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				abstract

				Objective: Untreated perinatal mental health disorders can have serious consequences for the whole family system. The purpose of this study was to examine the effectiveness of peer support intervention in improving postpartum psychological distress. Method: We evaluated a remote peer support intervention, Mom Supports Mom, in a randomized controlled trial. The primary study outcome was the level of depressive symptoms at week six after delivery. Secondary outcomes included levels of anxiety symptoms, quality of life and the presence of psychiatric disorders at week six after delivery. Trial protocol was registered at ClinicalTrials.gov (NCT04639752). Results: The study sample consisted of 315 participants in the control group, and 173 participants in the intervention group. The Mom Supports Mom intervention was associated with decreased depressive (Cohen’s d = 0.30, p = .003) and anxiety symptomatology (d = 0.29, p =.003) at week six after birth compared to the control group. Mom Supports Mom intervention was also associated with an increase in health-related quality of life at week six after birth (d = 0.27, p =.008). No statistically significant difference was found between the groups in the presence of psychiatric diagnoses at six weeks postpartum. Conclusions: Peer intervention Mom Supports Mom is effective in reducing depressive and anxiety symptomatology in postpartum women and improving their health-related quality of life. Mom Supports Mom can serve as a low-intensity approach that is effective for mild illness and has the potential to be scalable.
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				The postnatal period poses a risk of both onset and relapse of mental disorders. Anxiety and depression are the most common, with a reported prevalence of 9% to 20% (Howard & Khalifeh, 2020; Woody et al., 2017). We have recently described that the prevalence of the postpartum mental health disorders in the Czech Republic is 13%, which is consistent with international data (Horáková et al., 2022).

				Untreated perinatal mental health disorders can have serious consequences for child’s development, the quality of the child-mother relationship and the whole family system (Dubber et al., 2015; Kersten-Alvarez et al., 2012; O’Higgins et al., 2013). Infants of mothers with postnatal depression are less likely to be breastfed (Dias & Figueiredo, 2015), are at a greater risk of malnutrition (Dadi et al., 2020), have poorer cognitive development (Grace et al., 2003; Smith-Nielsen et al., 2016), and show greater social withdrawal (Smith-Nielsen et al., 2019). Perinatal mental health disorders incure a long-term cost to society of approximately £8.1 billion for each one-year birth cohort in the UK, and $14 billion per birth cohort in the US (Bauer et al., 2016; Luca et al., 2020). Perinatal mental 

				disorders affect not only the mother but also her family and society; therefore, addressing perinatal mental health is an important part of both healthcare and societal well-being (Howard & Khalifeh, 2020). 

				Given the negative impact and cost, it is important to identify perinatal mental health disorders early and to treat them effectively, even in the subclinical forms (O’Connor et al., 2019). National health guidelines recommend that gynecological and obstetric care providers assess their patients’ emotional state, including using screening methods (National Institute for Health and Clinical Excellence, 2020; The American College of Obstetricians and Gynecologists, 2023). In the National Action Plan for Mental Health 2020-2030, the Czech Republic has outlined measures to establish a validated system of screening methods for identifying psychosocial risks in pregnant and postpartum women.

				When implementing perinatal mental healthcare, it is essential to address the barriers that women face in accessing care and support. Barriers include the cost of care, the lack of availability of mental health professionals, and the fear of being judged by others (Prevatt et al., 2018). In the Czech Republic, up to 75% of women experiencing 
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				perinatal mental health disorders do not actively seek professional help (Sebela et al., 2021). Many face significant stigma surrounding perinatal mental disorders and often struggle to identify where to seek help (Banasova et al., 2023).

				Peer support for individuals at risk of perinatal mental health disorders could play a key role in overcoming these barriers (Dennis et al., 2003). In this context, peers refers to women who have personally experienced and recovered from perinatal mental health disorders. Peer interventions focus on offering encouragement, sharing personal experiences, and providing valuable knowledge. Peer support has been found to be effective in alleviating postpartum mental health symptoms (Dennis 2014; Huang et al., 2020; Kamalifard et al., 2013; Manolova et al., 2023; McKimmy et al., 2023; Prevatt et al., 2018). The principle of peer support is that the peer consultant, after receiving training, can provide support without needing to be an expert in the field (Shalaby & Agyapong, 2020). When talking to the help seeker, peer supporters can assist them in naming their difficulties, identifying risk factors, and choosing appropriate professional help (Watson, 2019).

				In this paper, we report the results of a study investigating the effectiveness of remote peer support (via telephone, messenger applications, and email) provided by trained peer consultants for women experiencing postpartum mental health difficulties in the Czech Republic.

				Method

				Study Design and Aims

				A randomized controlled trial (ClinicalTrials.gov Identifier: NCT04639752) was conducted in which women were randomized 1:1 to control and intervention groups. The aim of this study was to assess, in a real-world setting, the effectiveness and acceptability of remote peer support intervention for women experiencing mental distress early after delivery. In addition, the study aimed to uncover the adaptations needed for widescale implementation across the Czech Republic.

