its features and the program performed well (Danaher et al., 2013; Milgrom et al., 2016).

In Australia, up to one in five postnatal women experience depression or anxiety in the first year, yet fewer than 
half seek help and even fewer receive adequate treatment (Milgrom et al., 2016). Data varies regarding the 
prevalence of PNDA in rural areas with some studies suggesting an increased likelihood and others recognising 
no difference. However, postnatal women living in regional, rural and remote communities often lack access to 
coordinated specialist services and trained mental health workers (PANDA, 2019). This, along with fear of stigma, 
can contribute to disappointingly low rates of treatment (Ross et al., 2016).

The impact of depression can be compounded by isolation and stigma and new mothers not recognising they 
are experiencing depression or not wanting to seek professional help (Ross et al., 2016). The use of an online 
treatment has the potential to reduce barriers to treatment uptake resulting in enhanced patient care, service 
delivery and outcomes for depressed new mothers and for infant development. As such, the focus of this research 
was to identify what are the facilitators and barriers to their access of the MMB program.

Innovative internet-based, self-paced therapies can facilitate moving evidence based interventions into practical 
health service delivery, including reaching populations in regional, rural and remote communities and can overcome 
many barriers to the uptake of effective treatment. As well as offering the convenience of engaging with treatment 
from home, web-based programs provide privacy thus overcoming women’s concerns regarding stigma (King et al., 
2010). Bringing effective, evidence based, online treatment to women where and when they need it has massive 
potential to prevent and ameliorate the impact of depression on health and wellbeing at a population level.

Various factors can influence implementation—system complexity, internet reliability, costs, planning, policy 
concerns, and clinicians’ and women’s attitudes towards the technology. The aim of this study was to identify the 
key barriers and facilitators to accessing the online MMB program for isolated and hard to reach women in areas of 
regional, rural and remote NSW, specifically, new mothers living in the Murrumbidgee Local Health District (MLHD) 
and the Western NSW Local Health District (WNSWLHD).

Providing mental health interventions to help develop more robust mental health for mother and family in the 
perinatal period is critical for infant development. The NSW Mental Health Commission’s (2014) plan, Living Well: 
A Strategic Plan for Mental Health in NSW 2014–2024, recognised that the perinatal period represents a period of 
particular risk for maternal mental illness. Disruption of the parental relationship can result in delayed social and 
emotional development and/or significant behavioural problems for the infant. Therefore, providing appropriate 
care, early detection and intervention along with evidence based treatments is crucial.

Introduction
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The MLHD Mental Health and Drug and Alcohol Clinical Service Plan (2014–2019) (MLHD, 2014) recognised the 
difficulties that geographical location poses with regards to access to services and that utilise the online therapies 
as an augment to existing clinician services. Further, it acknowledges that such a program would provide more 
equitable access for consumers across the local health district (LHD) and help redress some of the geographic 
isolation issues. The NSW Rural Health Plan: Towards 2021 (NSW Ministry of Health, 2014) also supports the 
implementation of e-health solutions and strategies to enhance access to health services in rural NSW.

The MMB program has been implemented in clinical settings but the focus of this research was to translate the 
approach to isolated new mothers who may have barriers to accessing the program. The effectiveness and 
replicability of the online program have already been well established but this project focused on exploring ways 
to implement the online treatment program within two LHDs with high rates of isolated new mothers (MLHD & 
WNSWLHD) and look at key factors associated with effective implementation. Recommendations for replicability 
and sustainability are contained in this report and further enhanced by the use of the Guidelines for clinicians 
manual entitled, Considerations for the implementation of e-health interventions using MumMoodBooster.

Ross et al. (2016) recognised that the implementation of e-health interventions as a referral pathway option is 
complex and characterised with issues that can either support or hinder their uptake. Innovation characteristics 
such as technology adaptation, complexity and cost can make it difficult for programs to be used. The environment 
in which the intervention is being offered also influences uptake with factors such as service and intervention 
compatibility, practitioner attitudes, resource availability, leadership engagement and access to information 
presenting possible barriers to acceptance of the intervention. In order for an online intervention such as the 
MMB program to be integrated successfully into a health service referral pathway, there needs to be a thorough 
understanding of the barriers to its utilisation and identification of what supports optimal implementation of the 
online tool.

The challenges articulated by Ross et al. (2016) were were supported in this research but were extended by 
seeking to identify strategies to address the challenges. Through the research, as documented in this report, 
the project team listened to the experts—clinicians and new mothers—and appreciated what facilitated their 
engagement, made suggestions about addressing challenges and provided support for other clinicians who sought 
to engage new mothers in an e-health program.

The aims of the research were to:

•	 Evaluate the implementation of the MMB program to support isolated and hard to reach new mothers, 
identifying the key facilitators and barriers impacting optimal uptake

•	 Provide information for adjusting the MMB program for wide-scale implementation and replication across 
other rural, remote and isolated areas of NSW.

The question answered in this project is:

•	 What are the key facilitators and barriers that influence implementation of MMB treatment for hard to reach 
women living in rural, regional and remote areas of NSW?

This research provides data to inform a practice model that enhances the uptake of online therapy for isolated 
mums and supports clinicians as they promote the use of online therapies to mothers in their care. The aim is to 
identify facilitators and barriers to mothers in isolated and hard to reach locations, identify solutions to reinforce 
enablers and overcome barriers to access the e-health program.
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The impact of untreated maternal depression is well documented and devastating yet, there is treatment available. 
So, it is of great concern that up to one in five Australian women experience depression or anxiety in the first 
year, postpartum yet fewer than half seek help and even fewer receive adequate treatment (Milgrom et al., 2016). 
Treatment options are well researched and there are even treatment options 
available for those mothers who are isolated—whether it be due to their geographical 
location or just because of the practical and emotional/social isolation of being a new 
mother.

Untreated postnatal depression can significantly affect the developing infant, the 
mother–infant relationship and the partner relationship as well as the relationships 
with others in the family. In order for the infant to develop, they require a sensitive 
and in-tune primary carer to assist with their development of self-regulation and 
a healthy attachment style. Infants are primed and ready to engage in reciprocal 
interactions and are also highly sensitive to the quality of care they receive 
(BeyondBlue, 2010).

Research has shown an association between maternal depression and insecure 
attachment, especially when the maternal depression has occurred for an extended 
period of time (McMahon et al., 2006). With this in mind, when a primary carer’s 
capacity to engage in joyful parenting is affected by their symptoms of PND such as 
lowered/non-reactive mood and anxiety, this in turn can affect the interaction between mother and infant.

The cost to society has also been measured and is significantly affected by untreated maternal depression. A 
PricewaterhouseCooper (PwC) study (Gidget Foundation et al., 2019) reports that health costs associated with 
PNDA are greatest in the first year (estimate $227 million) due to the increased level of hospital and primary and 
community health services. Economic and productivity costs during the first few years due to workforce issues such 
as absenteeism are estimated to be $643 million. Also, social and wellbeing implications of parental depression and 
anxiety are estimated to total $7 million due to increased likelihood of developmental issues, depression, anxiety 
and child ADHD diagnoses.

The aim of this research was to determine what the key facilitators and barriers are that impact the uptake of 
the MMB program for isolated women living in regional, rural and remote areas of NSW. To achieve this aim, 
the strategy involved asking both referring clinicians and new mothers participating in the research, about their 
experiences. Initially, the new mothers who agreed to participate enrolled in and progressed through the MMB 
program. Their progress was monitored by PIRI and the data was used to inform the quantitative aspects of the 
research. After engagement with the MMB, the new mothers participated in semi-structured interviews. Clinicians 
attended either focus group interviews or individual interviews conducted at each participating site or online.

The key facilitators and barriers to the implementation of the e-health intervention were identified, 
recommendations made and strategies developed to address these.

Specifically, this research set out to:

•	 Determine the utilisation of the online intervention
•	 Provide information for adjusting the program for wide scale implementation
•	 Analyse causes for unexpected disengagement with the intervention and recommend appropriate solutions.

Background 

UP TO1in5 
WOMEN

EXPERIENCE
DEPRESSION 
OR ANXIETY

IN THE FIRST YEAR 
AFTER HAVING A BABY



Questions answered were:

•	 What contextual factors facilitated or impeded program implementation (e.g. provider, program, client and 
geographical factors)?

•	 Did the program reach and engage the intended target?
•	 Was the program implemented as intended (program adherence, integrity and usage)?
•	 Who benefited most from the program and why (e.g. which new mothers, locations, providers)?
•	 Were new mothers and clinicians satisfied with the implementation of the program?
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The literature review section initially provides the evidence base for the use of the MMB as an intervention for 
PND. Subsequent sections cover literature related to PND and the significance of addressing this issue for mothers 
living in isolated areas especially those who are increasingly vulnerable with the restrictions imposed during the 
COVID-19 pandemic.

MumMoodBooster Background

The team at PIRI together with Oregon Research Institute developed an online PND intervention program, MMB, 
incorporating low-intensity guided support based on CBT, an established treatment option for depression with its 
efficacy re-enforced by extensive research (Cuijpers et al., 2009; Cuijpers et al., 2013).

The MMB tool is one existing Australian e-treatment for women with a diagnosed perinatal disorder (i.e. moderate 
to severe depression and anxiety). It is highly effective and achieves a 4-fold improvement in remission from 
major depression compared to routine care (Milgrom et al., 2016). The best research evidence indicates that early 
treatment of identified cases is the best proven prevention for subsequent, escalating episodes and for reducing the 
serious impact on infants. It is also useful as a prevention approach to support any woman experiencing symptoms 
of PNDA (i.e. those at risk). The online tool with its unique interactive features is a comprehensive CBT treatment 
program allowing women to work through their issues and is currently available at www.mummoodbooster.com. It 
can be used in many situations and devices, for example, smartphones for teenage mums.

The MMB has been rigorously developed over six years and has a high level of evidence base. It has been trialled 
nationally and established as an effective treatment for PND (Danaher et al., 2013; Danaher et al., 2012; Milgrom et 
al., 2016). MMB boasts the highest completion rates of any trialled PND program (over 95% of sessions completed 
by users), is four times as effective as standard care—even for those with severe symptoms of depression—
reduces anxiety symptoms, features a support partner website and ensures complete privacy.

Development

Previously, research has reported fully on the formative development and systematic usability testing of the MMB 
program (Danaher et al., 2012). Drawing on the Getting Ahead of Postnatal Depression program, run through 
PIRI (Milgrom et al., 2005), a systematic, iterative development process was used, following the Science Panel on 
Interactive Communications and Health guidelines (Henderson et al., 1999) consistent with a staged approach for 
the development and testing of behavioural interventions. Two focus groups were conducted in Australia and the 
US, designed to elicit ideas and opinions about content, structure and aesthetics. Eight participants in Australia and 
nine participants in America (n=17) were shown the features of the program/screen shots/sample web pages to 
gain feedback on important features for the target population whilst retaining core content (Danaher et al., 2012). 
Audio-recorded transcripts were coded and salient constructs, issues and language were then content analysed.

Usability 

Twenty-two women (who satisfied inclusion/exclusion criteria) tested user-system interactions. Women were 
asked to think aloud as they viewed screens, videos and engaged in interactive activities. Again, sessions were 
audio-taped, and coded. Testers completed a widely used system usability scale (SUS). SUS scores can range 
from 0 to 100 (best). Example SUS items include, I think that I would like to use this website frequently and I 
felt very confident using the website. Sessions were held in both Australia (n=14) and in Iowa (n=8). Participant 
comments were overwhelmingly positive: e.g. “Really hopeful, like you can do something about it,” and “I think 
this is wonderful, because you can do it at home”. SUS results indicated MMB has excellent usability: mean=86.2 
(SD=2.13) (Danaher et al., 2012).

Literature Review

http://www.mummoodbooster.com
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Feasibility 

Postnatal women (n=15) scoring >12 on the Edinburgh Postnatal Depression Scale (EPDS) were recruited to a 
feasibility trial. At pre-treatment psychiatric assessment, only one participant did not fully meet DSM-IV criteria 
for major or minor depression. A fortnightly measure of depressive symptoms was provided by the Patient Health 
Questionnaire. Growth curve modelling of this data showed that the reduction in participants’ symptoms had 
a significant slope (coefficient=-2.5, p<0.05) with a large effect size (r=0.75). Further, women had an average 
symptom reduction (mean=6 points) exceeding the “minimal clinically important difference” on the PHQ-9 (i.e. 
2 standard errors of measurement). Review of website usage data indicates that participants have been highly 
engaged and have adhered to the MMB program, having uniformly visited all six online sessions, filled out personal 
lists, reviewed videos, tracked mood and pleasant activities daily, and received calls from their personal coaches. 
Over two thirds of participants have also posted their reactions to the program on the Web Forum, e.g. “What 
the program is saying, is like it’s about me. I was comforted knowing there are others with feelings like mine 
…”. Hence, our pilot data provides support for the acceptability, feasibility and efficacy of the MMB intervention 
(Danaher et al., 2013).

Randomised Controlled Trial

A parallel 2-group randomised controlled trial (RCT) (n=43) compared the internet CBT treatment (n=21) to 
treatment as usual (n=22). At baseline and 12 weeks after enrolment, women’s diagnostic status was assessed 
by telephone with the Standardized Clinical Interview for DSM-IV (SCID-IV) and symptom severity with the Beck 
Depression Inventory (BDI-II). At the end of the study, 79% of women who received the internet CBT treatment no 
longer met diagnostic criteria for depression.

This contrasted with only 18% remission in the treatment as usual condition. Depression scores on the BDI-II 
showed a large effect favouring the intervention group (d=.83, 95% CI 0.20-1.45). Treatment adherence and 
program satisfaction was very good. Results suggest that our internet CBT program, MMB, is an effective treatment 
option for women clinically diagnosed with PND. This is one of only two controlled evaluations of specialised online 
psychological depression (Milgrom et al., 2016). A fortnightly measure of depressive symptoms was provided by 
the Patient Health Questionnaire. Growth curve modelling of this data showed that the reduction in participants’ 
symptoms had a significant slope (coefficient=-2.5, p<0.05) with a large effect size (r=0.75). 

