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ABSTRACT

Background: There is a wide spectrum of perinatal mental health (PMH) disorders
including anxiety, depression, stress, compulsive disorders, post-traumatic stress disorder
(PTSD), mania and postpartum psychosis. Up to 20 per cent of women are found to be
suﬀering from anxiety and or depression during pregnancy and the ﬁrst three months
postnatally. Maternal mental health can have an impact on the infant both antenatally and
throughout the life course, with social, emotional and cognitive consequences. Therefore,
there is a critical need for evidence-based interventions which address PMH disorders.
At present, cognitive behavioural therapy (CBT) and eye movement desensitisation and
reprocessing therapy (EMDR) are the most commonly used therapies. They remain the only
psychotherapies for PTSD in the perinatal period approved by The National Institute for
Health and Care Excellence (NICE 2014).
Objective: To assess the eﬀectiveness of online psychotherapy (O-P-T) interventions for the
treatment of PMH disorders.
Methods: To address the research question ‘What is the eﬀectiveness of online
psychotherapy interventions for the treatment of perinatal mental health disorders?’
the researchers developed eligibility criteria using the Cochrane PICOS framework. Five
electronic databases were searched: PsycInfo, MEDLINE, CINAHL Complete, ProQuest
Dissertations & Theses and Scopus, along with Google Scholar and the Shapiro Library, to
identify papers which investigated O-P-T interventions published before July 2020.
Interventions were included if study participants had a clinician-assessed diagnosis of
a PMH illness at screening and if the study had an experimental design with clinician
involvement as part of the intervention. The included studies were assessed for quality
using the standard quality assessment criteria for evaluating primary research papers from
a variety of ﬁelds (QualSyst) (Kmet et al 2004).
Findings: Searches yielded 2567 results from the selected databases. Five studies
were included in the review (209 participants), three were postnatal depression (PND)
interventions and two were antenatal depression (AD) interventions. All were CBT-based.
Quality ratings of the included studies were found to be high based on QualSyst scores,
however treatment ﬁdelity was not reported. Pooled eﬀect sizes found a small to medium
eﬀect favouring the intervention versus control on the reduction of depressive symptoms,
according to their score on the selected depression measures, and in some cases remission
(d=0.48, 95% CI -0.07, 1.06). The results from the pooled eﬀect sizes on available withingroup data resulted in a large treatment eﬀect for depression, anxiety and stress outcomes
(d=1.90; d=0.81; d=1.05). Attrition rates were comparable with other online psychotherapy
studies for mental health.
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Conclusions: This review provides evidence that O-P-T interventions for the treatment of
PMH disorders are eﬀective in improving clinical outcomes in the reduction of depression,
anxiety and stress. Despite NICE (2014) recommendations for the treatment of PTSD in
the perinatal period there remains a gap in the literature for online EMDR interventions. In
addition, there is a lack of research for O-P-T interventions delivered via diﬀerent modalities,
such as videoconferencing, and a scarcity of research into O-P-T for other PMH disorders.
This is the ﬁrst synthesis of research into O-P-T for women who meet diagnostic criteria
for PMH disorders as classiﬁed by the International Classiﬁcation of Diseases (ICD-11)
(World Health Organization (WHO) 2020) or the Diagnostic and Statistical Manual of Mental
Disorders (DSM-5) (American Psychiatric Association 2013).
Keywords: perinatal, online, systematic review, mental health, EMDR, interventions,
psychotherapy, Evidence Based Midwifery

Introduction
According to the International Classiﬁcation of
Diseases 11th Revision (ICD-11) (WHO 2020)
the perinatal period covers pregnancy and up to a
year after birth. For many women, this is a time of
excitement and hope for the future. However, this
is not the case for every family as some of the most
common morbidities associated with this period
are mental health disorders (Howard et al 2014).
There is a wide spectrum of perinatal mental health
(PMH) disorders including anxiety, stress, depression,
compulsive disorders, post-traumatic stress disorder
(PTSD), mania and postpartum psychosis. Up to 20 per
cent of women are found to be suffering from anxiety
and or depression during pregnancy and the ﬁrst three
months postnatally (O’Hara & Wisner 2014).
The psychological and economic costs associated with
PMH disorders are substantial and the effects extend
beyond the woman (Bauer et al 2014). Maternal
mental health can have an impact on the infant
both antenatally and throughout the life course,
with social, emotional and cognitive consequences
(Goodman 2019). Research has identiﬁed links
between depression in the pregnancy period and
obstetric complications such as low birth weight,
increased risk of caesarean section and preterm birth
(Huang et al 2017). Additionally, prenatal depression
and prenatal anxiety have been associated with poor
breastfeeding outcomes (Fallon et al 2016). PMH
disorders have also been found to be the leading
cause of suicide in pregnancy and in the ﬁrst year
after birth, with suicide in this period accounting for
between ﬁve and 20 per cent of maternal deaths in
high-income countries (Khalifeh et al 2016, Knight
et al 2019). Consequently, the economic cost of
perinatal anxiety, depression and psychosis combined
are reported to amount to £8.1 billion per each oneyear cohort of births in the UK, equating to almost
£10,000 for every birth (Bauer et al 2014).
Given the impact PMH disorders have, it is critical
that women receive timely treatment to ensure
positive outcomes for both mother and infant.
Research investigating women’s intentions for helpseeking has identiﬁed that they are more inclined to

seek informal help from partners or family than seek
professional help (Fonseca & Canavarro 2017). This
could be interpreted as due to the perceived barriers
to treatment that women cite, such as lack of time,
lack of childcare and the costs involved (Lara et al
2014, Masood et al 2015, Millett et al 2018). An
equally salient barrier to help-seeking for PMH is
the perception of stigma, feelings of guilt and shame.
Women have been found to express a fear of being
judged as a bad mother and to fear the prospect that
their children could be taken away if they are deemed
unable to cope (Millett et al 2018).
Of central concern, therefore, are ways in which
barriers to accessing treatment/support can be
ameliorated to provide women with a safe, effective
and practical way to access help in the perinatal
period. Recent research into online psychotherapy
(O-P-T) has found that individuals report that the
ability to access therapy from home can reduce the
stigma associated with attending in person, eliminate
travel costs (Sunjaya et al 2020) and alleviate
childcare issues (Millet et al 2018).
There is a paucity of research looking at the efﬁcacy
of O-P-T. To the authors’ knowledge there are
currently no systematic reviews speciﬁcally examining
the efﬁcacy of O-P-T for women who have a clinical
diagnosis of a perinatal disorder. Additionally, the
recent impact of the COVID-19 pandemic has
emphasised the importance of individuals being able
to access online therapy. With a widespread increase
in acceptance of telehealth from mental health
professionals and the wider community (Wind et al
2020), conducting a review to assess the efﬁcacy of
O-P-T in this population is warranted. Therefore,
the aim of this review was to provide a synthesis
of current evidence for effective psychotherapeutic
interventions delivered via online modalities for
women with a PMH diagnosis.