				Setting

				In the Czech Republic, there were 89,084 live births in 2023 (Národní zdravotnický informaní portál [NZIP, 2023]). The vast majority of births take place in maternity hospitals. Planned home births are not formally integrated into the public healthcare system. Official statistics on the number of home births are not systematically collected. However, research and expert estimates suggest that home births remain rare in the Czech Republic (Krepelka et al., 2023; Vintrová & Paízek, 2018). Obstetric care, including prenatal check-ups and delivery, is covered by public health insurance. The Czech Society of Neonatology recommends discharging mothers and newborns from the hospital 72 hours after delivery in cases of uncomplicated births (Mydlilova, 2013). In contrast to countries like the United States or the United Kingdom, the Czech Republic lacks a structured, nationwide system of perinatal mental health care (Horakova et al., 2024). In practice, support is typically provided by individual professionals from general psychiatry or psychology. Women who require psychotropic medication must consult a psychiatrist in person, as prescriptions cannot be issued without a face-to-face appointment. The first routine gynecological check-up following childbirth usually takes place around six weeks postpartum. There is currently no standardized mental health screening protocol for the perinatal period, although the Edinburgh Postnatal Depression Scale (EPDS) is utilized in some maternity hospitals and gynecology clinics.
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				Participants and Recruitment

				Participants were recruited from May 2021 to April 2023 in five maternity hospitals across three regions of the Czech Republic. Participants were informed about the study by a nurse or midwife in the maternity unit. The recruitment criteria included women aged 18-45 years who spoke Czech, had an email address, had given birth in a hospital, and scored ≥ 10 on the Edinburgh Postnatal Depression Scale (EPDS). These women were then invited to participate in the study. The cutoff score 10 on the EPDS was used to identify women who show symptoms of depression. Based on an analysis of the available evidence, the authors describe that women who score more than 10 on the EPDS may already be signaling the presence of distress and depressive symptoms, and omitting them from population-based interventions could lead to the under-detection of women and their families who deserve intervention so that their psychological state does not deteriorate further (Khanlari et al., 2019). Women with an EPDS score < 10 were sent an automated email thanking them for their interest in the study and informing them that they were at a low risk for postpartum distress; these women were not included in the trial. After obtaining informed consent, a nurse or midwife provided the woman with a tablet containing online questionnaires on the second day after delivery. To maintain the usual clinical workflow, the recruitment and study procedures were integrated into the classical clinical workflow of the maternity wards. Teams in the participating maternity hospitals received a small financial remuneration from the study budget of 60,000 Czech crowns per year (2,640 USD per year per team). Women with a score of ³ 10 on the Edinburgh Postnatal Depression Scale (EPDS) were invited to participate in the study. The system did not provide the maternity hospital staff with information regarding the participants’ scores.

				Procedure

				After completing informed consent and baseline questionnaires, women with an EPDS ≥ 10 were randomized 1:1 to control and intervention groups. All women received an information email with the results of their EPDS screening. Women in the intervention group were informed that they were at higher risk of psychological distress based on the screening results and that a peer consultant would contact them within the next 2-3 days (see the Intervention section for more details). The control group was also informed of their higher risk based on the screening results but was provided with mental health care information and resources instead. 

				Each participant received an email invitation to complete a follow-up questionnaire six weeks after their enrollment. If a participant did not complete the follow-up questionnaire, an automated reminder was sent three times over the next three days. Participants were not financially or otherwise motivated to complete a follow-up questionnaire. Participants who completed the questionnaire later than seven weeks after delivery were excluded from the analysis due to a non-matching follow-up time.

				This study was performed in line with the principles of the Declaration of Helsinki. Approval was granted by the Ethics Committee of National Institute of Mental Health (2020). Informed consent to participate was obtained from all individual participants included in the study.

				Intervention

				In this study, we implemented the Mom Supports Mom intervention to provide peer support for women experiencing postpartum mental health challenges. A peer consultant contacted participants assigned to the intervention group within three days of completing the questionnaires. The peer consultant contacted the 
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				participant by phone, text message, and email up to three times or until the participant responded to the offer of support. Each reciprocal interaction, i.e., a contact from the consultant and a response from the participant, was counted as one contact with the peer consultant. If there was no reciprocal contact, we labeled the intervention as an unrealized peer contact, and these participitants were removed from the analyses. The conversation between the participant and the peer consultant ended when the woman stated that she had no problems to discuss, felt fine, or was not interested in further conversations. In this case, the peer consultant reassured the woman that she could seek support at any time in the future and sent her a text message or email with contact information for seeking help if needed. If the woman at risk stated that she was not feeling well and agreed to continue the conversation, the peer consultant proceeded to help her identify the difficulties she was experiencing. The peer consultant helped participants to cope with mild symptoms related to common maternity problems directly (through listening, emotional release, relaxation techniques, etc.). For moderate to severe symptoms that interfered with the woman’s normal functioning (e.g., suicidal thoughts, sleep disturbances, deteriorating mental state), the peer consultant would refer the woman to professional medical or psychological help. The main indicator of whether the peer counsellors should consider the symptoms as mild or more severe was whether the difficulties described by the woman affected her daily functioning. If the woman was interested, contact with the peer consultant could be repeated; the frequency and form of further consultations would depend on mutual agreement. We designed the Mom Supports Mom intervention, which follows the mental health screening in maternity hospital, in line with the WHO recommendations described in the Guide for Integration of Perinatal Mental Health in Maternal and Child Health Services (World Health Organization, 2022). Further information on the methodology of the Mom Supports Mom intervention is described in the Appendix.