Structure and content

MMB is a self-directed cognitive behavioural PNDA treatment program. MMB versions are suitable for both 
pregnant women (e.g. Mum2BMoodBooster) and new mothers, including those experiencing sub-clinical symptoms 
and diagnosed cases with major depression and anxiety. Our tool includes ways to recognise and self-assess 
their depression in line with clinical practice guidelines. MMB and its antenatal variant are accessed via a central 
website, MumSpace.com.au.

Treatment consists of six sequential sessions, as well as additional information in the form of companion library 
articles that can be accessed 24/7. Users are able to set their own pace to complete sessions and schedule 
treatment sessions to suit (e.g. around infants). Sessions are supported and encouraged by low-intensity guidance 
via automated SMS. The program is highly interactive and includes engaging content, personalised tools for 
tracking mood and activity, video vignettes and tutorials of strategies. MMB differs from other available Australian 
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PND tools in that it is an actual personalised depression treatment program using gold standard CBT targeted 
and adapted for perinatal women. MMB is much more like a traditional face-to-face treatment, allowing women to 
work through their issues. Sessions are completed anonymously and accessed at home. Motivational/encouraging 
messages occur throughout the program and help maintain engagement. It is available at a fraction of the cost of 
traditional psychological sessions.

Self-help antenatal and postnatal versions supported by automated SMS form the core of the online tool for 
women suffering depression. The postnatal MMB program has been successfully adapted for pregnant women 
(Mum2BMoodbooster) (e.g. scoring >14 on the EPDS).

Postnatal Depression

As outlined earlier in the background section of this report, perinatal mental health problems are common, affecting 
up to 20% of women (NSW Mental Health Commission, 2014). Treatment of perinatal mental health issues is vitally 
important because if left untreated the implications can be far reaching impacting the mother (parent), the family 
and the developing infant as well as society.

Infants and children can be adversely impacted by untreated maternal depression and anxiety. Babies thrive when 
they experience a warm, responsive caregiver which in turn creates a healthy expectation that their physical and 
emotional needs will be met (BeyondBlue, 2010). When a mother is experiencing depression she is less able 
to demonstrate warmth and a timely response to her infant’s cues and cries for help. This can in turn affect the 
infant’s emotional and cognitive development and even result in problems later in childhood and adolescence with 
language, social and emotional development.

Children of parents who experience depression or anxiety during the perinatal period are also at increased risk of 
physical health issues such as low birth weight, a reduced immune system, and there is a likelihood of asthma/
respiratory conditions. Transmission of maternal cortisol (produced when the body is under stress) across the 
placenta is known to play a part in adversely impacting neonatal development resulting in the former adverse 
health issues (BeyondBlue, 2010).

It is also suggested that parents who experience depression are at an increased risk of chronic diseases, 
substance use and psychological distress and in need of accessing psychological supports. During the perinatal 
period, this has been found to generate a substantial cost to the health system by way of increased use of primary 
and community health services including their general practitioner, a psychologist or counsellor and even, for a 
small number, admission to hospital. The annual financial impact is estimated to be approximately $67 million for 
primary health services and $8 million in hospital health care (PwC, as cited in Gidget Foundation et al., 2019).

The wider family is also affected by untreated PND with the increased likelihood of family breakdown and family 
members stepping in to fill the carer role. For the partner, living with a woman experiencing PND can be difficult 
with partners needing extra support and at risk of developing depression themselves. They can often feel confused, 
lost and helpless and be the target of their partner’s distress and irritability as she attempts to make sense of what 
is happening to her (Perinatal Anxiety and Depression Australia (PANDA), 2017). The partner’s workload can 
increase as they attempt to continue earning an income and take on more of the household work and care of the 
children if required. The impact of maternal depression can flow on to parents, siblings and extended family. Some 
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family members may be included as support people and thus be impacted by the extra workload; others may be 
excluded from being involved (due to the mother’s need for privacy) and thus feel disconnected and conflict in the 
relationship can result. If the PND continues untreated, these impacts can worsen over time and the toll it takes on 
family members can increase (BeyondBlue, 2010).

Impact of COVID-19 on New Mothers

During the course of the research project the COVID-19 pandemic began and there was an understandable 
increase in the levels of anxiety and depression experienced by many across Australia, the world, and in particular, 
new or expecting parents (PANDA, 2020). The PANDA helpline reported receiving 20% more calls for help between 
February and April, 2020 (Gregory, 2020). Further evidence of the impact of isolation on new mothers is reflected 
in the response to the Tresillian’s Sleep Well Baby app. Since the NSW Government made the program freely 
available in May 2020, there have been over 11,000 downloads of the app. Of those that downloaded the app, 
2,900 fit the criteria for PNDA with 576 (20%) of those being at high risk for PNDA.

The pandemic also had implications for the birthing experience of expecting parents. Where a woman was 
suspected to be positive to COVID-19 or whose husband/partner was suspected to be positive, they were required 
to birth alone, had no access to pain medication (e.g. gas) during the birth and faced the possibility of not touching 
their baby for 16 days (Gregory, 2020). Isolation extended further as antenatal check-up appointments at some 
pregnancy care clinics were limited to being just for the woman on her own. The restrictions on visitors were also 
more widespread with only one visitor per birthing mother allowed during her hospital admission and this visitor 
was to be the same person throughout this time. This experience understandably resulted in increased anxiety 
for parents as they awaited the birth of their baby with parental autonomy over the birthing process (which is 
best practice as guided by the World Health Organization and the Royal Australian and New Zealand College 
of Obstetricians and Gynaecologists) being taken over by an attempt to reduce the possible transmission of 
COVID-19 (Gregory, 2020).

Antenatal anxiety increases vulnerability of the new mother so the additional stressors of the pandemic could 
significantly see an increase in the 10–15% of women who already experience postnatal anxiety and depression 
(Buist, 2020). Buist contends that new mothers seeking assistance with PND should be congratulated and that it is 
critical that support is readily available. Failure to address PND, even mild forms, can have a long term impact on 
the child. This includes altered reactions to stress, predisposing them to anxiety and depression and, for those who 
are genetically vulnerable, to auto-immune conditions (Buist, 2020).

Stigma of PND is an inhibiting factor for new mothers to seek help. This was articulated in the interviews for this 
research, especially for those who identify as Aboriginal. Talking about PND is one step but Buist (2020, p. 9) 
contends that we need to “understand the ambivalence and anger and fear” that these women experience:

No one sets out to be a bad mother, to create a fearful environment for their child. But if they 

live in fear themselves, a mother cannot create safety for their infant. We need to help and 

support rather than stigmatise and demonise a mother who is struggling to love and protect 

her child (Buist, 2020, p. 9).
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Theoretical Framework

To answer the question: What are the key facilitators and barriers that influence implementation of MMB treatment 
for hard to reach women living in rural, regional and remote areas of NSW, a translational research framework was 
used. A translational methodology facilitates understanding of how and why the translation of a health strategy into 
practice succeeds or fails (Nilsen, 2015). Our focus was on revealing why an evidence based, online CBT program 
for mums with PND and living in isolated areas was or was not being accessed for therapy.

A translational framework facilitates the enactment of scientifically proven health interventions (in this case the 
MMB program) into the real world, in a wide variety of contexts (Nilsen, 2015); in this research, the context was 
isolated mums with mild to moderate PND. An essential component of this approach is the establishment of strong 
relationships with diverse partners (Nilsen, 2015). In translational research, outcomes are enhanced through the 
inclusion of multiple disciplines to transfer evidence from the theoretical to the practical, real life outcomes that are 
the hallmark of the methodology (Rubio et al., 2010). The project built multiple layers of partners within the research 
team, Steering Committee and with the clinicians working with new mothers. Data was collected from surveys, 
focus groups, interviews as well as quantitative data which initiated, implemented and evaluated the uptake and 
effectiveness of the program for the target group. Built in to the study were strategies for scalability, sustainability 
and replication of the project resulting in the Guidelines for clinicians manual which can be used as a road map for 
clinicians supporting mothers to engage with online therapies.

The implementation structure for this project was the Re-AIM Framework based on the work of King et al. (2010) 
which examines reach, effectiveness, adoption, implementation and maintenance of research. Re-AIM evolved to, 
‘enhance the impact of health promotion interventions by evaluating the dimensions considered most relevant to 
real-world implementation, such as the capacity to reach underserved populations and to be adopted within diverse 
settings’ (King et al., 2010, p. 2076). This is congruent with what the research team was trying to achieve here—
what were the factors that facilitated or inhibited isolated women with PND accessing an online program that has 
been proven to be effective in supporting them?

Rubio et al. (2010) acknowledged the role of translational research in leading to a more robust, scientific 
understanding to enhance standards of care. Further, Rubio et al. contend that this approach to research leads 
to not just enhance patient care but impacts on ‘improved health status in communities’ (2010, p. 471). Focus on 
community health is integral to this research because of the synergies between the health of the mother living in 
smaller, isolated communities and the immediate and long term health of her baby, her family and her relationships. 
Parental mental health directly impacts vulnerability to family breakdown and the development of babies and 
children (Oberklaid et al., 2013) and subsequently the communities to which they belong.

Within the Re-AIM Framework, both qualitative and quantitative methodologies informed data collection and 
analysis. Phenomenology provided the method for the qualitative phase and gave the opportunity for the women 
and clinicians to have a voice about their experiences (Creswell, 2014) with accessing the MMB program, providing 
the human experience to enrich the positivist perspective elicited through the quantitative phase.

Methodology
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Ethics

Ethics approval was granted by two Human Research Ethics Committees (HRECs), Charles Sturt University (CSU) 
and WNSWLHD. The protocol number for the CSU HREC is H19006 and the protocol number for the WNSWLHD 
is HREC/18/GWAHS/68 (GWAHS 2018–052). An amendment to ethics approval was sought when two potential 
participants who lived outside the approved geographical area expressed an interest in being part of the project 
after seeing promotional material related to the project. To support continued oversight of the research, annual 
progress reports were submitted to and approved by both ethics committees.

Ethics forms and approved information sheets and consent forms are attached to this report (see Appendices A-D).

Site specific applications were completed and approved by the WNSWLHD and MLHD.

Intellectual Property

The MMB program and its content remain the intellectual property of PIRI. However, the design of any peripheral 
elements (such as a NSW Health logo appearing on the user interface, or a dedicated web page/entry portal 
specific to NSW Health) is not considered an integral part of the MMB program itself. The Guidelines for clinicians 
manual remains the intellectual property of this research team and NSW Health.

Sampling Criteria

The project used purposive sampling as, in order to answer the research question, it was imperative to invite those 
with a lived experience of the phenomenon being explored that is, a particular cohort of mothers and the child 
and family health nurses supporting them (Creswell, 2014). The potential participants were women living in rural, 
regional and remote areas of the MLHD and WNSWLHD. The mums were 18 years or older who:

•	 had been screened by child and family health nurse using the EPDS and scored between 13 and 25. This 
is part of routine screening which already occurs during antenatal appointments and child and family health 
nurses follow-up at 6-8 weeks and 6-8 months postnatally as part of the NSW SAFE START model of care

•	 were accessing GP, community mental health, Tresillian, Building Strong Foundations (BSF) services
•	 were identified as having depressive symptoms.

Mothers who responded to Q10 on the EPDS, which is a question related to the thought of harming themselves, 
were not automatically excluded based solely on their score. Clinicians would typically assess this risk and potential 
participants, who had engaged in self-harm in the previous three months and were deemed to be at risk for suicide, 
were excluded and linked in with other appropriate services. New mums who were considered low risk, were 
invited to participate in the research. The issue related to self-harm was one that was discussed and clarified by 
the research team with the Steering Committee and clinicians so that clinical judgement was used by clinicians 
around the safety of the new mums and their suitability for the research rather than a blanket exclusion for anyone 
responding positively to the question.
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Mothers and clinicians from the following referral sources were invited into the project:

•	 Child and Family Health Services
•	 BSF – Aboriginal Children, Families and Communities
•	 Community Mental Health and Drug and Alcohol Services (in MLHD)
•	 Tresillian in Murrumbidgee, Family Care Centre.

Mums who participated were drawn from sites within MLHD: Wagga Wagga (Tresillian) (180 births annually), 
Narrandera (53 births) and Deniliquin (187 births) which represent a recruitment base of approximately 420 births. 
New mothers were also drawn from sites within WNSWLHD: Bathurst (514 births), Parkes (195 births) and Forbes 
(131 births)—approximately 840 births per year.

Both Bathurst and Narrandera sites include the BSF service which provides culturally appropriate child and family 
health services for Aboriginal families. The Tresillian referral site in Wagga Wagga estimates that approximately 
60% of women referred to their services present with mild to moderate symptoms of PNDA. The annual estimated 
10–20% of birth mothers experiencing mild to moderate symptoms of PNDA (i.e. 100–200 women from Narrandera, 
Deniliquin, Bathurst, Parkes & Forbes) and the 60% of Tresillian referrals (108 women) give a total referral base 
for the research of between 200–300 women. From this it was estimated that over the 16 month recruitment period 
between 60–80 women will participate in the research.

Clinicians delivering the NSW SAFE START psychosocial and depression screening were invited to participate 
along with community mental health clinicians. Clinicians included those who had referred mothers to the research 
and those who did not make a referral. The inclusion of the latter group of clinicians was to elicit information about 
why no referrals had been made by them as this would provide information about barriers to accessing the MMB 
program.

Recruitment

The recruitment process for each geographical area and each cohort of participants involved the following steps.

Child and family health nurses, BSF, Tresillian in Murrumbidgee Family Care Centre and community mental health 
teams represented in the research footprint were contacted to inform them of the project and co-opt them in the 
referral of women who fit the profile for the MMB program. A poster promoting the research was forwarded to all 
services to display in waiting areas and other prominent locations where new mothers would encounter them (see 
Appendix E).