Methods
Search strategy
The following databases were searched systematically
on 26 March 2020: PsycInfo, MEDLINE, CINAHL
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Complete, Proquest Dissertations & Theses, Scopus.
In addition, searches in Google Scholar and the
Shapiro Library were carried out. A combination of
search terms and medical subject headings (MeSH)
terms related to the topic were used, such as ‘mental
health’, ‘perinatal’, ‘psychotherapy’, and ‘online’ to
search article titles, abstracts and keywords. The
list of search terms was adapted from a previous
systematic review by Ashford et al (2016) with the
help of a subject matter expert librarian. The Google
Scholar search strategy involved taking the ﬁrst 10
pages of results from a search of the following terms:
‘perinatal AND mental health diagnosis AND online
AND psychotherapy’. This search strategy was based
on a previous systematic review which limited the
number of Google Scholar pages used for selecting
papers (Sinclair et al 2018). In addition, reference lists
of the included papers were searched for any other
eligible articles and search alerts were set up on the
databases to provide any new relevant publications.
Selection process and eligibility criteria
Following the database searches, duplicates were
removed prior to title and abstract screening for
eligibility. The eligibility criteria were developed using
the Cochrane PICOS framework (O’Connor et al
2008) (see Table 1).
Studies were excluded if interventions were a)
self-guided without therapist involvement b) had
pharmacological co-interventions and c) consisted
of only telephone or SMS (text) therapy. Study
protocols, qualitative studies and studies in which less
than half of the population met the criteria were also
not eligible for review. Agreement on eligibility for
inclusion involved discussion with ﬁve of the authors
at both abstract and full-text screening stages.
Study selection
The database searches yielded a total of 2566 papers;
one more paper was identiﬁed from one of the
authors’ recent reading sources. Two thousand ﬁve
hundred and nine titles and abstracts were screened
after duplicates were removed. A total of nine full
texts were screened, with ﬁve being deemed eligible
for review. Study screening and selection followed
the Preferred Reporting Items for Systematic Reviews
and Meta-Analyses (PRISMA) guidance (Moher et al
2009) (see Figure 1).

Data extraction
A data extraction form was devised to enable
the following data to be extracted: authors,
year, aims/objectives, study design, participant
inclusion/exclusion criteria, recruitment, sampling,
randomisation, blinding, intervention (including
integrity, duration, content and therapist
involvement), comparator, statistical methodology,
outcome measures, and results (main outcomes,
attrition, power analysis, treatment compliance).
After reviewing the data and considering the studies’
methodological design, intervention designs and
outcome measures, it was deemed too heterogeneous
to conduct a meta-analysis and therefore the review
takes a narrative approach.

Findings
Study characteristics
All studies were primary research papers published in
peer-reviewed journals. There was variability in the
sample sizes, study origins, recruitment methods and
attrition rates. An overview of study characteristics
can be found in the Supplementary information.
Study design
Four of the ﬁve studies used a parallel randomised
controlled (RCT) design (Milgrom et al 2016, Pugh et
al 2016, Forsell et al 2017, Wozney et al 2017) with
the remaining paper adopting a quasi-experimental
design without control group (Kim et al 2014). Each
study assessed the efﬁcacy of the intervention through
measuring outcomes at varied timepoints.
Study sample
The total number of participants across the studies
was 209, with sample sizes ranging from 12 to 62.
Fifty-four of the 209 participants were women in the
antenatal period and 155 were postnatal women.
Attrition rates ranged from ﬁve per cent to 40 per cent
from the point of randomisation or time 1 (T1) to
ﬁnal post-intervention timepoint. All participants were
over the age of 19, however, due to heterogeneity in
the reporting of participant age, it was not possible to
determine the range. The recruitment method adopted
by the majority of studies was self-referral through
advertising (Milgrom et al 2016, Pugh et al 2016,
Forsell et al 2017). Two studies used a combination

Table 1. PICOS framework.
PICOS
Description
Population
Women in the perinatal period (start of pregnancy to one year postpartum) who have been diagnosed with a
perinatal mental health disorder as deﬁned by the ICD-11/DSM-5.
Interventions
Evidence-based online (computer/web-based) psychotherapies to treat mental health issues in the
perinatal period.
Comparisons
Face-to-face treatment, treatment as usual (TAU), waitlist, pre-test/post-test outcome results.
Outcomes
Improved clinical outcomes, adverse eﬀects, attrition rates.
Study design
Experimental designs e.g. randomised controlled trials, pre-post quasi-experimental design.
The Royal College of Midwives, Evidence Based Midwifery 19(1): 6-18
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Records identiﬁed through
database searching
(n = 2566)

Additional records identiﬁed
through hand searches and
alerts (n = 1)

Records after duplicates removed
(n = 2509)

Records excluded,
with reasons
(n = 2500)
- Not primary research
- Not perinatal focused
- Not online studies
- Not psychotherapy
- Study protocols

Records screened
(n = 2509)

Full-text articles
assessed for eligibility
(n = 9)

Studies included in
quantitive synthesis
(meta-analysis)
(n = 5)

Figure 1. PRISMA ﬂowchart of study selection.

of self-referral and referral through a health care
professional (Kim et al 2014, Wozney et al 2017). Out
of the participant samples, 155 were either married,
co-habiting, engaged or in a committed relationship.
Methodological quality assessment
Study quality of the included papers was assessed
using the standard quality assessment criteria for
evaluating primary research papers from a variety of
ﬁelds (QualSyst) (Kmet et al 2004). This is a 14-item
checklist rated on a four-point scale: yes=2, partial=1,
no=0, and N/A. With a total possible sum score out
of 28 (less *2 for checklist items not applicable to
the study design), summary scores were calculated by
dividing the total sum score with the total possible
score. This provided the authors with an assessment
score of methodological quality in which a higher
score represented higher methodological quality.
In order to ensure rigour, quality assessment was
assessed independently by ﬁve of the authors and
discussed until agreement was reached.