				The peer team consisted of ten consultants and was further divided into two regional teams. The regional team consisted of one senior peer consulant (coordinator and team intervisor) and four peer consultants. Before the onset of the trial, all peers participated in an initial eight-hour in person-training session. The training covered the following areas: the psyche of women in the perinatal period and an overview of psychological difficulties, methods and principles of peer support, basics of crisis communication and psychological first aid, basics of psychotherapy, and basics of mental hygiene for peer consultants (Curry et al. 2019; Mulvale et al. 2019; Prevatt et al. 2018). At the end of the training, the peer consultant took a test to verify the knowledge acquired. Training was conducted by psychiatrists, psychologists, and senior peer consultants from the Centre of Perinatal Mental Health at National Institute of Mental Health, Klecany, Czechia, as well as representatives from the patient non-govermental organization Mom’s Smile. Further, each peer consultant was supervised and intervised once a month, either by sharing among other peer consultants in the regional team (intervision) or under the guidance of a psychologist, psychotherapist, or psychiatrist (supervision). In addition to the regular monthly interviews and supervision, peers could request additional sessions as needed. Intervisions and supervisions took place via video communication channels. The cost per regional peer team was 108,000 Czech crowns ($4, 680) per year and was covered by the study budget.

				Outcomes

				Primary outcome was the change in depressive symptoms between delivery and the sixth week after delivery, comparing the experimental and control groups. Secondary outcomes included changes in anxiety symptoms, health-related quality of life, and the presence of psychiatric diagnoses at the sixth week after birth.

				Outcome Measures

				Participants completed all baseline questionnaires after delivery in the maternity ward and the follow-up questionnaires online at six weeks postpartum. 

				Depressive Symptoms. We used the EPDS as a measure of depressive symptomatology; the primary outcome of our trial (Cox et al., 1987). The EPDS is a self-report questionnaire and is the gold standard for identifying women at risk of developing depression in the perinatal period. It is a validated instrument for measuring symptoms of perinatal depression and has recently undergone psychometric validation in the Czech setting (Horáková et al., 2022). The EPDS is a 10-item self-report instrument, with items scored on a 4-point scale, producing a summative score ranging from 0 to 30. Higher scores indicate lower mood. In the present study, the internal consistency (Cronbach’s alpha = .89) was good.

				Anxiety Symptoms. This outcome was measured using the Perinatal Anxiety Screening Scale (PASS). The PASS is a self-report questionnaire used to measure anxiety symptoms in the perinatal period, with well-validated psychometric properties; Cronbach’s a = .96 (Somerville et al., 2014). The PASS is a 31-item self-report instrument developed to assess different aspects of perinatal anxiety symptoms. Items are rated on Likert-type scale producing a summative score ranging from 0 to 93 with higher scores indicating greater levels of anxiety symptoms. In the present study, the internal consistency (Cronbach’s alpha = .94) was excellent.

				Health-Related Quality of Life. Health-related quality of life was assessed using the Assessment of Quality of Life - Eight Dimension scale (AQoL-8D) (Richardson et al., 2014). This scale covers eight dimensions of quality of life that form two super-dimensions: Physical (independent living, senses, and pain) and Psychosocial (mental health, relationships, coping, self-worth, and happiness). The AQoL-8D provides a utility score ranging from 1.00 (full health) to .00 (death-equivalent health states) (Hawthorne & Osborne, 2005). The AQoL-8D has previously been used in the Czech mental health research within an international context (Nordstroem et al., 2017). In the present study, the internal consistency (Cronbach’s alpha = .95) was excellent.

				Presence of Psychiatric Diagnoses. At six weeks postpartum, women were contacted by telephone and administered the Mini-International Neuropsychiatric Interview 5 (MINI5) (Sheehan et al., 1998). The MINI5 is a brief structured diagnostic interview developed to provide a rapid but accurate psychiatric assessment according to the International Classification of Diseases 10 for research purposes as well as part of clinical practice. It takes approximately 15 minutes to administer and it is a widely used and psychometrically validated instrument. The MINI5 was administered by two trained clinical psychiatrists.

				Sample Size

				Based on previously published studies indicating that the effect of peer support in reducing self-assessed depressive symptoms is moderate (Shorey et al., 2018), we calculated the sample size needed to detect a medium-sized intergroup difference on the Edinburgh Postnatal Depression Scale (effect size = 0.60) with a power of 80% and a significance level of 5% (two-tailed). Thus, with the power analysis set in this way and a potential drop out rate of 30%, the minimum file size required for the intervention part of the study was 120 women (60 for each group).