All clinicians received instructions regarding the MMB program and education on how to access the online tool in a 
PowerPoint presentation (see Appendix F). They were provided with education about the research, about how to 
recruit new mothers for the research, and about the communication channels to the research team. Education was 
provided virtually and face-to-face. The face-to-face sessions were conducted at team meetings where a number of 
clinicians and managers were present. Clinicians and managers provided feedback after the sessions stating that:

The opportunity to meet the principal researchers in person was good from our 

perspective. I think it was great and what I was interested in was the nurses, particularly 

I remember down in Deniliquin jumped on board with it quite so quickly and could see the 

benefit of it immediately. (Kelly, Clinician)
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Individual education was provided for clinicians or managers who were unavailable at team meetings. Some of 
the clinicians and managers who attended the education sessions were somewhat overwhelmed with the amount 
of information; this is an aspect that needs future consideration when providing support for the clinicians and 
managers. One of the managers stated that:

The amount and content of information was a bit overwhelming especially after the 

first session in Bathurst. It may have been helpful to gauge clinicians’ understanding of 

research more generally and provide information about Translational Research Grants 

(many are not aware of this process). (Layla, Manager)

The table below represents the approximate number of education sessions held for clinicians and the relevant 
LHDs. Individual sessions were largely held via Skype and group sessions were mostly face-to-face.

Clinicians identified women who met the criteria, invited them to participate and provided them with information 
about the project. Initially, clinicians were not confident in approaching the new mothers so this challenge was 
overcome by providing the clinicians with a preamble that gave them the appropriate words to use to begin the 
conversation (see Appendix G). This strategy was effective and addressed the uncertainty clinicians felt in the 
beginning stages of their encounter with research and recruitment. A senior clinician shared with us the importance 
of providing a script for clinicians:

Really, really important because one, you’ve got a consistent message, two—because 

people—and I think clinicians, don’t know how to explain, you know, when there is 

research or something new to be offered. They don’t know how to go about offering that 

and what the benefit [is] it brings, so if you’ve got it scripted for them about why we’re 

asking, what the importance is and what we think the benefit’s going to be, if we can help 

script them with the words, one, we know a consistent message is going out and two, I 

think it would help prevent avoidance and it would probably really enhance the outcome 

and the engagement of the clinician let alone the client. (Jenny, Senior Clinician)

Table 2: Number and type of education sessions held in LHDs for clinicians

Local Health District Group sessions Individual sessions

MLHD 4 9

WNSWLHD 2 3

Total 6 12
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As there were a number of documents to be provided to the new mother and it was recognised that documents 
could be misplaced or their purpose not clear to the participant, an information pack was compiled. The pack was 
housed in a CSU folder and included:

a.	 a letter inviting the new mother to participate in the research
b.	 information sheets related to ethics approval
c.	 consent forms
d.	 a card with the contact numbers for the Project Manager
e.	 the initial and subsequent questionnaires
f.	 pre-paid envelopes for the participant to post back questionnaires
g.	 a brochure identifying other services available to them especially in an emergency
h.	 information regarding three gift cards that would be sent to the participant when milestones in the project 

were met. Each gift card was valued at $30.00 and was a small recognition for the time and effort invested 
in the project by the individual new mother

i.	 a postcard sized flyer with key points around the MMB and the URL to register.

An issue identified in relation to the information packs for the new mothers was the language used in documents. 
Much of the language was prescribed by the HRECs and as the team, we were obliged to follow the HREC 
instructions in order to progress the research. Comments from the Steering Committee, especially the consumer 
representative, were that:

The language could have been more targeted towards the needs of consumers and busy 

clinicians. We recognised the constraints put upon us re the requirement of the Ethics 

Committee ... it may have been useful for all the Steering Committee members to have met 

with a representative of the Ethics Committee so we all understood the constraints and/or 

possibilities up front. (Consumer representative/Steering Committee)

The information pack evolved over time and as the researchers responded to feedback from the clinicians. The 
clinicians were generally positive about the usefulness of the information packs with one commenting that:

The information packs clearly outlined what was expected from participants. It also 

reassured the participant that she may opt out at any time. It was presented in a 

professional manner. (Brett, Clinician)

To provide another perspective: 

The information packs were a bit overwhelming in regard to the volume of information—

too many pieces of paper, repetition of some information. (Margaret, Clinician providing 

feedback in relation to the information packs for clinicians)

Once consent was obtained from the mum, the clinician provided a user login for her to begin working through 
the MMB online program. This proved problematic as some participants lost their login and for some there was 
a delay in receiving their login. Subsequently, some new mothers reverted to the publicly available MMB website 
and capturing their data then became difficult. PIRI and the Project Manager were able to track some of the new 
mothers who had logged in incorrectly.
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Clinicians invited the participants to complete the baseline questionnaires to gather basic demographics and 
measure symptoms of anxiety and depression. The questionnaires were then posted back to the Project Manager 
in pre-paid envelopes. On receipt of the document, the Project Manager sent a gift card worth $30.00 to the 
woman.

Within the PIRI MMB program, there are alerts that trigger when new mothers are identified to be at risk. 
Participants were informed of this service and the new mothers were also informed of other emergency and support 
services available to them, based on clinical need. This information was in the information packs. The safety of the 
new mother was of prime concern to the research team so each participant had to have a clinician responsible for 
her care. Information about the clinician and the new mother they supported was kept by the Project Officer so that 
if an alert was triggered by the MMB program, the Project Officer could contact the relevant clinician for follow-up. 
This feature was not required to be enacted but clinicians stated in their data that they wanted more feedback from 
the program. 

The individual new mother’s engagement with the MMB program was tracked through the analytic tools developed 
by PIRI. This provided the quantitative data for the research.

Ongoing support and education for the clinician and mothers in relation to the program was provided. If telephone 
calls were not answered by the new mothers, it was found that the most effective way of communicating with these 
busy, time poor and often exhausted participants was through text messaging. This form of communication enabled 
the new mother to respond at a time that suited her busy schedule. Supporting clinicians was through emails which 
kept the clinician involved and informed of the outcomes of Steering Committee meetings and the research process 
and enabled the clinician to provide feedback.

After approximately nine weeks of being involved with the MMB program, the mother’s symptoms of depression 
and anxiety were measured through the PHQ-9 and DASS-42. These forms were included in the participants’ 
information packs. The completed forms were sent to the Project Manager in the pre-paid envelopes. On receipt of 
the forms, the Project Manager forwarded a second gift card to the new mother.

A follow-up was undertaken with each mother to ask them to complete a second questionnaire following which 
mothers were invited to participate in a semi-structured interview and/or a focus group to share their experiences.

The project was managed by an onsite Project Officer and data accumulation and participant safety were reviewed 
monthly by the Steering Committee. The project was approved and ethical oversight was through the WNSWLHD 
and CSU HRECs for which an Annual Report was submitted to both.

Building a Research Culture

This research was championed by a clinician who was motivated to explore why women who were experiencing 
PND and lived in isolated areas were not taking advantage of an online therapy. Keryl de Haan was instrumental in 
bringing a team together that could be successful in accessing funding through the Translational Research Grants 
Scheme (TRGS) and undertake meaningful and impactful research. Although the first application for funding was 
not successful, Ms de Haan was determined to get the research underway which meant receiving feedback from 
the funding body and reapplying the next year. During the two years, the team remained committed to the project 
and were learning by confronting each challenge and learning how to:

•	 navigate the grant application process
•	 develop a research proposal



29

•	 apply for ethics approval from two HREC committees –WNSWLHD and CSU
•	 access site specific approvals for all sites
•	 manage the budget
•	 collaboratively function across the clinical, tertiary and industry sectors
•	 overcome the unexpected issues that arise throughout a research project.

In this research project, the team sought to be inclusive of managers and clinicians who participated in the Steering 
Committee, attended education sessions, recruited women and participated in the data gathering phase. Notable 
achievements here were:

•	 an early career researcher was the Project Manager thus enhancing her skills especially in qualitative 
research

•	 one member of the Committee, who participated in the data collection and analysis, is both a midwife and a 
PhD candidate 

•	 two clinical managers participated in some of the focus groups and individual interviews giving them an 
insight into the conduct of semi-structured interviews

•	 linkage with a Professor in the School of Nursing, Midwifery and Indigenous Health (SNMIH) at CSU with 
an interest in child and family health and the potential for future collaborative partnerships

•	 building the potential for another project related to encouraging Indigenous mums to breastfeed for longer 
periods

•	 that the experience also helped strengthen research partnerships, enabling the subsequent TRGS, EOI (for 
a totally different project) to consist of a team with partners from MLHD, WNSWLHD, Tresillian and CSU

•	 that it led to members of the TRGS team identifying an opportunity to develop a proposal for a project 
submitted in a TRGS round two years after the commencement of the current project

•	 that the experience of working as part of the TRGS Steering Committee led to improved awareness of the 
aims and application of translational research.

Engendering a research culture commenced with the education sessions for the clinicians where the project was 
outlined and the processes were explained. Clinicians had the opportunity to make suggestions about the proposed 
strategies and the usefulness of documents. To ensure continued communication and inclusion, the clinicians were 
sent regular emails to keep them informed and to seek feedback about any aspect of the research. Managers 
played a vital role in information sharing, building excitement about the potential research outcomes and the value 
of being a part of a research project for the clinician.

As evidenced by comments from participants and Steering Committee members, it was not just the clinicians 
who were learning about research; this applied to members of the research team under the guidance of the two 
academics from CSU and the experienced researchers from PIRI. A member of the team commented that they had 
discovered:

Research is not just about numbers, anything related to the project was seen as valuable 

information that would be recorded and needed to build the report—this was a benefit to 

having uni/experienced researchers on the team. (Extract from the reflection sheet issued 

to Steering Committee members)
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Two senior clinicians involved with the project and who are in a position to instigate further research within the 
clinical settings, stated that:

We learned A LOT [sic] from being involved. It demystified the process of research. 

It encouraged us to consider doing our own research in the future. (Extract from the 

reflection sheet issued to Steering Committee members)

Being involved in the whole research process gave the members of the research team, the Steering Committee 
members and the clinicians who agreed to participate, a real world experience of the challenges involved in the 
processes of research. They were aware of the challenges especially in recruiting mums to the research.  
A comment indicated how the issues confronted in regards to recruitment could be a deterrent to be involved in 
research.

It may have caused clinicians to reject the idea of research—especially when difficulties 

around recruitment appeared. It seemed to be an additional burden to recruit women. 

(Extract from the reflection sheet issued to Steering Committee members)

A member of the Steering Committee whose sole role was an advisory one, stated that she had very little 
knowledge on how to implement a research project. She was motivated by what this project involved and could 
envisage how a research approach would assist in identifying the most appropriate way to support the mothers she 
encountered. Currently, she is developing a research project to support Indigenous mums with breastfeeding. She 
stated that, I am now going down that track with a project in [small rural town] and after meeting with Maree and the 
Research Manager MLHD, I have some knowledge of the process. (Member, Steering Committee)

Another Steering Committee member was so motivated about being involved in this project that she enrolled in a 
Graduate Certificate in Psychotherapy. One of the assessment tasks was to undertake a small research project. 
The comment shared with the Committee was that she felt confident undertaking the postgraduate study as a result 
of her membership of this Steering Committee.

Feedback from the clinicians about their role in the research elicited the following response from a manager who 
was a member of the Steering Committee:

Participation in the study by clinicians, both in terms of participating in promotion, 

recruitment and being interviewed, has enhanced a sense of inclusion in research, 

dispelling a sense of mystery regarding research and making it relevant to clinical 

practice. Clinicians reported seeing the potential benefits of the web-based program and 

were eager to explore and understand how best to utilise the potential and importantly 

increase access to help and support for mothers living in regional, rural and remote 

areas. This link between research and practice was/is important with clinicians reporting 

they could see that this research had the potential to improve outcomes for women, 

children and their families. (Extract from the reflection sheet issued to Steering Committee 

members)
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Data Collection

To answer the research question, both qualitative and quantitative data collection methods were used with the data 
from each methodology informing the other. An example is when quantitative data was provided by PIRI that the 
woman had not completed all modules of the MMB program, opportunity to understand why this had occurred was 
facilitated during the qualitative interview.

Quantitative data

Collection of quantitative data was through baseline questionnaires which measured initial symptoms of depression 
(Patient Health Questionnaire: PHQ-9) and anxiety (Depression Anxiety and Stress Scales: DASS-42). A second 
score was elicited after nine weeks when new mothers again completed questionnaires measuring symptoms of 
depression and anxiety (DASS-42, PHQ-9). Safety monitoring of depressive symptoms was scheduled at regular 
intervals (at baseline, and nine weeks) using the PHQ-9. If there was a worsening of symptoms or indication of risk 
of harm, it would have triggered a system ‘red flag’ to the program administrator, a push notification of emergency 
resources, and enabled immediate telephone contact for referral to specialist care services. This safety mechanism 
was not required by any of the participants.

The initial and follow-up DASS-42 and PHQ-9 questionnaires were included in the information packs for the new 
mothers who had agreed to participate in the research. When completed surveys were returned to the research 
team and, as a token of appreciation for their time and involvement, the participants were sent a gift card.

Summary of quantitative data sources

•	 The women received a user login and worked through the online program.
•	 Baseline questionnaires measured current symptoms of depression (PHQ-9) and anxiety (DASS-42). 
•	 To ensure safety of participants, monitoring of depressive symptoms was scheduled at regular intervals (at 

baseline, and three, six, and nine weeks) using the PHQ-9. Worsening of symptoms or indication of risk of 
harm triggered a system ‘red flag’ to the program administrator, a push notification of emergency resources 
and enabled immediate telephone contact for referral to specialist care services. This was not required.

•	 After nine weeks, women again completed questionnaires measuring symptoms of depression and anxiety 
(DASS-42, PHQ-9).

•	 Website analytic tools tracked usage throughout the program including session completion, visit frequency 
and duration.

•	 A medium-term follow-up of all outcome measures (DASS-42, PHQ-9) was scheduled after a further three 
months along with a survey of women’s and health professionals’ satisfaction with the program and its 
access.

Qualitative data

Qualitative data was collected through semi-structured interviews with mothers and semi-structured interviews and 
focus groups with clinicians. The mums were interviewed individually rather than in focus groups to enable them to 
have the opportunity to share emotive experiences and be as open as they felt comfortable with, in answering the 
questions.
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In total, the number of interviews and focus groups was:

•	 13 semi-structured interviews with new mothers
•	 18 semi-structured interviews with clinicians
•	 4 focus groups with clinicians
•	 2 semi-structured interviews with managers
•	 1 focus group with clinicians which included a manager.

Interviews and focus groups were undertaken predominantly face-to-face so that rapport was optimal and a trust 
could be established with the participant. However, in March 2020, the COVID-19 pandemic resulted in enforced 
isolation for the new mothers and clinicians with travel restrictions on the research team. Interviews were then 
conducted using an online platform for interviews with four clinicians and seven mums.