Overall the studies were
all found to score highly
on the methodological
rating according to
QualSyst (Kmet et al
2004). Table 2 provides a
breakdown of the ratings
each study was allocated
by the reviewers on
each of the 14 criteria.
The main limitations
were found to be risk
of response bias due to
self-report scales, lack of
blinding to investigators,
inadequate sample
size and the possible
introduction of sampling
bias through selfreferral-only recruitment
methods.

Full-text articles
excluded, with reasons
(n = 4)
- No PMH diagnosis -3
- Not all in perinatal
period -1

Intervention
characteristics
The two PMH
disorders targeted by
the interventions were
antenatal depression
(AD) (Kim et al 2014,
Forsell et al 2017) and
postnatal depression
(PND) (Milgrom et al
2016, Pugh et al 2016,
Wozney et al 2017).
All interventions used
cognitive behavioural
therapy (CBT) as a
therapeutic approach
to develop online selfguided modules with therapist support.
There was heterogeneity in the content of support
and delivery method, with two interventions
providing telephone support (Milgrom et al 2016,
Wozney et al 2017), one intervention blending faceto-face (F2F) therapy with online modules (Kim et
al 2014) and two delivering support through email
communication (Pugh et al 2016, Forsell et al 2017).
Duration and frequency of delivery varied from seven
to 12 modules at a rate of one per week. There was
substantial variability in the content of the online
element of each intervention programme. More
information on each intervention can be found in
the Supplementary information.
Additionally, the comparison groups in each RCT
study ranged from waitlist control group (WLC)
(Pugh et al 2016) to treatment as usual (TAU) with
information on depression (Wozney et al 2017),
TAU with optional intervention following the
study (Forsell 2017), TAU with no information or
intervention offered (Milgrom et al 2016).
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Table 2. Quality assessment of included studies.

1) Question/objective suﬃciently described?
2) Design evident/appropriate?
3) Participant selection described/appropriate?
4) Participant characteristics/input variables
suﬃciently described?
5) Random allocation described?
6) Investigator blinding reported?
7) Participant blinding reported?
8) Outcome measure well-deﬁned/robust to
measurement/misclassiﬁcation bias?
9) Sample size appropriate?
10) Analysis described & appropriate
11) Estimate of variance reported for main results?
12) Controlled for confounding?
13) Results reported in suﬃcient detail?
14) Results support conclusions?
Total score
Sum score

Kim et al
2014
2
1
2
2

Milgrom et al
2016
2
2
1
2

Pugh et al
2016
2
2
1
2

Forsell et al
2017
2
2
1
2

Wozney et al
2017
2
2
2
2

N/A
2
N/A
1

2
1
N/A
1

2
1
N/A
1

2
1
N/A
1

2
2
N/A
1

0
2
2
2
2
2
18
0.83

1
2
2
2
2
2
22
0.85

1
2
2
1
2
2
21
0.81

0
2
2
2
2
2
21
0.81

1
2
1
1
2
2
22
0.85

Yes=2; Partial=1; No=0

Country of origin
The studies were undertaken in four different
countries: two in Canada (Pugh et al 2016, Wozney
et al 2017); one in Sweden (Forsell et al 2016); one
in the United States of America (Kim et al 2014) and
one in Australia (Milgrom et al 2016).
Mental health outcomes
Where possible, continuous measures were converted
to a standardised effect size (Cohen’s d) (Cohen 1988)
using standardised mean difference; dichotomous
data were converted from chi-squared results. This
enabled the production of forest plots to report
between-group (intervention versus control) effect
sizes for mental health outcomes (see Figure 2) and
within-group effects for mental health outcomes in
the intervention group (see Figure 3). Where data
were not available, study authors were contacted and
if data were not provided the study outcomes were
omitted from the forest plot.
As demonstrated in Figure 2, the results from the
pooled effect sizes show that the majority of mental
health outcomes favoured the intervention with the
exception of DASS-Stress and DASS-Depression in the
study by Pugh et al (2016). Reduction of depression
symptoms and diagnosis was approaching a medium
overall effect size (d=0.48 CI -0.07, 1.06), anxiety
symptom reduction had a small overall effect (d=0.35
CI -0.36, 0.81) and total stress reduction saw a
negative small effect size (d=-0.23 CI -0.08, 1.14).
The results from the pooled effect sizes on available
within-group data show a large treatment effect
for depression, anxiety and stress (d=1.90; d=0.81;
d=1.05)

The primary outcome in all studies was depression,
with each study using a number of different
depression measures. Three out of ﬁve studies
assessed clinical diagnostic status of depression at
baseline using the SCID-I (Kim et al 2014, Forsell
et al 2017, Wozney et al 2017) and one used the
SCID-IV (Milgrom et al 2016). Pugh et al (2016)
assessed diagnostic status at baseline using the MINI
International Neuropsychiatric Interview.
Only two studies followed up by assessing postintervention clinical diagnosis using the same
clinician-administered instrument (Milgrom et al
2016, Wozney et al 2017). Remission rates in the
RCT treatment groups post-intervention and follow
up ranged from 33 per cent to just over 90 per cent
(Milgrom et al 2016, Pugh et al 2016, Forsell et al
2017, Wozney et al 2017). In the quasi-experimental
study by Kim et al (2014), 60 per cent of participants
were deemed in remission.
Kim et al (2014) reported the Hamilton Depression
Rating Scale (HDRS) as their primary outcome
measure and found a large signiﬁcant effect size
(d=2.38, 95% CI 1.30 – 3.31) at eight weeks posttreatment. Forsell et al (2016) assessed depression
using the Montgomery-Åsberg Depression Rating
Scale-Self report version (MADRS-S) and found large
signiﬁcant between-group post-treatment effect sizes
(g=1.21, 95% CI, 0.50- 2.92).
The Beck Depression Inventory (BDI and BDI-II) was
reported in three studies (Kim et al 2014, Milgrom
et al 2016, Wozney et al 2017). Kim et al (2014)
reported a signiﬁcant reduction in BDI scores at
eight weeks with a large effect size (d=2.47, 95% CI
1.37- 3.42). Similarly, Milgrom et al (2016) found a
signiﬁcant reduction in between group BDI-II scores
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Figure 2. Between group forest plot for mental health outcomes.