				Statistical Analysis

				Using descriptive statistics (means, SDs, or proportions), we calculated the difference between baseline and follow up data as 
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				follows for all study outcomes: ΔEPDS = EPDS score at week six – EPDS score at baseline. The distribution of each variable was tested by kurtosis and skewness analysis, using interval -1 to +1 as indicator of approximate normal distribution (Mishra et al., 2019). For categorical data, we used Pearson’s chi-square test to examine differences between the two study groups. Independent two-sample t-tests were conducted for data at the interval level of measurement. We conducted one way ANCOVAs to determine a statistically significant difference between the intervention and the control group on the Δ scores controlling for the baseline scores and age. The statistical significance for all tests was set at p < .05. The standardized effect size for each significant intergroup difference was calculated as Cohen’s d. The reliability of the scales used in our study was estimated using Cronbach’s alpha (Tavakol & Dennick, 2011). The analyses were performed using the SPSS software package, version 23.

				Results

				Of the 8,463 participants initially assessed for eligibility, 6,571 were excluded for having an EPDS total score >10, and 37 were excluded because they did not meet the age inclusion criteria. Further, 51 participants were excluded as they were assessed for eligibility for the second time during the enrollment period and 10 participants were excluded due to missing data in the initial screening. Participant flow is shown in Figure 1.

				A total of 1,892 participants met eligibility criteria, with 966 participants randomized to the intervention group and 926 participants to the control group. A total of 443 participants from the intervention group were excluded as they did not receive allocated intervention (unrealized peer contact). Further, 611 participants from the control group and 249 participants from the intervention group were lost to follow-up.
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					Figure 1. Trial Flow Diagram.

				

			

		

		
			
				Table 1. Characteristics of Study Participants

				
					Control Group (n =315)

				

				
					Intervention Group (n = 173)

				

				
					p

				

				
					χ²(2)

				

				
					t(486)

				

				
					M

				

				
					SD

				

				
					M

				

				
					SD

				

				
					Age

				

				
					31.5

				

				
					4.8

				

				
					32.5

				

				
					4.7

				

				
					.021

				

				
					-2.27

				

				
					Living Situation

				

				
					.302

				

				
					2.53

				

				
					 Husband, n (%)

				

				
					179

				

				
					57

				

				
					95

				

				
					55

				

				
					 Partner, n (%)

				

				
					132

				

				
					42

				

				
					78

				

				
					45

				

				
					 Alone, n (%)

				

				
					4

				

				
					1.0

				

				
					0

				

				
					0

				

				
					EPDS Baseline

				

				
					13.2

				

				
					3.0

				

				
					13.8

				

				
					3.4

				

				
					.101

				

				
					-1.79

				

				
					PASS Baseline

				

				
					33.5

				

				
					12.2

				

				
					34.1

				

				
					13.6

				

				
					.601

				

				
					-0.47

				

				
					AQoL Mental Baseline

				

				
					0.32

				

				
					0.13

				

				
					0.33

				

				
					0.13

				

				
					.701

				

				
					-0.37

				

				
					AQoL Physic Baseline

				

				
					0.61

				

				
					0.19

				

				
					0.61

				

				
					0.19

				

				
					.701

				

				
					0.42

				

				
					AQoL Utility baseline

				

				
					0.64

				

				
					0.16

				

				
					0.64

				

				
					0.16

				

				
					.901

				

				
					-0.165

				

				Note. AQoL = assessment of quality of life; EPDS = Edinburgh Postnatal Depression Scale; n = number; PASS = Perinatal Anxiety Screening Scale; SD = standard deviation

				1Independent two-sample t-test; 2Pearson’s chi square test.
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				The final study sample consisted of 315 participants in the control group, and 173 participants in the intervention group. Table 1 presents characteristics of trial participants. There were no statistically significant differences between the two groups as regards baseline levels of depressive and anxious symptomatology, health related quality of life, and marital status. The two groups differ statistically in age (intervention group: mean 32.5, SD = 4.7; control group: mean 31.5, SD = 4.8; t(486) = -2.266, p = .02. The median number of reciprocal peer contacts in the intervention group was 1 with range one to 6 contacts. Table 2 presents examples of peer contacts.

				Study Outcomes

				The Mom Supports Mom intervention was associated with a decrease in depressive symptomatology at six weeks postpartum, compared to the control group (Cohen’s d = 0.30; 95% CI = 0.10-0.48, p = .003). The effect remained significant after controlling for par-ticipants’ baseline depressive symptomatology and age, F(1, 484) = 4.979, p = .026. Further, it was associated with decreased anxiety 

				symptomatology at six weeks postpartum, compared to the control group (Cohen’s d = 0.29; 95% CI = 0.10-0.47, p = .003). The effect also remained significant after controlling for covariates, F(1, 484) = 6.177, p =.013. Finally, the Mom Supports Mom intervention was associated with increased health related quality of life at six weeks postpartum as compared to the control group (Cohen’s d = 0.27; 95% CI = 0.08-0.45, p = .008), and the effect also remained signi-ficant after controlling for covariates, F(1, 484) = 7.072, p = .008. However, we found no statistical difference between the groups in the presence of psychiatric diagnoses at the sixth week postpar-tum. For detailed results, see Table 3 and 4.