The interviews focused on the mothers and their experiences in accessing and interacting with the MMB program 
as well as their perspectives about its benefits. The questions included:

•	 What was the relevance of the program for them?
•	 How frequently did they engage with the program?
•	 What factors enticed them to use the program?
•	 What prevented them from accessing/using the program?
•	 What was most useful aspect for them?
•	 What aspects of the program could be improved for other women?
•	 Any other information/experiences they would like to share?
•	 Additional questions emerging from the quantitative data being collected.

When interviewing clinicians either individually or in focus groups, the questions to stimulate discussion were:

•	 What was the clinician’s experience with working with mothers experiencing PND?
•	 How receptive were women to using the program?
•	 What were the aspects that the clinician found challenging in engaging the women with the program?
•	 What was most useful about the program?
•	 What support did they receive in promoting the program?
•	 What other support would be useful for them to engage women with the program?
•	 Any comments about the usefulness of the program for isolated women?
•	 How could they be more prepared to engage women in the program in the future?

In order to capture the experiences of the Steering Committee and the clinicians they encountered or managed, we 
developed a feedback sheet.

13 mothers
participated 4 managers

participated27 clinicians
participated
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Data Analysis

As a result of the structure of this research and to enable the research questions to be answered, qualitative and 
quantitative data was collected simultaneously. It is recognised that both types of data will provide information 
that is different but each contributing to finding the answers to a complex phenomenon (Creswell, 2014). In this 
research, it was to find the facilitators and barriers for isolated new mothers accessing an online intervention for 
PND.

Qualitative analysis

Interviews with the mothers and the clinicians were recorded after the participants read the information sheets and 
signed the consent form. Creswell’s (2014) model for thematic analysis was used to structure and provide rigour for 
the qualitative phase of the data analysis (Creswell & Planto Clark, 2017).

With the participants’ approval the interviews were recorded digitally. The recorded data was transcribed verbatim 
and analysed by three of the researchers.

Transcribed interview documents were sent to three researchers, Associate Professor Maree Bernoth, Ms Keryl 
de Haan and Dr Jo Carlisle. A template was developed to capture the coding undertaken by each person during 
their reading of the script to ensure consistency in structuring the first phase of the data analysis. Each of the 
analysis team members read through the transcripts 
and coded the data, individually. At this stage the 
barriers and facilitators started to emerge. As these 
were clearly expressed by participants and were readily 
identifiable, they were documented and are the basis of 
the recommendation section at the end of this report and 
inform the Guidelines for clinicians.

Yet, deeper analysis revealed a much more complex 
picture that, if explored, would more substantially 
inform the research outcomes. To explore the themes, 
the three researchers spent time together in deeper 
analysis, discussing common threads in their analysis 
and exploring where themes converged and differed. 
Because of the number of transcripts, this process 
needed a dedicated investment of time and deep thought 
to ensure the integrity of the data was respected and 
that the voices of the mothers, the clinicians and the 
managers could be heard.

The figure right diagrammatically represents the analysis 
process and is adapted from Creswell (2014, p. 197). 

Three researchers read through all the data

Interviews recorded and transcribed

Coded by three researchers

Themes identified by individual researchers

Final themes agreed by three researchers  
and interpretation and meaning identified

Figure 2: Analysis process for the qualitative data
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This section of the report identifies the themes emerging from the interviews with the managers, clinicians 
and mums who participated in the research. All participants were given a pseudonym to respect their privacy. 
Differentiation between the informants is provided by nominating the role of the health professional along with a 
name whereas the mums have a first name only. Although only one mum who identified as Aboriginal and Torres 
Strait Islander participated in the research, clinicians who are from First Nations peoples shared their experiences 
to inform the research in relation to culturally safe practice.

Mums

The mums who participated in the research gave of their time and generously shared their thoughts, feelings and 
experiences. The research team acknowledged the risk for the mums in doing so as it opened them up to revisiting 
some sad and distressing times in their lives. Yet, an overwhelming sentiment expressed by the participants was 
a desire to share their story to help other women and prevent peers from experiencing the loneliness and despair 
they had lived through.

There are a number of themes that emerged from analysing the transcripts, one of which was mums not 
recognising the symptoms of PND. This was despite some mums with tertiary qualifications in a health discipline. 
Yet another was the fact that the women had been told about e-health support but they forgot and the uptake of the 
program only came after several prompts or after reaching desperation.

The following is a representation of the dominant themes that were identified through the analysis process that 
reveal the facilitators and barriers for mums to engage in e-health programs for PND.

Recognising the symptoms

One of the barriers to accessing the online program was that many women did not recognise the symptoms of 
depression. They perceived what they were experiencing was fatigue, just thought I was having a rough patch. I’m 
just tired, because you’re sleeping really badly, it’ll be fine, it’s not that bad and then you realise “No”. (Rachel)

Yet another comment, I don’t think I was suffering depression at all—it was just normal sleep deprivation coupled 
with these periods of grief. (Pippa)

This lack of insight into their depression not only prevented them from accessing assistance, it also put marriages 
and relationships in peril. I was angry all the time and I was really irritable. It didn’t take very much to really set me 
off and it sounds terrible, but I was, at one point, I was just thinking as I go, “I want a divorce”. (Pippa)

A clinician added a word of caution about women recognising and managing their own mental health issues after 
giving birth, but not many women are sort of really familiar with the concept of counselling your way through your 
own depression. (Layla, Clinician)

Yet, one mum shared that, I think the further you get into the program, the more you realise you actually do need 
this. (Isabelle)

Qualitative Findings
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Stigma

In conjunction with lack of awareness of symptoms is the stigma, perceived or real, that women feel when they 
experience depression. If PND is being suppressed or ignored because of the shame attached, the women are not 
motivated to access the online CBT program.

I didn’t feel comfortable talking about it. You feel like everyone else is loving it 

[motherhood] so you don’t want to talk about it. And I know it just perpetuates the myth 

and the stigma and I was “No, I should talk about it more because people don’t talk about it 

enough”. (Zoe)

This sentiment was supported by a clinician who recognised that although PND is being talked about more, there 
remains a stigma for some women. The clinician also shared her concern about how women may acknowledge 
their mental health struggles with a health professional but not with their loved ones.

I think there’s a stigma in the community because we’ll have clients come here and we’ll be 

the first people that they’ve ever spoken to about having thoughts of self-harm, but they’ve 

been in their relationship with their partner or they say they have a really supportive 

family. So, they feel like they can tell a health professional, but they feel like they can’t tell 

their own family, the people who are closest to them which is pretty sad. (Frank, Clinician)

This again would be a barrier to accessing the MMB program as the program is accessed through the home 
computer and could be discovered by other family members.

An Aboriginal health worker said that this reticence to accept help because of the stigma resonated with Aboriginal 
mums. She felt the women who identified as Aboriginal felt that asking for help was like:

... speaking up at school and saying, “I need help”—people just don’t like that. They think 

other people are going to think bad of them. Like, “Oh, that mother’s a bad mother”. 

How do we just break the barriers of getting people to see that getting help is fine? (Elle, 

Indigenous Health Worker)

Prompts

Mums felt that they needed reminders about the availability of e-health programs. They received brochures and 
were told about support services but needed reminders to access these. Some reminders came from clinicians, 
from friends and from partners. However, others were at the point of total hopelessness before they accessed help. 
One participant revealed how her distress led to her laying on the kitchen floor, crying before she looked up at her 
fridge and saw a fridge magnet with a phone number which she called and received the help she needed. Maybe if 
I had prompts to remember, like even if it was a message or something like that … I would have thought there are 
resources there. (Beth)
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Clinicians also recognised the value of having a coordinator to remind mums to engage with the program and then 
continue to follow-up to ensure the program was meeting their needs and assist where needed.

I mean, I feel like it would be really useful to have a coordinator who they can check 

in with and checks in with them. That’s really what the program needs, is [to have an] 

essential coordinator who can then just be checking in with clients and giving that phone 

number. (Frank, Clinician)

The issue is to get the mums engaged with the e-health program because, once they are registered, it has a 
prompting mechanism which those mums who used the program found useful.

What I particularly liked was, I got prompting emails saying, “Don’t forget to finish this 

section or don’t forget to take a minute for yourself, come check this out on MoodBooster” 

and I found that really encouraging and helpful, especially if I was having a rough 

day, I would get an email and go, “Right, I can sit down for five minutes and check in to 

MumMoodBooster tonight. (Isabelle)

Isolation

The isolation experienced by the mums was geographical and emotional. The women lived in very small 
communities, sometimes many kilometres from town where they could access services. Women and clinicians who 
lived near state borders experienced an unusual isolation in that the service might be just over the bridge but the 
bridge spanned a state border which precluded them from using the services that exist there or that meant they had 
a longer wait to access the services than mums who lived in the state.

Another source of geographical isolation came with women who lived close to the boundaries of primary health 
networks (PHNs). A service may be geographically close but it was inaccessible to the women because it belonged 
to another PHN.

Unreliability and variances in web access contributed to isolation and to the women’s ability to access the e-health 
program. Location was no indication of web access, if you’re in Wagga, even some places just in Wagga or in 
Tumut, in town, you can go up the street and not be able to get [internet access], so that does certainly have a—an 
impact. (Jenny)

Web access impacted the women and the clinicians who were impeded from being able to introduce the e-health 
program.

Isolation was also caused by when the baby was born. Supportive mothers’ groups were scheduled at pre-
determined times which meant that women had to wait for a length of time before they could join the subsequent 
group. Clinicians explained that women could join a group at any time but it was perceived that this was not the 
case by some mums. It took me three months before I was in a mother’s group. It’s a long time to be on your own 
without connecting in with other mums. (Beth)



It was the emotional isolation that was a barrier to a mum reaching out for help and engaging with an online CBT 
therapy.

I think if women are isolated already then, they’re not going to be, they already probably 

have low self-esteem, they’ve no network, so they’re probably not going to their maternal 

child health nurse appointments or follow-up, they’re just going to fall through the cracks. 

(Pippa)

So, from the data, it seems that having services available and giving women information is not enough. It is the 
ongoing reminders and the constant presence and reassurance of the clinician, the family and partner that are 
needed to be the impetus for the woman to engage with the therapy available.

I think there’s a lot of pressure for women to be happy and excited for their pregnancy and 

some of them just got through a lot of stress and worry and I think people like that would 

benefit from knowing there are services to help them get through that. So just talking 

about this idea you’re not alone and there is certainly help available. (Isabelle)
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Role of dads

The significance of the role of the father was raised by the mums and the child and family health nurses. The father 
was integral to the uptake of the MMB for some of the participants but the women recognised that it was not just 
their own journey through new parenthood, the father was also coming to terms with their new role.

There’s a bit of a lightbulb moment that mum has been so engaged in what’s happening 

with her feelings and her baby and the dad is over there with the tears coming down his 

eyes and nobody has addressed him. (Kathy)

One mum spoke of how the anxiety of new fatherhood pushed her partner away from her and their new baby, my 
partner was so anxious and that he was just really scared of Loui because he was so little and he thought that I 
was fine and was coping okay and I thought that he didn’t want to be around us. (Vanessa) 

Participants were surprised that there is a section in the MMB program for dads/partners. There was even a quiz 
that I got Matt to do about males and dads having postpartum depression and what it looks like and he was off the 
scale on the stress. (Vanessa)

Another mum spoke about how they included their partner in the MMB program by discussing the content as 
they lay in bed at night. This came about after her partner had a lightbulb moment when he heard an information 
session on the radio about PND:

There’s an anxiety radio ad and it took for my husband to hear the ad, for him to go ... 

“I know what’s going on with you now and how your brain’s working”. So he was and 

he’s really supportive, he was very on board with helping out so I could do some things 

like that. And then we might go out for lunch or something together to do something nice 

together or go for a walk with Halley and stuff like that. So he was really good. (Zoe)

The inclusion of the father or partner is integral in the woman being involved in the e-health program. By including 
both partners in pre- and postnatal interventions and education, the clinician has someone invested in reminding 
mum about the program, supporting her as she engages with it and then encourages her as she progresses 
through the modules.

Stoicism and self-efficacy

Too many times in the interviews mums shared with us their lack of sense of self. It seems that in taking on a role of 
a mother, they then become invisible, unworthy and forgotten. We need all of these things: the cot, everything else 
but what about mum? You know sometimes you can feel unworthy. (Beth)
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Mums felt they had to be all things to all people, maintaining previous roles as well as taking on new roles and 
being competent, seen to be managing:

When you’re busy you think “Oh I should do this” [the MMB program] and it just becomes 

another one of the shoulds that you’re beating yourself up for not being able to achieve 

when you have a baby. Like the washing, the cleaning and I was “Oh it’ll take me too long, I 

have to have the time to actually do it” and so I kept putting it off and then I’d just forget to 

actually go and do it and it’d be another couple of weeks down the track and I’d think about 

it. (Zoe)

As a result, the program, designed to support them and assist them through their depression, is pushed into the 
background. Self-care is the aspect that is ignored, they put themselves last. This can be unwittingly reinforced by 
family, society and your family all think that you’re okay and then that’s when it starts getting really tough. (Beth)

Personhood and agency are found through others such as a partner and a desire to be the best mum they possibly 
can be.

Enthusiasm and positivity through the program and my knowledge of how it can work, 

my knowledge of, “Yes, this is exactly what I need to do and wanting,” and my desire to 

want to learn and grow and wanting to get well, and wanting to feel better in myself and 

wanting to be the best mum and partner that I wanted to be. (Vanessa)

… in the end, it’s well, Halley deserves to have a functional mother, rather than barely 

getting through the days, and some days I could just, couldn’t. (Zoe)

This remains a challenge for health professionals and mums. It is getting a change in focus, developing a sense of 
self-worth in mums so that their health and wellbeing is a priority, not just to be the best mum or the best partner but 
because each individual deserves to be supported and enjoy optimal health. If their sense of self is not addressed, 
they will not reach out to engage with e-health programs.

Learning from the experience of others

The women were very invested in preventing other women experiencing PND. If there’s women that are feeling like 
even half of what I felt in the last 12 months that makes me so sad. (Beth)

Some established support groups or expressed an intention to do so: 

I just put it out on two mums’ groups and yeah, now I have 83 members and there’s about 

six or seven regulars that come and then five to six people that come and go as it is but 83 

people that are in the group. I think that that’s something that needs to happen as well is 

like that there’s a support network and a support community for new dads and new mums. 