-2.00

-1.00

Favours control group
Study
Pugh et al (2016)
Milgrom et al (2016
Pugh et al (2016)
Milgrom et al (2016)
Forsell et al (2017)

.00

1.00

2.00

Favours intervention group
Outcome measure
DASS-S
DASS-S
Total stress
DASS-A
DASS-A
GAD-7
Total anxiety
EPDS
EPDS
BDI
DASS-D
MADRS-S
SCID
SCID
Total depression

Eﬀect size
-0.98
0.53
-0.23
0.23
0.27
0.54
0.35
0.33
0.19
0.83
-0.9
1.26
0.51
1.12
0.48

CI lower
-1.62
-0.08
-0.85
-0.85
-0.33
0.1
-0.36
0.3
-0.43
0.2
-1.54
0.57
0
0.44
-0.07

CI upper
-0.33
1.14
0.41
0.38
0.87
1.18
0.81
0.96
0.81
1.45
-0.26
1.95
0.72
1.81
1.06

The Edinburgh Postnatal Depression
Scale (EPDS) was administered in
four studies with one study (Kim et
al 2014) reporting a large signiﬁcant
effect size (d=2.08 95% CI 1.052.97), another (Forsell et al 2017) a
non-signiﬁcant medium effect (g=0.52,
95% CI, - 1.08 – 2.12) and Pugh et al
(2016) ﬁnding no effect for condition
on EPDS scores. However, in the study
by Pugh et al (2016) a chi-squared
analysis approached signiﬁcance
(p=0.08) on participants’ classiﬁcation
of improved or recovered following
the intervention based on reduction
of EPDS scores. Participants in the
intervention group were found to be
20 per cent improved and 62 per cent
recovered in the interventions group.
In the WLC group, 38 per cent of
participants were classed as recovered
and over 50 per cent exhibited no
change. A regression analysis on time
by interaction for EPDS scores resulted
in non-signiﬁcant reductions.
Depression ratings from the
Depression Stress and Anxiety Scale
Short-form (DASS21) were reported
by Pugh et al (2016) using a multiple
regression analysis which found the
intervention lowered depression levels
B=-0.25, d=-0.90 (-1.54, -0.26).

In addition to depression, four out
of the ﬁve studies assessed anxiety
as a secondary outcome (Kim et al
Forsell et al (2017)
2014, Milgrom et al 2016, Pugh et
Pugh et al (2016)
al 2016, Forsell et al 2017). Three
Milgrom et al (2016)
different anxiety scales were reported:
Pugh et al (2016)
Generalised Anxiety Disorder Scale
Forsell et al (2017)
(GAD-7), the Beck Anxiety Inventory
Wozney et al (2017)
(BAI) and the DASS anxiety. Three
Milgrom et al (2016)
of the studies reported a reduction
in anxiety symptoms ranging from a
Abbreviations
small to large effect, however, results
BDI: Beck Depression Inventory; DASS-S: Depression Anxiety Scale Shortwere predominately non-signiﬁcant
form (stress); DASS-A: Depression Anxiety Scale Short-form (anxiety) DASS-D:
(3/4); Kim et al (2014) reported a
Depression Anxiety Scale Short-form (depression); EPDS: Edinburgh Postnatal
signiﬁcant reduction in BAI score
Depression Scale; GAD-7: Generalised Anxiety Disorder scale; MADRS-S:
(d=0.5 CI-0.32, 1.28); Milgrom et
Montgomery-Åsberg Depression Rating Scale- Self report version; SCID: The
al (2016) reported a non-signiﬁcant
Structured Clinical Interview for DSM-IV/ DSM-V.
reduction in between group scores on
the DASS anxiety at 12 weeks (d=0.27,
-0.33, 0.87); Forsell et al (2017)
at 12 weeks post-treatment: d=0.83 (CI 95% 0.20
assessed anxiety using the GAD-7 and reported nonto 1.45). Wozney et al (2017) conducted a mixed
signiﬁcant between group reductions (g=0.63 CI -0.84,
effects regression on BDI score and reported a time
2.10) but signiﬁcant within group reductions (g=0.93
by treatment interaction at six months (B=- 0.99,
CI 0.05, 1.81). Pugh et al (2016) conducted regression
t=1.885, p=0.064) but the effect was not as large at
analysis on the DASS anxiety and stress scales between
12 months (B=- 0.44, t=1.52, p=0.133) suggesting
groups and found non-signiﬁcant reduction in anxiety
that a reduction in BDI-II scores could be temporary
(B=-20) and a signiﬁcant reduction in stress (B=-0.41).
and there is a potential risk of depressive symptom
Milgrom et al (2016) also reported on the reduction of
relapse.
stress using the DASS and found a signiﬁcant medium
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Kim et al (2014) reported participants
spent a mean average of 215.8
minutes on the ‘Good Days Ahead’
computer programme over the eight
sessions and attended a mean of 7.2
in-person sessions.

Figure 3. Within group forest plot for mental health outcomes.

Milgrom et al (2016) reported that
86 per cent of participants completed
all sessions; the total time spent
online averaged 370 minutes with
participants completing a mean of 4.3
coaching calls out of a possible six.
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2.38
1.90

CI lower
0.43
0.36
0.40
0.32
0.39
0.14
0.28
0.28
0.83
1.28
0.26
1.88
1.05
0.46
1.37
1.30
1.05

CI upper
1.72
1.68
1.70
1.28
1.65
1.39
1.58
1.48
2.26
2.75
1.51
3.64
2.97
1.76
3.42
3.31
2.70

Abbreviations
BAI: Beck Anxiety Inventory; BDI: Beck Depression Inventory; DASS-S:
Depression Anxiety Scale Short-form (stress); DASS-A: Depression Anxiety
Scale Short-form (anxiety) DASS-D: Depression Anxiety Scale Short-form
(depression); EPDS: Edinburgh Postnatal Depression Scale; GAD-7: Generalised
Anxiety Disorder scale; HDRS: Hamilton Depression rating scale; MADRS-S:
Montgomery-Åsberg Depression Rating Scale - Self report version.

effect between groups at 12 weeks (d=0.53 95% CI,
- 0.08 – 1.14).
Treatment engagement and adherence
Participant engagement and adherence varied due
to differences in study design, however, overall the
studies reported moderate to high engagement with
the interventions.

Pugh et al (2016) reported 60 per
cent completion of all seven possible
modules in the intervention with the
mean number of modules completed
recorded as 5.92. Additionally, they
reported high engagement with
the website with the mean number
of visits reported as 26.88, mean
number of client emails sent reported
as 5.4 and mean number of client
emails received was 10.52 throughout
the seven modules.
In the study by Forsell et al (2017)
the researchers considered those
participants that completed six out
of the 10 modules as completers.
They suggest this is because the
ﬁrst six modules contain the main
components of CBT for depression.
Therefore, they reported 82 per cent
of participants as having completed
six or more modules.
Finally, the study by Wozney et al
(2017) reported that 22 intervention
participants completed the full 12
coaching sessions and the mean
average number of sessions over all
the intervention participants was
9.13 sessions. The mean duration of
coaching calls in the intervention was
36.74 minutes.