				Discussion

				Mom Supports Mom is a remote peer support intervention designed for women experiencing psychological distress after delivery. We found that it was associated with significant improvements in depressive symptomatology, anxiety symptomatology, and health-related quality of life at six weeks postpartum compared to those who did not receive the intervention. Our trial suggests that early 

			

		

		
			
				Table 2. Examples of Peer Contacts

				
					Content

				

				
					Peer Reaction

				

				
					Great fear throughout pregnancy, lost baby in 2nd trimester with first pregnancy, medicated for anxiety disorder in past, now unmedicated. After cesarean section, adapting already in home environment, a little trouble with breastfeeding.

				

				
					Provided contacts and links to possible professional support, arranged further contact. Support.

				

				
					Needs referral to help, sought mental health crisis centre in pregnancy, after giving birth developed panic attacks, asked for psychological consultation.

				

				
					Provided contacts and links to possible professional support, arranged further contact. Support.

				

				
					Feelings of happiness and sadness alternate, describes the challenges of caring for two children, but has the support of family.

				

				
					Support, arranged further contact

				

				
					She describes that she had an induced labour and during it everything went wrong, she has pain when breastfeeding.

				

				
					Support, arranged further contact

				

				
					Great anxiety, daughter has reflux, afraid to move away from her, needed to speak up and hear that she is not “abnormal”, also asking for a psychologist due to great anxiety.

				

				
					Support, arranged further contact. Referral to psychologist.

				

			

		

		
			
				Table 3. Outcome Measures of Self-Assessment Scales

				
					Control Group (n = 315)

				

				
					Intervention Group (n = 173)

				

				
					p

				

				
					t(486)

				

				
					Cohen’s d

				

				
					95% CI

				

				
					F(1, 484)1

				

				
					p

				

				
					M

				

				
					SD

				

				
					M

				

				
					SD

				

				
					ΔEPDS

				

				
					-4.9

				

				
					5.4

				

				
					-6.5

				

				
					5.7

				

				
					.0032

				

				
					2.97

				

				
					0.30

				

				
					[0.10, 0.48]

				

				
					4.98

				

				
					.0263

				

				
					ΔPASS

				

				
					-6.8

				

				
					10.6

				

				
					-9.8

				

				
					10.3

				

				
					.0032

				

				
					2.99

				

				
					0.29

				

				
					[0.10, 0.47]

				

				
					6.18

				

				
					.0133

				

				
					ΔAQoL Mental

				

				
					0.06

				

				
					0.15

				

				
					0.09

				

				
					0.15

				

				
					.0152

				

				
					-2.44

				

				
					0.20

				

				
					[0.01, 0.39]

				

				
					5.45

				

				
					.023

				

				
					ΔAQoL Psychic

				

				
					0.12

				

				
					0.17

				

				
					0.17

				

				
					0.20

				

				
					.0022

				

				
					-3.08

				

				
					0.28

				

				
					[0.09, 0.46]

				

				
					10.26

				

				
					.0013

				

				
					ΔAQoL Utility

				

				
					0.07

				

				
					0.15

				

				
					0.11

				

				
					0.15

				

				
					.0082

				

				
					-2.682

				

				
					0.27

				

				
					[0.08, 0.45]

				

				
					7.07

				

				
					.0083

				

				Note. ΔAQoL = assessment of quality of life score at week six – assessment of quality of life score at baseline; ΔEPDS = EPDS score at week six – EPDS score at baseline; ΔPASS = Perinatal Anxiety Screening Scale at week six - Perinatal Anxiety Screening Scale score at baseline.

				1Adjusted Age, Baseline Score, 2Independent two-sample t-test; 3One way ANCOVA.

			

		

		
			
				Table 4. Presence of Psychiatric Diagnoses at Week 6 (MINI)

				
					Control group (n = 112)

				

				
					Intervention group (n = 62)

				

				
					p

				

				
					χ² (1, N = 174) 

				

				
					M

				

				
					SD

				

				
					M

				

				
					SD

				

				
					Any Diagnosis

				

				
					20

				

				
					18

				

				
					14

				

				
					23

				

				
					.501

				

				
					0.57

				

				
					MDD

				

				
					7

				

				
					6

				

				
					2

				

				
					3

				

				
					.401

				

				
					0.74

				

				
					GAD

				

				
					7

				

				
					6

				

				
					5

				

				
					8

				

				
					.701

				

				
					0.21

				

				
					Agoraphobia

				

				
					5

				

				
					6

				

				
					6

				

				
					10

				

				
					.201

				

				
					1.83

				

				
					Social Phobia

				

				
					4

				

				
					4

				

				
					3

				

				
					5

				

				
					.701

				

				
					0.17

				

				
					OCD

				

				
					1

				

				
					1

				

				
					1

				

				
					2

				

				
					.701

				

				
					0.18

				

				
					Hypomania

				

				
					1

				

				
					1

				

				
					1

				

				
					2

				

				
					.701

				

				
					0.18

				

				
					Psychosis

				

				
					0

				

				
					0

				

				
					0

				

				
					0

				

				
					NA

				

				
					NA

				

				
					Panic Disorder

				

				
					1

				

				
					1

				

				
					3

				

				
					5

				

				
					.101

				

				
					2.77

				

				Note. GAD = generalized anxiety disorder; MDD = major depressive disorder; OCD = obsessive compulsive disorder. 