(Vanessa)
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The mums spoke about the need for interaction with people in their situation with whom they could share common 
experiences.

I needed a space with other mums that were open and real and not putting on this façade 

that everything was okay, that you could just sit with and sometimes you didn’t even have 

to talk. Sometimes you could have a cry, sometimes you could have poo humour. (Pippa)

Being involved with a group of women can lead to other support options. One mum had a convoluted journey 
to accessing e-health interventions but it was the willingness of other women to share information with her that 
eventually got her to a place where she found support.

I wasn’t practising self-care, I wasn’t taking time out for myself, I wasn’t stopping those 

negative thoughts before they did spiral and I ended up reaching out on a Facebook group 

called Misfit Mums in Wagga and they said Tresillian’s really good and you can go there, 

and so I did and that was probably the first step that I took in regards to postpartum 

depression and anxiety. (Vanessa)

The participants suggested that a way to enhance the e-health intervention would be to include a link to groups of 
participants so they could interact, learn and share with each other.
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Figure 3: Themes emerging from the interviews with mums 
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Clinicians

From the initial interaction and assessment, the clinician is building a trusting relationship on which the woman 
depends for direction, guidance and support as she begins her role as a mother. Clinicians play a pivotal role 
in whether or not the woman chooses to engage or not with an e-health intervention. The interviews with all 
participants revealed the means by which the clinician builds an environment which enhances the mums’ 
engagement with e-health programs.

What clinicians need to enable them to engage the mums with e-health programs:

•	 to be literate in information technology with a commitment to ongoing professional development to maintain 
awareness, knowledge and skills

•	 confidence in accessing and using technology that enables access to e-health programs
•	 awareness of relevant programs, their features and suitability according to the assessed needs of the 

individual mum
•	 familiarity with the programs prior to referring mums
•	 building introduction to e-health into standard practice
•	 provision of devices on which to access the web and relevant programs
•	 reliable web access
•	 ability to build rapport with the woman and build a trusting relationship with her and her partner
•	 time allocation so that extra time can be spent with women who are vulnerable; extra home visits can be 

scheduled and referrals can be followed up.

Aspects of the clinician’s practice that were inducive to women accessing and using the e-health programs include:

•	 Skills and approach to the EPDS—whether it is used as a tick box or a conversation to tease out symptoms 
of depression so the woman’s vulnerability could be accurately ascertained.

•	 Referral and follow-up: the clinician’s willingness to refer and then their assertiveness skills in 
communicating with referral sources to ensure seamless care for the woman.

•	 Clinical judgement and skills about when to introduce the topic of e-health, how to talk about the program 
and the relevance for the woman.

•	 For Indigenous women, establishing a collaborative model of care with the Indigenous woman and a trusted 
health worker or family member.

•	 Inclusion and emphasis of the topic of PND in the antenatal birthing classes including the unusual ways 
PND may present because, it may not look like what you expect it to look like. (Zoe)

•	 Constant conversations and reminders for the woman to access the program.
•	 Wiliness to spend time with the woman to register in the program and then go through the initial stages of 

the program to give her confidence about its relevance and to ensure she is able to navigate the website.
•	 Inclusion of dads and partners in awareness of the e-health program.
•	 The clinician determining the most relevant way of contacting and communicating with the individual mum.
•	 Willingness of the clinician to raise concerns the woman may have in seeking help because of fears such 

as stigma attached to PND: it also was an opportunity to talk to mum about there’s a range of resources out 
there for you. So just talking about this idea you’re not alone and there is certainly help available. (Kimberly, 
Clinician)
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The diagram below is a graphical representation of the themes emerging from the interviews with clinicians, 
showing the facilitators and barriers to engaging women in e-health programs.

Managers and Senior Clinicians

Managers and senior clinicians envisaged their role in facilitating access to e-health resources had been more 
around developing staff and developing their awareness and developing their skills and understanding around 
different issues ... It is ensuring staff are aware of policies and referral pathways so clinicians can support 
vulnerable women and identify PND. (Jenny, Senior Clinician)
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Themes emerging from the interviews with managers and senior clinicians identified the following conditions that 
enabled or impeded the use of e-health programs:

•	 Changing roles of child and family health nurses: particularly when working in partnership with families 
and it was another huge shift to working with the families in a different way just rather than that expert way 
so there have been great changes and I think now you see the—the new child and family health nurses 
coming in and they’re much more comfortable and confident with looking at families holistically. (Jenny, 
Senior Clinician)

•	 Development of clinical judgement: meetings with the multidisciplinary team have really helped them 
grow. Maybe in their confidence as well, in their role of identifying complex issues and then their role in the 
support. It’s also been an acknowledgement of their expertise and professionalism and that what they do is 
so important to help improve health and wellbeing. (Natasha, Manager)

•	 Supporting clinicians as they develop their confidence in the use of technology: some staff are 
not confident, generally speaking, in using the technology. We’ve had numerous ‘show and tells’ and 
demonstrations and user how-to’s and guides. Some staff need you to be there with them and stepping 
them through [the technology]. They do struggle to consider e-health technology as one of the options for 
service delivery. (Jenny, Senior Clinician)

•	 Support for clinicians working with vulnerable families: as in the organisation it’s making sure that 
the—the staff have the support and have the skills and knowledge to help them work with vulnerable 
families and—and engage in vulnerable families because some staff do find that really challenging. (Jenny, 
Senior Clinician)

•	 Managers trusting staff skills and professionalism: I guess as a manager I like to work very much from 
a supportive base for my staff because they are all clinical professionals, you know, they’re all professionals 
in their field and I like to trust how they do know how to go about the support of mothers with PND is really 
bread and butter of our business. (Natasha, Manager)

•	 Further, trust them professionally, trust what they’re recommending, trust what they’re offering, trust their 
support that if you have—if they’ve got respect and trust for you professionally that gives you a lot of 
platform to work from. (Natasha, Manager)

•	 Reliable web access. As articulated by the clinicians, web access impacts on the access to e-health: we 
have nurses across the district that don’t even bother to take their work devices out because they have tried 
and tried and tried to get web access and now they just see it as a waste of time, so they don’t even worry 
about it anymore. (Jenny, Senior Clinician)

•	 Availability of devices: there were differing experiences with access for technological devices to 
demonstrate the e-health program to the mums. Clinicians and one manager shared that they do not 
have appropriate devices with the relevant apps to demonstrate these programs to the mums. However, 
another manager stated that they frequently asked clinicians if they have, resources and tools to get them 
structurally set up to get them able to work better. To me the main limitation is maybe their own personal 
limitations with technology and understanding. (Natasha, Manager)
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The diagrams below encapsulate the themes derived from the interviews with managers, senior clinicians and 
clinicians, that articulate the optimal work environment to achieve engagement with e-health strategies.
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MumMoodBooster Program

Figure 6 captures the main themes and subthemes that inform the research question in relation to the barriers 
and facilitators related to the actual MMB program. The input from clinicians and from the mums contributed to 
understanding where the MMB program was useful to them and then what aspects could be reviewed to ensure 
optimal acceptance, usability and benefit to the mums experiencing PND.

The feedback in regards to the MMB was varied and depended on the profile of the individual participant. It 
was perceived that the MMB is suitable for women who are engaged through written text. A clinician stated, 
literacy levels are an issue too sometimes within our clients, so, that can be a contributing factor [in preventing 
engagement]. (Kimberly, Clinician) 

The program does not sufficiently cater for women from an Indigenous or culturally diverse background and so it 
was left to the clinicians to be the voice for the mums who identified more with the marginalised groups.

Accessibility

The strongest message for PIRI is that, if the program is to be accessible to women when they need it, the program 
must be restructured as an app which can be accessed on an iPhone/Android device. Mums described how they 
need support at unusual times, for example, in the middle of the night when they are feeding or trying to settle an 
irritable baby. One mum described how she wanted to engage with the program but found the requirement to open 
a laptop while breastfeeding was too awkward. However, this mum indicated that she could breastfeed and use her 
iPhone but it was a different matter when she was breastfeeding and trying to access her computer. 

It’s really hard to be breastfeeding in the middle of the night and log on to a program on a 

laptop but you can easily access your phone. (Beth)

A clinician shared with us that this had been the case for women she had supported. As an example, the clinician 
spoke of one mum:

There’s no way she could sit in front of a computer, she had a newborn, an 18-month-old 

and a three-year-old. She was quite depressed because of family origin stuff, but she just 

said, “There’s no way I can sit at a computer every day”. (Layla, Clinician)

Currently, the woman needs to register through a laptop or over the phone and then she can gain access through 
her phone but this information is not widely accessible and when registering is complex, the woman is deterred 
from further engaging with the program. As stated by a senior clinician, thinking of some of our most vulnerable 
clients I can see the process being somewhat a bit cumbersome for them and to—to initial set-up. (Jenny, Senior 
Clinician)

Literacy

There was commentary about the level of literacy and the amount of reading that was required to engage with 
the program. It was felt that there needed to be some flexibility so that the program could be adjusted according 
to varying literacy levels. The literacy in the program … one woman actually thought it wasn’t sort of appropriate. 
(Elle, Indigenous Health Worker)
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The issues did not just sit with the level of literacy but also incorporated the amount of reading required in each 
module.

It’s very time consuming to sit and read through everything and—yeah, it’s just—I don’t 

know, you just start reading and then you’d just be like, “Alright, I’ll come—back to that 

because I have something else to do”. So, there’s a lot of information to work through and 

process, it’s very wordy. (Elle, Indigenous Health Worker)

Women gained benefit from the videos where they could relate to the experiences being shared, yet there was 
concern that all of the women in the videos were well dressed and had hair and makeup attended to, which did not 
portray the reality of those living with depression. Themes emerged from the mums and the clinicians about the fact 
that all the faces in the program were white and seemed to fit a middle class profile.

Representing diversity and inclusivity

This theme emerged from the interviews with clinicians. It was pointed out that Indigenous women were not 
represented in the videos or photos within the program. Further, the demographics of women living in isolated 
areas are changing. With the Federal Government initiatives to move more of the population to rural areas, with 
the numbers of migrant labourers and increasing numbers of refugees in our rural areas, there needs to be 
consideration of the support provided to women who did not speak English or whose language and literacy are 
variable.

The provision of a portal within e-health programs for feedback

Clinicians shared their frustration in maintaining seamless pathways for the women after referral. It seemed that 
there was no feedback mechanism for the child and family health nurses so they could monitor and continue 
appropriate support for vulnerable women. It was suggested that this could be a function of the MMB program 
where alerts and feedback can be sent to the clinician when an alert is triggered with the program that the woman 
needed additional support.

Themes related to where the program proved to be engaging and beneficial

There is data in the literature review of this document to prove the effectiveness of the MMB program which is 
further substantiated by the quantitative data related to this research. The MMB is evidence based but such a 
program is ineffective if it does not engage the target audience and excite the participants to invest time and effort 
in moving to wellness.

The mums in this research project shared how useful the MMB was to them for a number of reasons. These 
included:

•	 Pace of the program – it was online and that there was a lot of success around it, and I kind of liked the 
idea that I could do it at my own pace and it was something for me. (Vanessa)

•	 Convenient location – in the comfort and safety of your home and at your own pace then that’s probably a 
preferred way for me. (Vanessa)
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•	 Reassurance – this way of thinking isn’t normal and this is what you can do to fix it or now focus on this for 
the next week. (Zoe)

•	 Positivity engendered by the program – I thought it was really good, and I love all the self-care modules in 
there so I think even as a preventative measure, it is good—I think there is a lot of preventative strategies 
—most mums can benefit from that self-care component. (Rose)

•	 Easy to navigate – you can go in just to where you want to go pretty easily and I guess it’s pretty easy to 
follow. So, it doesn’t matter if you come in and out of it, it’s not like you have to go and read all through 
some heavy information to remember where you were up to or anything like that. (Zoe)

•	 Practical, easy to achieve activities – listing your pleasant activities and make sure you do a variety 
of things, but try and work those into your day, so do something for yourself, by yourself and then do 
something you enjoy with the baby. (Zoe)

•	 Can be undertaken at the convenience of the individual mum – there was no set times to go in and get it 
done, I think that was really good because when you’ve got a baby, you’re never on time anyway. Yeah—I 
think it was good that it was at your own pace. (Isabelle)

•	 Reminders and prompts – I was impressed at how much there was in the program and how much it was 
structured and the little prompts and reminders to do things, like I wasn’t expecting any of that. It was cool 
too. (Ava)

•	 Relaxation exercises – I loved the embedded guided meditation, progressive muscle relaxation, the fact 
that it was embedded in and I was also able to download it. (Vanessa)

•	 Sharing the program with a partner – I would talk to him about, sometimes I’d be sitting in bed in the 
evening doing the program on the iPad and so I’d talk to him about what I was looking at. (Zoe)

Quantitative Data

Findings indicate women who registered and completed some or all of the MMB treatment program exhibited 
notable decreases in depression, anxiety and stress symptom severity, as measured by DASS-42 and PHQ-9 
questionnaires at baseline and end-of-study. Specifically, women presented with mild to moderate symptoms 
of depression, anxiety and stress at baseline (according to the DASS-42) while notably presenting with PHQ-9 
results within the moderately severe depression range. End-of-study measures showed marked improvements in 
symptom severities as measured by the DASS-42, with average scores in the normal range. Symptom severity also 
improved to minimal-mild depression per the PHQ-9, the lowest diagnosis level of the questionnaire.