Discussion

The focus of this systematic review
was to investigate the effectiveness
of O-P-T for women with a clinical
diagnosis of a PMH disorder. To the
authors’ knowledge it is the ﬁrst to
investigate online interventions speciﬁcally in this
population. Five studies were included from a total
of 2567 identiﬁed through systematic searches and
included a total sample size of 209.
The interventions identiﬁed were found to have high
heterogeneity in their design and varied in their focus
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on women in the antenatal and postnatal periods.
The studies explored the efﬁcacy of the intervention
with a number of mental health outcomes; however,
the primary outcome of each study was depression.
Despite the heterogeneity in intervention design,
the results of this review suggest that O-P-T for the
treatment of women classiﬁed as having a PMH
disorder is clinically effective.
Evidence for this can be found in the overview of
results as they demonstrate that, for the reduction
of depressive symptomatology, and in some cases
remission of depressive diagnosis, psychotherapy
delivered online provided positive between-group
treatment effects. It can be seen from the included
forest plots that each of the diagnostic mental health
scales were found to favour the intervention.
This is important as it builds upon the ﬁndings of
the previous systematic review by Ashford et al
(2016) who found depressive symptomatology to be
reduced. However, they noted that the use of selfreport measures made it unclear as to whether similar
results would be found in women with diagnosed
mental health issues. This review provides evidence
for the effective reduction of clinical diagnostic
symptomatology in women with perinatal depression.
In addition to depression, the review also highlighted
the potential of O-P-T to be effective in the treatment
of other PMH symptoms, such as anxiety and
stress. The results were mixed in terms of statistical
signiﬁcance; however, overall treatment effects
favoured the intervention, with only the study by
Pugh et al (2016) found to elicit between-group
outcome measures favouring the control.
Within-group data also provided a strong case for
the efﬁcacy of O-P-T with all outcomes favouring
the intervention. Unfortunately, as the authors were
unable to get the required data to complete withingroup analysis on the results from the SCID outcome
measures in Milgrom et al (2017) and Wozney et al
(2017) they were not included in the forest plot. It
is, however, posited that they would have elicited a
favourable response toward the intervention based
on the reported remission statistics.
Study quality
Quality assessment found the studies to have
high quality ratings, however, there were notable
drawbacks in a number of areas. Three studies
(Milgrom et al 2016, Pugh et al 2016, Forsell et al
2017) were found to be inadequate in their sampling
methods as they relied on self-referrals only which
was deemed high risk for self-referral bias. In
contrast, two of the studies (Kim et al 2014, Wozney
et al 2017) included professional referrals though
health care providers, thereby reducing the risk of
bias.
Of the ﬁve studies, three reported that blinding of
investigators was not possible due to the nature
of psychotherapy (Milgrom et al 2016, Pugh et al
2016, Forsell et al 2017). However, the two studies

conducted by Kim et al (2014) and Wozney et al
(2017) reduced the risk of bias through the blinding
of evaluators/independent assessment assistants.
All studies were found to have inadequate sample
sizes which impacts on the ability to generalise the
ﬁndings. This is of particular relevance to those
studies which completed regression analysis. It is
suggested that regression analysis requires a sample
size of n=50 + (8 x number of variables) (Tabachnick
& Fidell 2013) therefore, as both Pugh et al (2016)
and Wozney et al (2017) had sample sizes below
n=50, the results of their regression cannot be
considered generalisable.
An equally signiﬁcant aspect was the use of validated
self-report scales in all the studies; although their use
is commonplace in research it can leave the ﬁndings
open to self-report bias and an under- or overestimation of symptoms (Gorber & Tremblay 2016).
Despite this criticism, two of the studies (Milgrom et
al 2016, Wozney et al 2017) also measured clinical
diagnosis outcome pre- and post-intervention using
the clinician-administered SCID which provides a
more robust form of measurement; therefore ﬁndings
can be more readily accepted.
Study design
Of particular salience is the heterogeneity of study
design. Three out of four of the RCT studies used
a variation of treatment as usual, however, Pugh
et al (2016) utilised a waitlist control design as a
comparator. It has been suggested that the use of
a waitlist control can overinﬂate the estimate of
the intervention effect. Cunningham et al (2013)
postulate that stalling participants in a ‘non-action’
state, whereby they do not attempt behaviour
change or seek alternative help while waiting for
the intervention, could elicit less improvement than
if a control group had been used. Interestingly, the
opposite can be seen in the study by Pugh et al
(2016), who noted that WLC participants reported
seeking regular contact with a family physician
in almost 58 per cent of cases; 32 per cent sought
psychotherapy and 25 per cent used psychotropic
medication.
Research looking at help-seeking in the perinatal
period has often found women to be less likely to
seek help due to barriers such as perceived stigma or
the lack of identifying PMH problems (Button et al
2017), therefore it is postulated that the screening
procedure which involved a diagnostic outcome
facilitated the removal of such barriers and provided
opportunity for treatment. The impact of TAU group
participants’ engagement of outside sources of help is
also of salience. Milgrom et al (2016) noted that 81
per cent of participants in the TAU group reported
using one or more sources of outside support. Only
one intervention group participant (5%) reported
the use of antidepressant medication whilst involved
in the trial compared to four (19%) in the TAU.
Similarly, Forsell et al (2017) reported that eight
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women in each study arm had begun counselling
or psychological treatment during the course of
the study. Consequently, this may have limited the
detection of true treatment effects and should be
considered when interpreting results.
Another important aspect to consider is the length
of follow up; only one study (Wozney et al 2017)
analysed treatment effects beyond three months.
Their results found a signiﬁcant treatment effect
with treatment group participants 5.2 times more
likely to experience diagnostic remission at 12
months compared to 1.2 times at three months. This
suggests that designs which include a longer follow
up period could identify larger treatment effects. This
supports previous research which has found that the
probability of recovering from PND increases by
more than 50 per cent between six and 12 months
(Torres et al 2019).
When considering the timescale for remission it is
reasonable to look at other biological factors which
may impact on treatment response in the perinatal
period. Due to low oestrogen levels it has been
suggested that there may be resistance to treatment
for PND (Robakis & Williams 2013). Additionally,
there is emerging evidence of the association between
maternal nutrient depletion and increased risk of
PMH issues. The use of prebiotics as a mediator to
enhance the maternal microbiome is suggested to be a
way to support maternal mental health by way of the
hypothalamic-pituitary-adrenal (HPA) axis (Rackers
et al 2018). When added to the associated demands
of motherhood such as extreme fatigue, possible
recovery following caesarean section and the care of
existing children it is not unreasonable to expect a
delay in recovery. In the study by Pugh et al (2016)
between-group analysis was only assessed at four
weeks post-intervention, therefore the suggestion
of a recovery delay may account for the impact on
their results.
Attrition rates
A notable ﬁnding was that attrition rates ranged
from low to moderate (ﬁve per cent to 40 per cent),
depending on the length of follow up and the design
of the intervention. This variation suggests that,
although the interventions are deemed effective in
terms of clinical outcomes, the perceived acceptability
for participants may vary between the intervention
design with the lowest attrition found in the studies
which adopted an RCT design and TAU control
(Milgrom et al 2016, Forsell et al 2017, Wozney
et al 2017). Previous systematic reviews which
investigate various online modalities in other mental
health populations have also found varied attrition
rates ranging from 0 per cent–92 per cent (Bee et al
2008, Berryhill et al 2019, Bennett et al 2020). This
emphasises the importance of intervention design
and suggests that a PMH population has a similar
treatment engagement with O-P-T as other mental
health populations.