				1Pearson's chi square test.
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				detection and intervention for psychological distress in postpartum women is viable and improves symptoms within the Czech setting. However, it is important to mention that even in the group without the intervention, we found a decrease in the rate of reported symptoms. We cannot attribute the entire effect on the improvement of the mental state of women in the intervention group to the Mom supports Mom intervention, but we must also take into account the natural improvement as a normal consequence of adjustment to parenthood (Akman et al., 2008; Jia et al., 2016).

				The results of our trial are consistent with those of a meta-analysis of studies assessing the effectiveness of peer support interventions for perinatal depression (Huang et al., 2020). In our study we did not show that the Mom Supports Mom intervention was able to reduce the risk of developing a mental disorder at six weeks postpartum. This finding may be explained by the fact that our study involved low-frequency peer support, where the median number of peer contacts with the participant was only one session, while in other studies participants had higher frequency of peer support contacts. This may be due to the fact that in the Czech Republic the position of peer consultant in mental health is not as traditional as in other countries (Balková, 2022). Thus, participants may not have had sufficient trust in peer consultants to establish regular contact. To explore this further, follow-up qualitative research is needed. 

				The strength of our work is that, to avoid overestimating the prevalence of postpartum mental health disorders, we assessed the presence of mental disorders at six weeks postpartum using a structured psychiatric interview, in contrast to studies that relied on cutoff scores from self-rating scales (Levis et al., 2020; Thombs et al., 2020). Furthermore, other studies examing the effect of peer support on reducing the risk of developing a mental disorder in perinatal women have found no effect. However, these studies cannot be directly compared to our, because they differ both in the peer intervention itself and in the person of the peer or the target group of intervention users. Sikander et al. (2019) tested the Thinking Healthy Programme for perinatal depression delivered by laywomen (without self-experience with perinatal mental health distress) in Pakistan (without self-experience with perinatal mental health distress) and did not find any effects on reducing depressive symptoms or the risk of developing depression. Similarly, Gjerdingen et al. (2013) found no benefits of postpartum peer support for women experiencing postpartum mental distress when the peer supporters had no self-experience with perinatal mental distress.

				Recently, there has been increasing emphasis on the large global gap between service needed and provided for mental disorders (Evans-Lacko et al., 2018; Keynejad et al., 2021). In perinatal mental health, the excess of demand for care over its supply is even more alarming given the impact of untreated perinatal mental disorders (Baron et al., 2016; Howard & Khalifeh, 2020). Possible solutions to the problem of inadequate care supply include involving non-health professionals and integrating professionals from fields outside of psychiatry or psychology into perinatal mental health treatment pathways (Lomonaco-Haycraft et al., 2018; Manolova et al., 2023; Moore Simas et al., 2018; Prom et al., 2022). The WHO currently recommends stepped care approaches that integrate somatic and mental health care for women within primary somatic health care settings in its implementation guideline (World Health Organization, 2022). Our study provides evidence that integrating mental health care with maternity care for postpartum women can be effective, even in a country where such integrated care is not yet a common practice.

				Limitations of the Study

				Our findings must be interpreted in the context of several limitations. First of all, we must mention the relatively high dropout 

				rate among the study participants. This fact may affect the possible generalization of our result (Bell et al., 2013). The high dropout rate in our study can be explained by several reasons. Firstly, all contact between the research team and participants was remote, via email communication or telephone call, and study participants were not financially or otherwise motivated to complete the follow-up questionnaires or undergo research telephone calls. Finally, recruitment to the study began in 2020, at the beginning of the COVID pandemic, which may have also influenced participants’ willingness to participate in the study (Bagiella et al., 2020). Another limitation is the high number of unrealized peer contacts in the intervention group. Thus, we have an opportunity to improve the delivery process of our intervention before its wider implementation. However, peer contact was initiated with all participants randomized to the intervention group. In the future, we aim to offer the Mom Supports Mom intervention universally in Czech maternity hospitals, but peer contact will only be initiated with women who express an interest. Further, The study design did not involve blinding of participants and peer consultants, as it was clear to the participants which group they belonged to. Only the outcomes raters were blinded. This is a limitation of the study design, given the nature of the intervention (peer support vs. care as usual). In our study, participants were randomly assigned to either the intervention or control group using a computer-generated randomization process, ensuring true randomization. However, allocation to treatment groups was not concealed, as participants were aware of their group assignment based on the intervention they received. While peer consultants knew which participants were assigned to the intervention group (since only this group received peer support), they also provided support to women outside the study. Therefore, they were unsure whether they were providing support to a participant in the study or not, which helps mitigate potential biases in the delivery of support. Both the intervention and control groups received treatment in line with their respective assignments, but aside from the peer support in the intervention group, no other differences were introduced in the treatment approach. We conducted a per-protocol analysis, including only participants who fully adhered to the intervention they were assigned to. Specifically, only participants who received peer support were included in the intervention group analysis. Another limitation of our work is that our peer counsellors did not sufficiently record information about the peer contacts as their main focus was on working with support users. Thus, we lacked information on the length of telephone contacts or detailed information on the support they provided. Therefore, we could not specifically analyse the effect of the amount of support provided, but we analysed all intervened participants in one group. Based on this experience, we recommend future researchers in the field of peer interventions to keep a detailed record of the support sessions that took place.