As the name suggests, the Depression Anxiety and Stress Scale (DASS-42) is a self-report questionnaire that 
is designed to measure the negative emotional states of depression, anxiety and stress. In clinical assessment, 
the DASS-42 is used to clarify a patient’s locus of emotional disturbance. The purpose of the DASS-42 is to 
assess the severity of the core symptoms of depression, anxiety and stress. The scales meet both the needs of 
researchers and clinicians with its high internal consistency and ability to yield meaningful discriminations in a 
variety of circumstances. The DASS-42 can be used to measure current state or change in state over time such as 
during CBT treatment (e.g. the MMB). Scoring is determined within depression, anxiety and stress domains, with 
recommended cut-offs ranging through normal, mild, moderate, severe and extremely severe.
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DASS-42

The graphs below show the scores for the initial DASS-42 screening and follow-up scores at nine weeks. As 
indicated by the graphs, there was significant improvement in the depression, anxiety and stress scores for all 
participants and significant reduction in PHQ-9 scores.
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PHQ-9

The PHQ-9 offers concise, self-administered items for assessing depression. They incorporate depression 
criteria with other leading major depressive symptoms into a brief self-report questionnaire that can be used for 
both screening and diagnosis (Lovibond & Lovibond, 1995). It is one of the most validated tools in mental health 
research and is a powerful tool in monitoring treatment response. Changes in scores for the participants are 
presented in the graphs below.
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PIRI used website analytic tools to track usage throughout the program including session completion, visit 
frequency and duration. There were three new mothers who completed the full six weeks and seven (7) participants 
who did not complete all of the modules. Analytical data shows a positive correlation between hours spent on the 
program and the improvement in PHQ-9 scores as illustrated in the graph below.
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The table below synthesises data related to the individual participant’s EPDS, the mother’s age, time spent 
engaged with the MMB program, the number of modules completed and the change in PHQ-9.

Data analysis showed a negative correlation related to age. The younger the mother giving birth, the higher the 
score on the EPDS; the more mature mother scored lower on the EPDS. It is important to note the relatively small 
sample size when generalising these findings. 

These findings are consistent with previous reports on the efficacy of the MumMoodBooster treatment program.

Table 3: MumMoodBooster user statistics

MMB ID # EPDS Baby’s Age 
in Month

Mum’s 
Age

Total Time Spent 
in Program

Number of Distinct 
Sessions Visited (out of 6)

Change in 
PHQ-9

6794 24 9 17 27167 6 -12

7004 15 6 27 4043 2 -11

7141 18 2 25 0 0 No follow-up

7743 16 9 29 11811 6 -11

7880 17 0 26 0 0 No follow-up

8070 19 10 23 2644 6 -1

8092 12 7 17 9590 4 -8

8134 15 8 27 102 1 -7

8135 11 11 19 6477 6 -3

8157 14 9 25 4560 6 -7

8194 13 1 33 914 1 -9
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Figure 10: Correlation between EPDS screening score and mother’s age
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This research project provides valuable information for clinicians and policy writers of the unique experiences of 
regional, rural and remote postnatal women. Specifically, it is about those parents of a newborn baby who are 
experiencing mild to moderate depression and coping with the isolation that their mental health vulnerabilities and 
geographical location can impose and exacerbate. This research enabled postnatal women to reveal their realities 
and struggles to address their mental health needs through an online CBT intervention and any barriers related to 
the infrastructure required to access the online mental health intervention.

Through interaction with this group of new mothers and their clinicians, we have identified the facilitators and 
barriers that exist in the implementation of an online evidence based, mental health intervention program to 
address PND. The research team has utilised the experiences of isolated women who have experienced PND and 
the child and family health nurses to inform PIRI, the owners of the MMB site, of suggested changes to enhance 
engagement with the MMB program. Further participants informed the strategies included in the Guidelines for 
clinicians, the purpose of which is to ensure, as far as possible, that barriers to participate in online health programs 
are managed or eliminated. The Guidelines for clinicians manual which provides support for clinicians has been 
developed for distribution to all child and family health nurses to enable barriers to be addressed, making online 
support programs more accessible and useful for isolated women. It is also aimed at supporting clinicians to 
engage women with e-health interventions thus making therapies accessible to women wherever they live.

The project identified what supports women’s access to evidence based intervention for PNDA. It also identified the 
key barriers that need to be addressed within health services and systems. Bringing effective online treatment to 
mothers where and when they need it has massive potential to prevent and ameliorate the impact of depression on 
health and wellbeing at a population level. The increased accessibility of evidence based interventions for isolated/
rural perinatal women will in turn, reduce the impact to the mother, child, family and society, of untreated depression 
and anxiety. Considering that the financial cost of perinatal depression to 
the Australian economy in 2012 was estimated to be $433.52 million (NSW 
Ministry of Health, 2014), a cost effective, easily accessible intervention 
such as MMB is required.

Addressing the issues identified in this research will ensure systems and 
strategies are in place to support women experiencing PND to access 
e-health interventions. Recommendations should be consistently applied 
across LHDs and integrated into health policies, procedures and clinical 
practice guidelines and could be replicated and sustained. The outcome 
of the project has been a model that can be implemented, replicated and 
sustained within existing services not only for women living in geographically isolated areas but also for women 
who are isolated from service access for a variety of reasons, including those living in high-population metropolitan 
areas. Although focused on interventions for women with PND, it also highlighted issues pertinent to the use of 
e-health implementation in any circumstance. 

In 2016, Rossiter et al. identified that child and family health nurses working with women in complex situations 
needed to engage with education to enhance their clinical skills. However, what we have identified is that, with 

Discussion / Outcomes / Conclusion

perinatal depression 
costs the australian economy

>$433m
(2012)
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online therapies, clinicians supporting mums need more than clinical knowledge: they need education and 
ongoing support with their ICT skills and awareness. It is a fallacy to take for granted that the clinicians know how 
to navigate the technologies adopted by various health services (Ridgeway et al., 2011). As stated by one of the 
managers we interviewed, some child and family health nurses are unwilling to admit to having inadequate skills 
in engaging with technology and find it hard to keep up with the ever-changing computer programs embraced by 
health services.

Child and family health nurses also require access to technology and internet access to enable them to 
demonstrate online therapies to the women they are supporting. Participants (clinicians/child and family health 
nurses) shared with us their experiences of using their private equipment to show women the online programs or 
acknowledged they did not take devices to the woman’s home as there was no or unreliable internet access.

Of particular concern are women who identify as Indigenous. Initially, a number of Indigenous women consented 
to participate in the research but only one woman completed the first questionnaire. Invaluable information was 
derived from the clinicians and Indigenous health workers who support these women but once again we have 
research without the strong voices of Indigenous mums. What was evident was the need for the Indigenous women 
to be supported by those they know and trust. Trust is a strong element in securing engagement with Indigenous 
mums and as researchers who they do not know, it is understandable that they did not engage with us. Even 
though clinicians who are familiar with the Indigenous mums approached them to be involved in the research, it 
was the fact that someone they did not know would be visiting them and asking them questions that made the 
women suspicious and reluctant to be involved. A more effective approach in recruiting Indigenous mums would 
have been to co-opt the Indigenous health workers to not just invite participation in the research but also undertake 
all of the follow-up activities, including the interviews.

It was reported that the Indigenous mums were very wary of the judgement of others in their community. Being 
visited by researchers for interviews may have given the impression that they were being deemed unfit mothers 
and had to be checked on. This is a demonstration of the importance of community, the impact community can 
have on health and wellbeing and the responsibility of community to embrace new mums rather than judge them.

Other challenges for the Indigenous mums were insecure housing, not having access to their own mobile phone 
or iPad and unreliable internet access. Our suggestions are that Indigenous health workers who the mums trust, 
provide reassurance about seeking help when needed, work with them through the online support program and 
provide space within the clinic to enable this collaboration to happen.

Clinicians in rural communities revealed that they are supporting women from diverse cultures some of whom 
are on working visas, others who are refugees and others who have more permanent visas. Despite the length 
of their stay in Australia, these women are isolated and disadvantaged because of language barriers, previous 
traumas and distance from family support (Ou et al., 2010), putting them at high risk for PND. These women 
need consideration in the development of online interventions that are sensitive to diverse cultures as well as the 
provision of child and family health nurses with the cultural sensitivity and skills to work with these mums as they 
access and engage with online interventions.
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Within NSW this e-health intervention model is potentially relevant to an estimated 19,000 women per annum given 
that up to one in five women experience PNDA and the NSW annual birth rate is 95,000 babies. So, consideration 
of recommendations from this research is significant in supporting our mothers, their babies, their families and their 
communities.

Recommendations relating to each entity are covered separately. 

NSW Health

•	 Each clinician interacting with mums is supplied with an iPhone/Android device or an iPad with sufficient 
internet connectivity to ensure the clinician can engage the woman with the online therapy in the clinic or in 
the home.

•	 Devices are serviced and replaced to provide clinicians with the tools they need to participate with 
contemporary modes of service delivery.

•	 iPads are made available for loan to the mums who do not have access to this technology.
•	 There is an agreement between NSW Health, Libraries NSW and PIRI to make the MMB accessible in 

NSW libraries for women who cannot access the program through any other venue.
•	 Education: online, face-to-face in groups and individually is provided to support clinicians to develop 

competence with online therapies and all forms of tele-health.
•	 ICT troubleshooting mechanisms are available to clinicians and can be accessed wherever the clinician is 

interacting with a client.
•	 Treatment options for PND are included in the My Personal Health Record book provided to all mums.

Management

•	 Mandate the introduction to online therapies for PND as part of the universal health home visits.
•	 The use of e-health programs for PND is discussed at each team meeting.
•	 Interaction with and promotion of e-health programs are discussed at the annual performance development 

for each relevant clinician.
•	 Individual clinicians are assessed for computer literacy and individual programs implemented for each 

clinician to build skills and provide ongoing support without penalty for their employment or promotion. This 
can include a mentorship program with ICT competent colleagues.

•	 Enable flexibility with time and frequency of visits to vulnerable mums.
•	 Develop referral and feedback pathways with relevant health professionals so the child and family health 

nurse is able to provide continuity of care.
•	 Ensure all child and family health staff are provided with functional technology and IT support mechanisms 

if there are issues.

Recommendations
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Clinicians

•	 All clinicians working with mums complete the relevant e-health program to enable them to promote the 
relevant program and support the mum to continue through the program.

•	 Use the clinical guidelines manual developed from this research to support them to support the woman.
•	 Work collaboratively with managers to continuously grow ICT skills.
•	 Continue to advocate for women with PND through tailoring visits and follow-ups that fit with the care needs 

of the individual woman.
•	 Recognise referral as another step in the pathway of supporting women—not an end to the clinician’s 

responsibility. Seek feedback about the referral and develop a collegial relationship with relevant health 
professionals, clearly articulating your expectation of feedback so continuity of care exists for each woman.

•	 Education related to PND for the women and their partner/support commences in antenatal classes.
•	 Emphasis placed on the wide variety of signs and symptoms related to PND.
•	 Include partners and families as support to prompt the woman to engage with e-health programs and other 

strategies to manage and resolve mental health issues.
•	 The stigma surrounding PND is addressed in the antenatal classes and in postnatal interactions with the 

women, their partners/family and friends.

PIRI

•	 The MMB program is translated into an app which can be accessed and interacted with through an iPhone/
Android device.

•	 Promotional cards made available through all child and family health clinics and other relevant outlets.
•	 Magnets provided that can be placed in easily located spaces and be available as prompts to access the 

program.
•	 The program be made available in multiple languages.
•	 A review undertaken of the amount of written text.
•	 The text accommodates the variety of literacy levels of the users.
•	 Photos and other images within the program reflect the cultural diversity of users.
•	 A feedback mechanism for clinicians to enable clear communication related to the new mother’s progress 

through the program and alert the clinicians when issues arise.
•	 Online support group is established to create perinatal peer-led support from other mums who have 

completed the MMB program. This would help champion mothers to complete the program with relevant 
referral pathways in place if extra clinical support is needed.

•	 Videos need to be more current and represent a diverse cultural society. They need to be cognisant of new 
mothers who relate to YouTube/Instagram etc.
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Mums

•	 Women need reminders about assistance and where it can be accessed, in multiple forms that are easily 
visible and accessible such as magnets for the fridge.

•	 Need information, reminders and reassurance about the unexpected signs and symptoms of PND.
•	 Need to be individually assessed at each interaction with a clinician and a care plan developed in 

conjunction with the woman that meets her needs.
•	 A public education awareness strategy developed to de-stigmatise PND and inform families and friends and 

others who encounter the woman how to assist. An example is the Mental Health First Aid initiative.

Specific Recommendations to Enhance Support for Indigenous Mums

•	 Collaborative research, including Indigenous mums and relevant health professionals, exploring why 
Indigenous mums reject referral or do not follow-up when referral is made.

•	 Awareness campaign for Indigenous health workers about online programs focused on PND.
•	 Indigenous health workers have time and education to go through e-health programs so they can better 

support and encourage Indigenous mums to engage with the programs.
•	 Indigenous health worker the woman trusts spends time doing some of the program with the woman, to 

guide them through. (Elle, Indigenous Health Worker)
•	 Follow-up discussions about progress through the online program at each visit.
•	 Indigenous health workers given more time for each visit and more frequent visits with mums and bubs.
•	 Content of e-health programs created in collaboration with Indigenous health workers and communities so 

they are relevant to Indigenous women.
•	 Language and literacy need to be more relevant and accepted by Indigenous women.
•	 Further collaborative research, including Indigenous mums and relevant health professionals, exploring how 

there can be more support for Indigenous women from other members of their communities.
•	 Health workers provided with technology and web access that is available wherever they are meeting the 

mum—technology that is accessible, transportable and actually works.
•	 Engage with the Elders of communities to support them to de-stigmatise PND and welcome the support of 

the health workers for mothers.

Having a much clearer understanding of the barriers and facilitators regarding implementing the e-health 
intervention in routine referral pathways enables implementation and replication throughout other LHDs within 
NSW. The outcomes of the research provide a way to incorporate interventions into routine practice, referral 
and follow-up for isolated, vulnerable women. The Guidelines for clinicians document will support clinicians but 
the interventions require a monitoring process by senior clinicians and managers so barriers are identified and 
managed if they arise. This approach needs to be flexible in order to respond to any anomalies that may occur 
within a given population or service area and if required return to the replicability and adaptability stage of the 
implementation framework.



The findings from this research have been included in a Guidelines for clinicians resource, Clinician reference card 
and key messages video for any clinician working with mums. The resource guides the clinician through the skills 
in using e-health technology and articulate the significance of engaging the mum with an e-health program and 
supporting her as she becomes familiar with the program.

The next stage of this project is ensuring the findings are embedded into practice. For the team, this involves 
revisiting all of the sites where interviews and focus groups were conducted to:

•	 introduce the Guidelines for clinicians document 
•	 distribute the Clinician Reference Card and 
•	 show the support video with key messages. 