Treatment ﬁdelity and demographics
An important aspect to consider when looking at
psychological interventions is treatment ﬁdelity. As
all the online interventions were computer-based
modules, the ﬁdelity of the CBT treatment was more
transparent for four out of ﬁve of the studies which
provided detailed information on the module content
and clinician involvement (Kim et al 2014, Milgrom
et al 2016, Forsell et al 2017, Wozney et al 2017).
However, it is noted that treatment ﬁdelity was not
assessed and reported in the studies and this can have
a negative impact (Waltman et al 2017).
A pertinent point to note regarding the demographic
information included in the studies was the lack
of reporting on breastfeeding status, with just one
study reporting it in between-group participant
characteristics (Pugh et al 2016). Breastfeeding has
been found to reduce the severity of PND and anxiety
as increased prolactin levels during breastfeeding
regulate the stress response and modulate anxiety and
depressive-like behaviours (Kendall-Tackett 2007).
Conversely, poor breastfeeding experiences and short
breastfeeding duration are associated with higher
depression scores (Brown et al 2016). This is not only
pertinent for studies which look at postnatal disorders
but, as some women breastfeed previous children
throughout pregnancy, it is relevant for studies
focusing on AD.
Implications for future research
This review highlights a gap in the literature for
research which explores the use of a wide range
of therapeutic approaches using online modalities.
Despite a plethora of research exploring the use
of eye movement desensitisation and reprocessing
therapy (EMDR) for depression there were no studies
which addressed this area. Current NICE guidelines
(CG192, section 1.9.5) state that CBT and EMDR are
the only approved therapies for PTSD in the perinatal
period (NICE 2014).
Additionally, with the impact of the restrictions on
F2F therapy due to the COVID-19 pandemic it is
pertinent to consider research into different online
modalities, such as videoconferencing, to enable
women to gain access to a range of treatments from
home. Furthermore, it was evident from the small
number of included studies, that there is a need for
further research into O-P-T for other diagnosed PMH
disorders beyond depression. Indeed, there is a lack of
studies which look at online interventions for women
diagnosed with PTSD following childbirth, perinatal
OCD, perinatal psychosis and tokophobia.
Strengths and limitations
There are a number of notable strengths of the
current review. It adopted a clear search strategy and
inclusion criteria which followed PRISMA guidelines
and included dissertations and theses. Study eligibility
and inclusion were assessed by ﬁve of the authors
to ensure methodological rigour and minimise bias.
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Moreover, study quality was assessed individually and
subsequently discussed as a group to ensure agreement.
It is, however, important to note the limitations of this
review. As the number of included studies was small,
and high in heterogeneity of intervention design, it
was not possible to complete a full meta-analysis
with ﬁndings hard to synthesise. The small number of
included studies and their small sample sizes limited
the strength of evidence of this review.
In addition, it is important to consider the impact of
publication bias. It is often the case that studies which
produce non-signiﬁcant results are less likely to be
published leading to an over-inﬂation of the review’s
positive outcomes (Lefebvre et al 2019). Additionally,
as resources were not available to translate nonEnglish papers the review could be subject to
language bias and the possibility of studies not
included, which may reduce the ability to generalise
the results (Lefebvre et al 2019). However, evidence
has suggested that for the majority of systematic
reviews the exclusion of non-English language studies
has not affected the review conclusions (Morrison et
al 2012, Hartling et al 2017).

Conclusion
This systematic review has demonstrated that O-P-T
interventions for the treatment of PMH disorders
are effective in the reduction of mental health
symptomatology and in some cases may result in
the remission of depressive diagnosis. Findings also

References
American Psychiatric Association (2013). Diagnostic and statistical
manual of mental disorders (DSM-5). 5th ed. Philadelphia, PA:
American Psychiatric Association.
Ashford MT, Olander EK, Ayers S (2016). Computer- or webbased interventions for perinatal mental health: a systematic
review. Journal of Affective Disorders 197:134-46.
Bauer A, Parsonage M, Knapp M, Iemmi V, Adelaja B (2014).
The costs of perinatal mental health problems. London: Centre
for Mental Health and London School of Economics. https://
www.centreformentalhealth.org.uk/sites/default/ﬁles/2018-09/
costsofperinatal.pdf [Accessed 19 January 2020].
Bee PE, Bower P, Lovell K, Gilbody S, Richards D, Gask L, Roach
P (2008). Psychotherapy mediated by remote communication
technologies: a meta-analytic review. BMC Psychiatry 8(60). https://
doi.org/10.1186/1471-244X-8-60 [Accessed 13 November 2020].
Bennett CB, Ruggero CJ, Sever AC, Yanouri L (2020). eHealth
to redress psychotherapy access barriers both new and old: a
review of reviews and meta-analyses. Journal of Psychotherapy
Integration, 30(2):188-207.
Berryhill MB, Culmer N, Williams N, Halli-Tierney A, Betancourt
A, Roberts H, King M (2019). Videoconferencing psychotherapy
and depression: a systematic review. Telemedicine Journal and
e-Health 25(6):435-46.
Brown A, Rance J, Bennett P (2016). Understanding the
relationship between breastfeeding and postnatal depression: the
role of pain and physical difﬁculties. Journal of Advanced Nursing
72(2):273-82.
Button S, Thornton A, Lee S, Shakespeare J, Ayers S (2017).
Seeking help for perinatal psychological distress: a meta-synthesis
of women’s experiences. British Journal of General Practice
67(663):e692-9.

suggest perinatal populations are likely to engage
well with online treatment modalities. More research
is required for interventions that not only assess
different therapeutic approaches such as EMDR but
also different online modalities for a broader range of
PMH disorders.