				Conclusion

				Peer intervention Mom Supports Mom, which follows up on screening for presence of symptoms of mental disorders after childbirth in maternity hospital, is effective in reducing depressive and anxiety symptomatology in postpartum women. It is also effective in increasing their health-related quality of life. As these effects can already be found at low-frequency peer support, our study has actual public health implications for Czech republic. The Mom Supports Mom can serve as a low intensity approach that is effective for mild illness and has potential to be scalable. Our current treatment approach often involves referring women for therapy and medical treatment; however, Mom Supports Mom offers a way to address mild illness that is both easily accessible and inexpensive. Our results 
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				can also help other non-western countries at a similar economic level as the Czech Republic to implement similar approaches.

				Peer intervention, following the screening for symptoms of mental disorders in maternity hospital, is effective in reducing depressive and anxiety symptomatology in postpartum women.

				Conflict of Interest

				The authors of this article declare no conflict of interest.

				Author Contributions

				AS, AH, and KH contributed to the design of the study. HN, EN, and PS participated in data collection. AS and MK performed the data analysis. AS created the draft of the manuscript. NB critically commented the drafts. All authors participated in manuscript preparation. All authors read and approved the final manuscript.

				References

				Akman, I., Kuscu, M. K., Yurdakul, Z., Ozdemir, N., Solakolu, M., Orhon, L., Karabekirolu, A., & Ozek, E. (2008). Breastfeeding duration and postpartum psychological adjustment: Role of maternal attachment styles. Journal of Paediatrics and Child Health, 44(6), 369-373. https://doi.org/10.1111/j.1440-1754.2008.01336.x 

				
					[image: ]
				

				Bagiella, E., Bhatt, D. L., & Gaudino, M. (2020). The consequences of the COVID-19 pandemic on non-COVID-19 clinical trials. Journal of the American College of Cardiology, 76(3), 342-345. https://doi.org/10.1016/j.jacc.2020.05.041

				Balková, M. (2022). Engaging peer consultants in mental health services: Narrative research. International Journal of Social Psychiatry, 68(2), 411-419. https://doi.org/10.1177/00207640211000371

				Banasova, R., Noskova, E., Vodickova, R., Hasto, J., & Sebela, A. (2023). Emotional difficulties, coping strategies, and help-seeking patterns among Czech perinatal women. Midwifery, 116, Article 103526. https://doi.org/10.1016/j.midw.2022.103526

				Baron, E. C., Hanlon, C., Mall, S., Honikman, S., Breuer, E., Kathree, T., Luitel, N. P., Nakku, J., Lund, C., Medhin, G., Patel, V., Petersen, I., Shrivastava, S., & Tomlinson, M. (2016). Maternal mental health in primary care in five low- and middle-income countries: A situational analysis. BMC Health Services Research, 16, Article 53. https://doi.org/10.1186/s12913-016-1291-z

				Bauer, A., Knapp, M., & Parsonage, M. (2016). Lifetime costs of perinatal anxiety and depression. Journal of Affective Disorders, 192, 83 -90. https://doi.org/10.1016/j.jad.2015.12.005

				Bell, M. L., Kenward, M. G., Fairclough, D. L., & Horton, N. J. (2013). Differential dropout and bias in randomized controlled trials: When it matters and when it may not. BMJ, 346, Article e8668. https://doi.org/10.1136/bmj.e8668

				Cox, J. L., Holden, J. M., & Sagovsky, R. (1987). Detection of postnatal depression: Development of the 10-item Edinburgh postnatal depression scale. British Journal of Psychiatry, 150(6), 782-786. https://doi.org/10.1192/bjp.150.6.782

				Curry, S. J., Krist, A. H., Owens, D. K., Barry, M. J., Caughey, A. B., Davidson, K. W., Doubeni, C. A., Epling, J. W. Jr, Grossman, D. C., Kemper, A. R., Kubik, M., Landefeld, C. S., Mangione, C. M., Silverstein, M., Simon, M. A., Tseng, C. W., & Wong, J. B. (2019). Interventions to prevent perinatal depression: US Preventive Services Task Force recommendation statement. JAMA, 321(6), 580-587. https://doi.org/10.1001/jama.2019.0007

				Dadi, A. F., Miller, E. R., & Mwanri, L. (2020). Postnatal depression and its association with adverse infant health outcomes in low- and middle-income countries: A systematic review and meta-analysis. BMC Pregnancy and Childbirth, 20(1), Article 416. https://doi.org/10.1186/s12884-020-03092-7

				Dennis, C. L. (2003). The effect of peer support on postpartum depression: A pilot randomized controlled trial. Canadian Journal of Psychiatry, 48(2), 115-124. https://doi.org/10.1177/070674370304800209