These strategies are to ensure that the findings of the research are translated into practice. They are designed to 
support the clinicians and assist them as they incorporate findings into routine interactions between the child and 
family health nurses and the isolated mothers.

However, the findings clearly show that there are system wide issues to be addressed before isolated mothers 
can be assured of appropriate and timely interventions to address PNDA. Interventions are required on multiple 
levels—government, local health district and management—to guarantee that clinicians providing the interventions 
have the knowledge, equipment, skills and time to be with the mother as she accesses any e-health program.  

Where to From Here …
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There is no such thing as a baby.

There is a baby and someone.

Donald Winnicott
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Mrs Keryl de Haan 
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Dr Buchanan Place 
PO Box 94 
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NSW 2701 
  

Greater Western Human Research Ethics Committee (HREC) 
  

The Greater Western HREC has been accredited by the NSW Ministry of Health as a lead 
committee to provide the single ethical and scientific review of proposals, to conduct  

research within the NSW public health system. Further, this committee is constituted and  
operates in accordance with the National Health and Medical Research Council’s National 

Statement on Ethical Conduct in Human Research and the CPMP/ICH Note for Guidance on 
Good Clinical Practice. 

  
Greater Western Human Research Ethics Committee (HREC) HREC/18/GWAHS/68 

(GWAHS 2018-052) 

What are the key facilitators and barriers impacting optimal implementation of an 
evidenced based online intervention for isolated women who are experiencing post 

natal depression and are living in regional, rural and remote areas of New South 
Wales? 
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Greater Western Human Research Ethics Committee 1 
Research Response Template – Deferred Decision – Date: 20 July 2016 

Greater Western Human Research Ethics Committee                                                  

Researcher Response Template Project No. HREC/18/GWAHS/68  
 2018-052 
 Deferred Decision –  
 

Project Title: What are the key facilitators and barriers impacting optimal implementation of 
an evidenced based online intervention for isolated women who are experiencing post natal 

depression and are living in regional, rural and remote areas of New South Wales? 

 

HREC Enquiry Researcher Response 
Research merit & integrity   
National Statement 1.1 – 1.3 

• As this is an intervention which has 
already been shown to be effective, 
you are asked if women will be able 
to undertake the program if they do 
not also wish to be part of the 
research study.   If the program is 
not available, the Participant 
Information Sheet (PIS) should 
advise what alternatives are 
available. 

The Women can still access the program if they 
withdraw, through a website called Mumspace. 
Participants who withdraw will be sent a link to that 
website. The follow sentence has been added to the 
PIS, under the participation section.  

“You will still have access to the MumMood Booster 
Program and the normal support services if you decide 
to withdraw from the project.” 

• Please clarify how you will actually 
identify barriers to participation (e.g. 
internet access) as the study cohort 
will only include those who are 
actually willing, and presumably able, 
to participate. 

These barriers will identified through the data collected 
from the back end of the program for example – 
connection dropping out etc. this information is 
provided by the data manager.  

Further barriers will also be identified through focus 
groups and interviews after the program has been 
completed.   

• As the $30 payment will be made for 
each “interaction”, you are asked 
what constitutes an “interaction”.  
Could you please also advise how 
the payments will be made. 

 

An interaction will be will be anytime the participant 
provides data for the research taking place (completes 
a questionnaire or participates in interviews/focus 
groups). There is expected to be 3 interactions per 
participant (2 questionnaires and one interview or focus 
group). Payments will be made with prepaid Visa debit 
cards.  

• HREA, page 20, Q3.6 indicates that 
data will be sought from a privately 
held database.  You are asked to 
give details. 

The data collect from the privately held data base in the 
data collected from the MumMoodBooster program. 
Data held in the backend of this program will be 
managed by the Data Manager and where required 
passed onto the research team to identify barriers (e.g. 
connection drop outs, participant complaints about 
access or ease of use etc.).  
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Greater Western Human Research Ethics Committee 2 
Research Response Template – Deferred Decision – Date: 20 July 2016 

HREC Enquiry Researcher Response 
National Statement 4.7 
Aboriginal and Torres Strait Islander Peoples 
• The HREA, page 13, P8.1 and P8.2, 

indicates that the study will involve 
the participation of Aboriginal and 
Torres Strait Islanders peoples. 
Please advise whether or not 
Aboriginality is a focus of the study.  
If it is, then the study will need to be 
submitted to the AH & MRC Ethics 
Committee. 

The Aboriginality is not a focus of the study.  

Participant Information Statement (PIS) and Consent Form 
National Statement 2.2 
• The heading on the PISs and 

Consent Forms (CFs) should be the 
same as the study title. 

This has been updated in the current version of the 
PISs and CFs 

• The section on the PISs relating to 
“Concerns/Complaints” should be 
amended to: 

This study has been reviewed and 
approved by the Greater Western 
Human Research Ethics Committee.  
If you have any concerns or 
complaints regarding the study 
please contact the Committee’s 
Executive Officer on (02) 6330 5948 
or via e-mail: 
Phil.Sanders@health.nsw.gov.au  

This has been amended on the PIC 

• The contact details on the Consent 
Form should also be amended. 

This has been amended on the consent form 

• The HREA, page 13, M8.4, indicates 
that participants will be offered the 
opportunity to check their transcripts.  
This information should be included 
in the PIS. 

This has been added to the PIC under participation, 
point 4. 

• The PIS should advise potential 
participants why they have been 
asked to take part in the study. 

Sentence has been included to explain this at the start 
of the participation section in the PIC 
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Greater Western Human Research Ethics Committee 3 
Research Response Template – Deferred Decision – Date: 20 July 2016 

HREC Enquiry Researcher Response 
• The PISs should contain a statement 

advising potential participants that if 
they choose not to take part in the 
study it will not affect any ongoing 
treatment they are receiving or their 
relationship with the health service. 

This has been included in the PICs under the 
participation section 

• Please clarify who the advertising 
poster is aimed at and to give it a 
version number and date. 

Advertising poster is aimed at clinicians. The title has 
been updated to demonstrate this and the version and 
date number have been given on the poster.  
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Appendix C: Participant Information Letter and Consent

 
 

  version 3 21/08/2018 

Participants’ Information Sheet 
What are the key facilitators and barriers impacting optimal implementation  

of an evidenced based online intervention for isolated women  
who are experiencing post-natal depression and are living in regional, rural and 

remote areas of New South Wales? 

 
There are three pages in this document. 

RESEARCH TEAM                                                                                                                                                                       
Ms Keryl de Haan, Associate Professor Maree Bernoth, Ms Joanne Carlisle, Ms 
Chris Hunt, Professor Jeanette Milgrom, Dr. Alan Gemmill, Ms Alicia Carey. 

DESCRIPTION                                                                                                                                                                                   
This project is funded by a Translational Research Grant from the New South Wales 
Health department. The purpose of this study is to find out the key barriers and 
facilitators to accessing the online MumMoodBooster (MMB), Postnatal Depression 
treatment program for isolated and hard to reach women in areas of regional, rural 
and remote NSW. 

PARTICIPATION 
You have been invited to participate in this project because your Edinburgh 
Depression Scale (EDS) score indicated you are eligible. Your participation in this 
project is entirely voluntary. If you do agree to participate, you can withdraw from the 
project at any time without comment or penalty. You will still have access to the 
MumMoodBooster Program and the normal support services from all healthcare 
providers will remain available if you decide to withdraw from the project. If you 
initially agree to participate but then change your mind, you can opt out at any stage. 
 
Your participation in the research means: 

1. You will be given access to an on-line program that has been shown to be 
effective in supporting women with post-natal depression, MumMoodBooster. 
You will receive a user login to begin working through the online program and 
instructions about how to use the program. The research is not about the 
effectiveness of the program but rather your experiences accessing the 
program.   

2. You will complete a baseline questionnaire to gather basic demographic 
information and measure you symptoms of anxiety and depression.  

3. The questionnaire will be repeated at 9 weeks and again at 3 months after 
commencing the research.  
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4. You will be invited to participate in an individual interview or a focus group 
with other participants in the project. This will take approximately one hour.  
With your consent, the individual interview or focus group will be recorded and 
the information transcribed. You will have the opportunity to check this 
transcription.  

5. Emergency and support services will be available to you if needed through the 
clinicians supporting you. 

EXPECTED BENEFITS                                                                                                                                                                 
What information you give us will help to answer questions about uptake of the 
MumMoodBooster program and identify any barriers you had accessing and using 
the program. This information will then be analysed and outcomes written up 
identifying recommendations around offering the e-Health intervention MMB as a 
standard referral pathway in health services for isolated women experiencing 
perinatal depression and anxiety.  
PAYMENT 
Each time you participate- completing questionnaires and participating in 
interview/focus group) you will be reimbursed for your time with a $30 prepaid Visa 
debit card.  

RISKS                                                                                                                                                                                            
If you decide to participate in a focus group, please do not divulge anything you wish 
to keep confidential or private. If you feel uncomfortable about participating in the 
discussion, you have the right to not contribute your ideas.  You have the right to 
leave the focus group at any time. However, any contribution you have made prior to 
withdrawing will become part of the data set.  

PRIVACY AND CONFIDENTIALITY                                                                                                                                             
All comments and responses will be treated confidentially. All recorded and 
transcribed data will be de-identified. Results will also be used for publication and 
presentations. Your name will not be linked with your responses and you will not be 
able to be identified in the reported data. Please note that non-identifiable data 
collected in this project may be used as comparative data in future projects. 

CONSENT TO PARTICIPATE                                                                                                                                                       
This information sheet is for you to retain so that you have a reminder of what is 
involved in the research and your rights. It also has the contact details of the 
researchers and the Research Committee. A consent form will be provided to you if 
you decide to participate in the focus group. If you agree to participate, the consent 
form will need to be signed prior to your participation in the focus group. 
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QUESTIONS/FURTHER INFORMATION ABOUT THE PROJECT                                                                                            
If you have any questions or require any further information please contact one of 
the research team members below. 
Joanna Carlisle 
Charles Sturt University, Wagga Wagga  
Email: jcarlisle@csu.edu.au  
 
Keryl de Haan 
Clinical Leader Perinatal Infant Mental Health/Substance Use 
Murrumbidgee Local Health District 
Phone: 047770810 
Email: keryl.dehaan@health.nsw.gov.au 

CONCERNS/COMPLAINTS REGARDING THE CONDUCT OF THE PROJECT                                                                        
This study has been reviewed and approved by the Greater Western Human 
Research Ethics Committee.  If you have any concerns or complaints regarding the 
study please contact the Committee’s Executive Officer on (02) 6330 5948 or via e-
mail: Phil.Sanders@health.nsw.gov.au  
 
Any issues you raise will be treated in confidence and investigated fully, and you will 
be informed of the outcome. 
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Participant Consent Form 
What are the key facilitators and barriers impacting optimal implementation  

of an evidenced based online intervention for isolated women  
who are experiencing post natal depression and are living in regional, rural and remote 

areas of New South Wales? 
 
Principal Investigator 
Ms Keryl de Haan 
Clinical Leader PIMH/Substance Use   
Murrumbidgee Local Health District 
Phone: 047770810 
Email: keryl.dehaan@health.nsw.gov.au 
 
The purpose of the research has been explained to me, including the potential risks and 
discomforts. I have read the attached Participant Information Sheet on the above named 
study, and understand the purpose and the nature of participation. I have been given the 
opportunity to ask questions about the research and received satisfactory answers.  
 
I understand that I am free to withdraw my participation in the research at any time, and 
that if I do, I will not be subjected to any penalty or discriminatory treatment, however any 
comments I have made prior to my withdrawal will remain part of the data set.  
 
There are two pages to this form. If you agree to participate, please sign the second page.   
 
Please read the following statements carefully and tick þ the boxes to agree, where 
applicable: 
 
o I have been made aware of any known or anticipated inconvenience, risk and 

discomfort and of their implications as far as the researcher currently knows them.  

o I agree to the use of audio recording equipment during the interviews.  

o I agree that research data gathered from the results of the study may be published, 
provided that I cannot be identified. 

o I have been advised to retain the Participant Information Sheet. 

o I understand that if I have any complaints or concerns about this research I can 
contact Greater Western Human Research Ethics Committee: Committee’s Executive 
Officer on (02) 6330 5948 or via e-mail: Phil.Sanders@health.nsw.gov.au  
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Name of Participant  Signature of Participant  Date 
 
 
 

    

Name of Investigator  Signature of Investigator  Date 
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Appendix D: Clinician Information Letter and Consent

 
 

  version 2 18/08/2018 

Clinicians’ Information Sheet 
What are the key facilitators and barriers impacting optimal implementation  

of an evidenced based online intervention for isolated women  
who are experiencing post natal depression and are living in regional, rural and remote 

areas of New South Wales? 
 

RESEARCH TEAM                                                                                                                                                                       
Ms Keryl de Haan, Associate Professor Maree Bernoth, Ms Joanna Carlisle, Ms Chris 
Hunt, Professor Jeanette Milgrom, Dr. Alan Gemmill , Ms Alicia Carey. 

DESCRIPTION                                                                                                                                                                                   
This project is funded by a Translational Research Grant from the New South Wales 
Health department. The purpose of this study is to find out the key barriers and facilitators 
to accessing the online MMB, Postnatal Depression treatment program for isolated and 
hard to reach women in areas of regional, rural and remote NSW.  

PARTICIPATION                                                                                                                                                                             
Your participation in this project is entirely voluntary. If you do agree to participate, you can 
withdraw from the project at any time without comment or penalty. If you initially agree to 
participate but then change your mind, you can opt out at any stage. However, any 
comments you make prior to leaving the focus group will remain part of the data set. 
Withdrawal from the program will not affect you negatively. You are invited to participate in 
a focus group with other clinicians in your area where your experience with supporting 
women accessing the online treatment will be shared and discussed. The focus group will 
take an hour. With your consent, the focus group will be recorded and the information 
transcribed.  

EXPECTED BENEFITS                                                                                                                                                                 
What information you give us in the focus group will help to answer questions about 
uptake and identify any barriers you had supporting women accessing and using the 
program. This information will then be analysed and outcomes written up identifying 
recommendations around offering the e-Health intervention (MMB) as a standard referral 
pathway in health services for isolated women experiencing perinatal depression and 
anxiety.  