Authors
Rachel Black MSc, PhD researcher, Ulster University
(corresponding author).
Email: Black-R14@ulster.ac.uk
Prof Marlene Sinclair, Professor of Midwifery, Head
of Maternal, Fetal and Infant Research Centre, Ulster
University.
Prof Paul William Miller, Consultant Psychiatrist, EDMR
Consultant Trainer, visiting professor within the School of
Nursing at Ulster University.
Dr Bernie Reid, Lecturer in Nursing, School of Nursing,
Ulster University.
Dr Julie McCullough, Research Associate, School of
Nursing, Ulster University.
Dr Paul Slater, Lecturer in Statistics, School of Nursing,
Ulster University.
Dr Mara Tesler Stein, Clinical Psychologist, The Touchstone
Institute, Lincolnwood, IL, USA.
Dr Derek Farrell MBE, Clinical Psychologist, Principal
Lecturer and Course Leader, MSc EMDR Therapy,
University of Worcester.
Cohen J (1988). Statistical power analysis for the behavioral
sciences. 2nd ed. Hillsdale, NJ: Lawrence Erlbaum Associates.
Cunningham JA, Kypri K, McCambridge J (2013). Exploratory
randomized controlled trial evaluating the impact of a waiting list
control design. BMC Medical Research Methodology 13(150).
Fallon V, Groves R, Halford JCG, Bennett KM, Harrold JA (2016).
Postpartum anxiety and infant-feeding outcomes: a systematic
review. Journal of Human Lactation 32(4):740-58.
Fonseca A, Canavarro MC (2017). Women’s intentions of informal
and formal help-seeking for mental health problems during the
perinatal period: the role of perceived encouragement from the
partner. Midwifery 50:78-85.
Forsell E, Bendix M, Holländare F, von Schultz BS, Nasiell J,
Blomdahl-Wetterholm M, Eriksson C, Kvarned S, van der Linden
JL, Söderberg E, Jokinen J, Wide K, Kaldo V (2017). Internet
delivered cognitive behavior therapy for antenatal depression:
a randomised controlled trial. Journal of Affective Disorders
221:56-64.
Goodman JH (2019). Perinatal depression and infant mental
health. Archives of Psychiatric Nursing 33(3):217-24.
Gorber SC, Tremblay MS (2016). Self-report and direct measures
of health: bias and implications. In: Shephard R, Tudor-Locke C
eds. The objective monitoring of physical activity: contributions of
accelerometery to epidemiology, exercise science and rehabilitation.
Cham: Springer: 369-76. http://doi-org-443.webvpn.fjmu.edu.
cn/10.1007/978-3-319-29577-0_14 [Accessed July 2020].
Hartling L, Featherstone R, Nuspl M, Shave K, Dryden DM,
Vandermeer B (2017). Grey literature in systematic reviews: a
cross-sectional study of the contribution of non-English reports,
unpublished studies and dissertations to the results of metaanalyses in child-relevant reviews. BMC Medical Research
Methodology 17(64).

The Royal College of Midwives, Evidence Based Midwifery 19(1): 6-18

15

Black R, Sinclair M, Miller P, Reid B, McCullough J, Slater P, Stein MT, Farrell D (2021). The eﬀectiveness of online psychotherapy interventions for
the treatment of perinatal mental health disorders: a systematic review. Evidence Based Midwifery 19(1): 6-18
Howard LM, Molyneaux E, Dennis C-L, Rochat T, Stein A,
Milgrom J (2014). Non-psychotic mental disorders in the perinatal
period. Lancet 384(9956):1775-88.
Huang H-C, Sung F-C, Chen P-C, Chang CY-Y, Muo C-H, Shiue
H-S, Huang J-P, Li T-C, Tzeng Y-L, Wu S-I (2017). Obstetric
outcomes in pregnant women with and without depression:
population-based comparison. Scientiﬁc Reports 7(13937).
Kendall-Tackett K (2007). A new paradigm for depression in new
mothers: the central role of inﬂammation and how breastfeeding
and anti-inﬂammatory treatments protect maternal mental health.
International Breastfeeding Journal 2:6.
Khalifeh H, Hunt IM, Appleby L, Howard LM (2016). Suicide in
perinatal and non-perinatal women in contact with psychiatric
services: 15 year ﬁndings from a UK national inquiry. Lancet
Psychiatry 3(3):233-42.
Kim DR, Hantsoo L, Thase ME, Sammel M, Epperson CN (2014).
Computer-assisted cognitive behavioral therapy for pregnant
women with major depressive disorder. Journal of Women’s Health
23(10):842-8.
Kmet LM, Lee RC, Cook LS (2004). Standard quality assessment
criteria for evaluating primary research papers from a variety
of ﬁelds. Calgary, AB. Alberta Heritage Foundation for Medical
Research, University of Calgary.
Knight M, Bunch K, Tuffnell D, Shakespeare J, Kotnis R, Kenyon
S, Kurinczuk JJ eds, on behalf of MBRRACE-UK (2019). Saving
lives, improving mothers’ care - lessons learned to inform
maternity care from the UK and Ireland Conﬁdential Enquiries
into Maternal Deaths and Morbidity 2015-17. Oxford: National
Perinatal Epidemiology Unit, University of Oxford. https://www.
npeu.ox.ac.uk/downloads/ﬁles/mbrrace-uk/reports/MBRRACEUK%20Maternal%20Report%202019%20-%20WEB%20
VERSION.pdf [Accessed 19 August 2020].
Lara MA, Navarrete L, Nieto L, Berenzon S (2014). Acceptability
and barriers to treatment for perinatal depression: an exploratory
study in Mexican women. Salud Mental 37(4):293-301.
Lefebvre C, Glanville J, Briscoe S, Littlewood A, Marshall C,
Metzendorf M-I, Noel-Storr A, Rader T, Shokraneh F, Thomas J,
Wieland LS (2019). Chapter 4: Searching for and selecting studies.
In: Higgins JPT, Thomas J, Chandler J, Cumpston M, Li T, Page
MJ, Welch VA eds. Cochrane handbook for systematic reviews
of interventions. https://training.cochrane.org/handbook/current/
chapter-04 [Accessed 4 July 2019].
Masood Y, Lovell K, Lunat F, Atif N, Waheed W, Rahman A,
Mossabir R, Chaudhry N, Husain N. (2015). Group psychological
intervention for postnatal depression: a nested qualitative study
with British South Asian women. BMC Women’s Health 15(109).
Milgrom J, Danaher BG, Gemmill AW, Holt C, Holt CJ, Seeley JR,
Tyler MS, Ross J, Ericksen J (2016). Internet cognitive behavioral
therapy for women with postnatal depression: a randomized
controlled trial of MumMoodBooster. Journal of Medical Internet
Research 18(3):e54.
Millett L, Taylor BL, Howard LM, Bick D, Stanley N, Johnson S
(2018). Experiences of improving access to psychological therapy
services for perinatal mental health difﬁculties: a qualitative study
of women’s and therapists’ views. Behavioural and Cognitive
Psychotherapy 46(4):421-36.
Moher D, Liberati A, Tetzlaff J, Altman DG, The PRISMA Group
(2009). Preferred reporting items for systematic reviews and metaanalyses: the PRISMA statement. PLOS Medicine 6(7):e1000097.
https://doi.org/10.1371/journal.pmed.1000097 [Accessed 13
November 2020].
Morrison A, Polisena J, Husereau D, Moulton K, Clark M, Fiander
M, Mierzwinski-Urban M, Clifford T, Hutton B, Rabb D (2012).