RISKS                                                                                                                                                                                            
If you decide to participate in a focus group, please do not divulge anything you wish to 
keep confidential or private. If you feel uncomfortable about participating in the discussion, 
you have the right to not contribute your ideas.  You have the right to leave the focus 
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group at any time. However, any contribution you have made prior to withdrawing will 
become part of the data set.  

PRIVACY AND CONFIDENTIALITY                                                                                                                                             
All comments and responses will be treated confidentially. All recorded and transcribed 
data will be de-identified. Results will also be used for publication and presentations. Your 
name will not be linked with your responses and you will not be able to be identified in the 
reported data. Please note that non-identifiable data collected in this project may be used 
as comparative data in future projects. 

CONSENT TO PARTICIPATE                                                                                                                                                       
This information sheet is for you to retain so that you have a reminder of what is involved 
in the research and your rights. It also has the contact details of the researchers and the 
Research Committee. A consent form will be provided to you if you decide to participate in 
the focus group. If you agree to participate, the consent form will need to be signed prior to 
your participation in the focus group. 

QUESTIONS/FURTHER INFORMATION ABOUT THE PROJECT                                                                                            
If you have any questions or require any further information please contact: 
 
Joanna Carlisle 
Title: Research Assistant  
Charles Sturt University, Wagga Wagga  
Email: jcarlisle@csu.edu.au  
 
Keryl de Haan 
Title: Clinical Leader Perinatal Infant Mental Health/Substance Use 
Murrumbidgee Local Health District 
Phone: 047770810 
Email: keryl.dehaan@health.nsw.gov.au 

CONCERNS/COMPLAINTS REGARDING THE CONDUCT OF THE PROJECT                                                                        
This study has been reviewed and approved by the Greater Western Human Research 
Ethics Committee.  If you have any concerns or complaints regarding the study please 
contact the Committee’s Executive Officer on (02) 6330 5948 or via e-mail:  
Phil.Sanders@health.nsw.gov.au 
 
Any issues you raise will be treated in confidence and investigated fully, and you will be 
informed of the outcome. 
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Clinician Consent Form 
What are the key facilitators and barriers impacting optimal implementation  

of an evidenced based online intervention for isolated women  
who are experiencing post natal depression and are living in regional, rural and remote 

areas of New South Wales? 
 
Principal Investigator 
Ms Keryl de Haan 
Clinical Leader PIMH/Substance Use   
Murrumbidgee Local Health District 
Phone: 047770810 
Email: keryl.dehaan@health.nsw.gov.au 
 
The purpose of the research has been explained to me, including the potential risks and 
discomforts. I have read the attached Clinician Information Sheet on related to this 
research, and understand the purpose and the nature of participation. I have been given 
the opportunity to ask questions about the research and received satisfactory answers. 
  
I understand that I am free to withdraw my participation in the research at any time and 
that if I do, I will not be subjected to any penalty or discriminatory treatment, however any 
comments I have made prior to my withdrawal will remain part of the data set.  
 
There are two pages in this document. Your signature is required on the second page. 
 
Please read the following statements carefully and tick þ the boxes to agree, where 
applicable: 
 
o I have been made aware of any known or anticipated inconvenience, risk and 

discomfort and of their implications as far as the researcher currently knows them.  

o I agree to the use of audio recording equipment during the interviews/focus groups.  

o I agree that research data gathered from the results of the study may be published, 
provided that I cannot be identified. 

o I have been advised to retain the Supporting Clinician Information Sheet. 

o I understand that if I have any complaints or concerns about this research I can 
contact the Greater Western Health Human Research Ethics Committee’s Executive 
Officer on (02) 6330 5948 or via e-mail: Phil.Sanders@health.nsw.gov.au  
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Name of Participant  Signature of Participant  Date 
 
 
 

    

Name of Investigator  Signature of Investigator  Date 
 
 
 
 



99

This page is left blank intentionally



100

Appendix E: Poster Displayed to Assist Recruitment

 

“Free online treatment for Mums with 
postnatal depression” 

Are you a Mum with a baby less than one year old? 

Are you struggling to cope, feel flat, sad or depressed? 

This internet CBT treatment 
program may help you. 
MumMoodBooster features: 

 Six sequential interactive 
sessions accessed from home 

 Access to lots of online 
information 

 Reimbursement for completion 
of questionnaires 

 
For more information please contact: 

Deniliquin‐ Child Family Health Nurse or MLHD 
Mental Health Clinician 

Narrandera‐ Child & Family Health Nurse, MLHD 
Mental Health Clinician or Aboriginal Maternal Infant 
Health clinician 

Tresillian in Murrumbidgee Family Care Centre, 
Wagga Wagga‐ Child & Family Health Nurse 
Or email – jcarlisle@csu.edu.au 
Research project April ‐ December 2019 
Translation Research Collaborative Organisation 
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Appendix F: PowerPoint Used in Clinician Information Sessions

Supporting Isolated Women 
in New South Wales 
via an eHealth CBT program

Significance of Perinatal Infant Mental Health 

10-20% women  
postnatal 

depression during 
the first year after 

giving birth

Large proportion go 
undiagnosed

Fewer than 50% 
women receive 

help for their 
depression 

Less than 5%  
receive evidence 
based treatment!
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Impact of untreated Maternal Mental Health

Mother

Partner

Mother-Infant 
relationships

Infant 
development

Family 
relationships

$$$$

But there is help out there!

MumMoodBooster
MMB

Developed by the 
Parent Infant 

Research institute 
(PIRI)

But how can we 
support women to 

access the treatment?
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Let’s apply for TRGS!

Charles Sturt 
University

Western NSW 
Local Health 

District

MLHD internal 
partners – MHDA, 
CFH, AMHIS, 
Tresillian

Parent Infant 
Research 
Institute (PIRI)

PIRI and MumMoodBooster

You can also sign up and 
see how MumMoodBooster
works as a clinician through 
the Mum Space website.

Instructions on this will also 
be included in the participant 
packs. 
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Research plan! 
Implementation research approach

Clinicians identified MLHD & WNSWLHD

Women identified EDS 13-25 (CFHN)

Invitations to participate & guided to register for MMB

Baseline questionnaires & follow-up 9 weeks

3 month follow-up interviews (clinicians and women)

We want to know?
What factors 
facilitated or 

impeded MMB
access

System complexity

Internet access & 
reliability 

Costs

Clinician/women’s 
attitudes etc.

Target audience

Did the program 
reach those in 

need?

Implementation

Was the program 
implemented as 

intended?

Integrity & 
dosage?

Who benefited 
most

Location

Service provider

Demographic

Satisfaction

Were clinicians 
and women 

satisfied with the 
MMB online CBT 

intervention?
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Where are things at?

March 2018
TRGS application

May 2018
Notification of 

success

July 2018
Received funds

August 2018
Ethics application

September 2018
Steering committee 

was established

Nov 2018
Ethics approval 

received

Jan 2019 – Dec 2019
Data collection

Jan 2019 – Mar 2019
Ongoing data 

collection & analysis

June 2020
Final report

Anticipated outcomes
• The extent of the health problem
• Utilisation of the online interventionDetermine 

• Causes for impeded uptakeAnalyse

• Appropriate solutionsRecommend

• Provide information for adjusting the MMB 
program for wide scale implementationUpscale
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Referring women to participate 
l Once a woman has been identified as meeting the criteria they can be invited to 

participate in the research.

l Provide and go through an information pack and consent form with the woman.

l If a woman consents, forward the details of the participant to Jo Carlisle who will 
organise a log in for the woman once consent is obtained. 

l A weblink will be provided in the information pack to MumMoodBooster.

How can you help?
l The study requires your help to identify women!

l You can help by identifying women who meet the following criteria:
– 18 years or older
– Have been screened using the Edinburgh Postnatal Depression Scale (EPDS) 

and scored between 13-25 by your service.
– Can be accessing one or more of the following,  GP, Community Mental 

Health, Tresillian, child and family health nurse or Building strong Foundations 
services

– And are identified as having signs of anxiety and/or depression. 
– Refer and provide support to these women 

throughout the research project. 
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l After 9 weeks, women will again complete questionnaires measuring symptoms 
of depression and anxiety (DASS, PHQ-9). This is co ordinated by Jo or a 
member of the research team.

l A medium-term follow-up of all outcome measures (DASS, PHQ-9) will be 
scheduled after a further 3 months along with a survey of women’s and health 
professionals’ satisfaction with the program. Participants and clinicians will be 
invited to participate in a semi-structured interview and/or a focus group to share 
their experiences. 

l Safety monitoring of depressive symptoms is scheduled at regular intervals (at 
baseline, and 9 weeks) using the PHQ-9. Worsening of symptoms or indication 
of risk of harm triggers a system ‘red flag’ to the program administrator, an email 
referring to emergency resources, and enables immediate telephone contact for 
referral to specialist care services. 

l Women are excluded if there are indications or risk or self harm.
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Frequently asked questions (FAQ)
l Will the woman be able to make direct contact with the research team?

– Yes, details for Keryl de Haan and Joanna Carlisle are provided in the 
information pack.

l What is in the participant/clinician information pack?
– Information about MumMoodBooster program, information sheet, consent 

form, local support services contact information and a note pad.

Frequently asked questions (FAQ)
l What if a woman wants to withdraw from the research ?

– Women can withdraw at any time. Data collected prior to withdrawal will be 
used in the research.

l Are there any incentives for women participating? 
– Women will be offered $30.00 for each interaction with the research as a token 

for their time and to cover travel costs. 

– These will be offered at baseline questionnaire, 9 week questionnaire and 3 
month follow up.  
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Frequently asked questions (FAQ)
l Who participates in the focus groups?

– There will be 2 types focus groups. 
– One where clinicians will be invited to attend and one where women who 

participate will be invited to attend. 
– These are not mandatory. 
– These will be facilitated by members of the research team.

l What if a women shows signs of depression but does not score between 13 and 
25?
– They can not be in this project but can still use MumMoodBooster through the 

Mum Space website.  

Frequently asked questions (FAQ)
l How involved is the program for the woman?

– Each session is designed to take about 15-20 minutes. 
– There are 6 sessions which should be completed in order (from 1 to 6) using a 

weekly schedule. 
– These sessions cover the essential steps of the program.

l Can the women start a module and continue it later?
– Yes, all modules are designed to be able to be started and resumed to allow 

flexibility. 
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Frequently asked questions (FAQ)
l How do I keep track of my input to the project?

– A note book will be provide to you. 
– You can keep track of key point that arise in this. 

– We ask you put no identifying data in this book and keep it safe.

l How long is the research project?

– The project will run for 2 years and has funding for this duration. 
– The end date will be June 2020.

Frequently asked questions (FAQ)
l How old can the child be for the participant to in involved in the project?

– The child needs to be under the age of 12 months however if older the mother 
can be referred to the Mum Space site.

l How many women am I expected to refer?
– There will no expected number, just depends on who you treat and if they are 

wiling to participate. 
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Frequently asked questions (FAQ)
l Once the research is over can I find out the outcomes from the research?

– Yes, a report can be provided. 
– The research team will provide information sessions to the clinicians and 

present the findings. 
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Appendix G: Preamble Provided to Clinicians 

 
 

Preamble for Clinicians Introducing MumMoodBooster Research 
Within this Health Service we complete the Edinburgh with all women we see, as we have 
done with you. When women score between 13 and 25 it indicates possible postnatal 
depression. So it doesn’t mean you have postnatal depression but people in that range 
often do. So I would like to tell you about some of the supports available to help you 
manage how you are feeling. Is that OK? 
 
There are many support options available to you, including working with your GP, 
accessing counselling  or online interventions. One of the online options you can do in the 
comfort of your own home is called MumMoodBooster. If you are interested in this option 
there is currently a research project involving using MumMoodBooster that you could 
participate in. Not only could this help you but could help other rural mums like you. And 
just for the first step they reward you with a $30 gift card.  
 
This is totally voluntary, is it something you might be interested in? 
 
 
(If yes go and get a participant pack) 
 
 
This pack gives you all the information to go through in your own time and the contact 
details of Jo and Keryl/Chris who are part of the research team, if you have any questions 
about it. The key steps of participating would be: 
 

• Once you have gone through the pack, you complete the consent and initial 
questionnaires. This is sent back to the research team in the reply paid envelope. 
You will receive a $30 gift card for this. Jo will contact you when she receives your 
consent form to arrange this to be sent to you.   

• You participate in the 6 online session – So it is one a week, for 6 weeks. You can 
start and stop as you please and do at home. This is what will make you feel better.  

• Complete 2 questionnaires again in 9 weeks. Jo will contact you about this and you 
relieve another $30 gift card when this done. 

• Jo will contact you in 3 months and ask you to complete the two questionnaires 
again as well as a short interview with some of the research team. You will receive 
another $30 gift card when this is done. 

You can choose to opt out at any stage and doing this doesn’t mean you can’t still talk to 
me, see your GP or counsellor.  
 
So essentially we have 3 options at this stage: 
 

1. You can say no and that’s ok. 
2. I can help you start and we can sign you up now if you are comfortable. 
3. You can take the pack and have a bit of a read and a think. 
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If Option 1 is chosen – Continue standard clinical care discussing other options that may 
suit the women. Let them know they can still use MumMoodBooster through the Mum 
Space website. Make notes in the provided notebook about any reason why or what 
happened ensuring all information is de identified. 
 
If Option 2 is chosen – allow women to read pack, complete consent form and 2 
questionnaires. Explain that Jo is the project officer on the research project and you will be 
passing on their name and phone number to Jo who will contact them. It is also useful if 
you can find out if they prefer a phone call or text message and if there is a better day or 
time of day for this? 
 
Thank them for signing up and assure them they will be supported and can still access 
other services. Tell them they are not locked in and just need to tell you/Jo/Keryl/Chris 
they no longer want to be part of it.  
 
When finished pass details onto Jo – jcarlisle@csu.edu.au.  
 
If Option 3 is chosen - Book an appointment with them for approximately 1 week later to 
follow up on the decision – if answer is yes follow option 2 – if no follow option 1. 
 
 
If there are any questions at any stage please feel free to call Jo on 0428452127 or Keryl 
0477708100  
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For further information about this research project 
please contact MLHD-Research@health.nsw.gov.au

mailto:MLHD-Research@health.nsw.gov.au