The effect of English-language restriction on systematic reviewbased meta-analyses: a systematic review of empirical studies.
International Journal of Technology Assessment in Health Care
28(2):138-44.
National Institute for Health and Care Excellence (2014).
Antenatal and postnatal mental health: clinical management and
service guidance. Clinical guideline CG192 section 1.9.2. Updated
11 February 2020. https://www.nice.org.uk/guidance/cg192/
chapter/1-Recommendations#treating-speciﬁc-mental-healthproblems-in-pregnancy-and-the-postnatal-period. [Accessed 12
June 2020].
O’Connor D, Green S, Higgins JPT eds (2008). Chapter 5:
Deﬁning the review question and developing criteria for including
studies. In: Higgins JPT, Green S eds. Cochrane handbook of
systematic reviews of intervention. Version 5.0.1. https://training.
cochrane.org/handbook/archive/v5.0.0/ [Accessed 13 November
2020].
O’Hara MW, Wisner KL (2014). Perinatal mental illness:
deﬁnition, description and aetiology. Best Practice and Research:
Clinical Obstetrics and Gynaecology 28(1):3-12.
Pugh NE, Hadjistavropoulos HD, Dirkse D (2016). A randomised
controlled trial of therapist-assisted, internet-delivered cognitive
behavior therapy for women with maternal depression. PLoS
ONE 11(3):e0149186.
Rackers HS, Thomas S, Williamson K, Posey R, Kimmel MC
(2018). Emerging literature in the microbiota-brain axis and
perinatal mood and anxiety disorders. Psychoneuroendocrinology
95:86-96.
Robakis TK, Williams KE (2013). Biologically based treatment
approaches to the patient with resistant perinatal depression.
Archives of Women’s Mental Health 16(5):343-51.
Sinclair M, Latos-Bieleńska A, McCullough J, Elliott E (2018).
ConnectEpeople: a review of the online support organizations
across the EU for parents with children who have Down
syndrome, spina biﬁda, cleft lip and severe heart disease requiring
surgery. European Journal of Medical Genetics 61(9):570-1.
Sunjaya AP, Chris A, Novianti D (2020). Efﬁcacy, patient-doctor
relationship, costs and beneﬁts of utilizing telepsychiatry for the
management of post-traumatic stress disorder (PTSD): a systematic
review. Trends in Psychiatry and Psychotherapy 42(1):102-10.
Tabachnick BG, Fidell LS (2013). Using multivariate statistics. 6th
ed. Boston, MA: Pearson Education.
Torres A, Gelabert E, Roca A, Navarro P, Plaza A, Subirà S,
Martin-Santos R, Ascaso C, Garcia-Esteve L (2019). Course of
a major postpartum depressive episode: a prospective 2 years
naturalistic follow-up study. Journal of Affective Disorders
245:965-70.
Waltman SH, Sokol L, Beck AT (2017). Cognitive behavior therapy
treatment ﬁdelity in clinical trials: review of recommendations.
Current Psychiatry Reviews 13(4):311-5.
Wind TR, Rijkeboer M, Andersson G, Riper H (2020). The
COVID-19 pandemic: the ‘black swan’ for mental health care and
a turning point for e-health. Internet Interventions 20:100317.
World Health Organization (WHO) (2020). ICD-11 International
classiﬁcation of diseases 11th revision. https://icd.who.int/
[Accessed 13 November 2020].
Wozney L, Olthuis J, Lingley-Pottie P, McGrath PJ, Chaplin W,
Elgar F, Cheney B, Huguet A, Turner K, Kennedy J, Lingley-Pottie
P, McGrath PJ, Chaplin W, Elgar F, Cheney B, Huguet A, Turner
K, Kennedy J (2017). Strongest Families™ Managing Our Mood
(MOM): a randomized controlled trial of a distance intervention
for women with postpartum depression. Archives of Women’s
Mental Health, 20(4):525-37.

How to cite this paper:
Black R, Sinclair M, Miller PW, Reid B, McCullough J, Slater P, Stein MT, Farrell D (2021). The effectiveness of
online psychotherapy interventions for the treatment of perinatal mental health disorders: a systematic review.
Evidence Based Midwifery 19(1):6-18.
The Royal College of Midwives, Evidence Based Midwifery 19(1): 6-18

16

Black R, Sinclair M, Miller P, Reid B, McCullough J, Slater P, Stein MT, Farrell D (2021). The eﬀectiveness of online psychotherapy interventions for
the treatment of perinatal mental health disorders: a systematic review. Evidence Based Midwifery 19(1): 6-18

The Royal College of Midwives, Evidence Based Midwifery 19(1): 6-18

17

Black R, Sinclair M, Miller P, Reid B, McCullough J, Slater P, Stein MT, Farrell D (2021). The eﬀectiveness of online psychotherapy interventions for
the treatment of perinatal mental health disorders: a systematic review. Evidence Based Midwifery 19(1): 6-18

The Royal College of Midwives, Evidence Based Midwifery 19(1): 6-18

18