				Dennis, C. L. (2014). The process of developing and implementing a telephone-based peer support program for postpartum depression: Evidence from two randomized controlled trials. Trials, 15, Article 131. https://doi.org/10.1186/1745-6215-15-131

				Dias, C. C., & Figueiredo, B. (2015). Breastfeeding and depression: A systematic review of the literature. Journal of Affective Disorders, 171, 142-154. https://doi.org/10.1016/j.jad.2014.09.022

				Dubber, S., Reck, C., Müller, M., & Gawlik, S. (2015). Postpartum bonding: The role of perinatal depression, anxiety and maternal-fetal bonding during pregnancy. Archives of Women's Mental Health, 18(2), 187 -195. https://doi.org/10.1007/s00737-014-0445-4

				Evans-Lacko, S., Aguilar-Gaxiola, S., Al-Hamzawi, A , Alonso, J., Benjet, C., Bruffaerts, R., Chiu, W. T., Florescu, S. , de Girolamo, G., Gureje, O., Haro, J. M., He, Y., Hu, C., Karam, E. G., Kawakami, N., Lee, S., Lund, C., Kovess-Masfety, V., Levinson, D., … Thornicroft, G. (2018). Socio-economic variations in the mental health treatment gap for people with anxiety, mood, and substance use disorders: Results from the WHO World Mental Health (WMH) surveys. Psychological Medicine, 48(9), 1560-1571. https://doi.org/10.1017/S0033291717003336

				Gjerdingen, D. K., McGovern, P., Pratt, R., Johnson, L., & Crow, S. (2013). Postpartum doula and peer telephone support for postpartum depression: A pilot randomized controlled trial. Journal of Primary Care & Community Health, 4(1), 36-43. https://doi.org/10.1177/2150131912451598

				Grace, S., Evindar, A., & Stewart, D. (2003). The effect of postpartum depression on child cognitive development and behavior: A review and critical analysis of the literature. Archives of Women’s Mental Health, 6(4), 263-274. https://doi.org/10.1007/s00737-003-0024-6

				Hawthorne, G., & Osborne, R. (2005). Population norms and meaningful differences for the Assessment of Quality of Life (AQoL) measure. Australian and New Zealand Journal of Public Health, 29(2), 136-142. https://doi.org/10.1111/j.1467-842X.2005.tb00063.x

				Horakova, A., Nemcova, H., Hrdlickova, K., Kalli, S., Davletova, A., Duarte, M. F. R. S., Molodina, D., Riekki, T., & Sebela, A. (2024). State of perinatal mental health care in the WHO region of Europe: A scoping review. Frontiers in Psychiatry, 15, Article 1350036. https://doi.org/10.3389/fpsyt.2024.1350036

				Horáková, A., Nosková, E., Švancer, P., Marciánová, V., Koliba, P., & Šebela, A. (2022). Accuracy of the Edinburgh Postnatal Depression Scale in screening for major depressive disorder and other psychiatric disorders in women towards the end of their puerperium. eská Gynekologie, 87(1), 19-26. https://doi.org/10.48095/cccg202219

				Howard, L. M., & Khalifeh, H. (2020). Perinatal mental health: A review of progress and challenges. World Psychiatry, 19(3), 313 -327. https://doi.org/10.1002/wps.20769

				Huang, R., Yan, C., Tian, Y., Lei, B., Yang, D., Liu, D., & Lei, J. (2020). Effectiveness of peer support intervention on perinatal depression: A systematic review and meta-analysis. Journal of Affective Disorders, 276, 788-796. https://doi.org/10.1016/j.jad.2020.06.048

				Jia, R., Kotila, L. E., Schoppe-Sullivan, S. J., & Kamp Dush, C. M. (2016). New parents’ psychological adjustment and trajectories of early parental involvement. Journal of Marriage and Family, 78(1), 197-211. https://doi.org/10.1111/jomf.12263 

				Kamalifard, M., Yavarikia, P., Babapour Kheiroddin, J., Salehi Pourmehr, H., & Iraji Iranagh, R. (2013). The effect of peer support on postpartum depression: A single-blind randomized clinical trial. Journal of Caring Sciences, 2(3), 237-244. https://doi.org/10.5681/jcs.2013.029

				Kersten-Alvarez, L. E., Hosman, C. M., Riksen-Walraven, J. M., van Doesum, K. T., Smeekens, S., & Hoefnagels, C. (2012). Early school outcomes for children of postpartum depressed mothers: Comparison with a community sample. Child Psychiatry & Human Development, 43(2), 201-218. https://doi.org/10.1007/s10578-011-0257-y

				Keynejad, R., Spagnolo, J., & Thornicroft, G. (2021). WHO mental health gap action programme (mhGAP) intervention guide: Updated systematic review on evidence and impact. Evidenced Based Mental Health, 24(3), 124-130. https://doi.org/10.1136/ebmental-2021-300254

				Khanlari, S., Eastwood, J., Barnett, B., Naz, S., & Ogbo, F. A. (2019). Psychosocial and obstetric determinants of women signaling distress during Edinburgh Postnatal Depression Scale (EPDS) screening in Sydney, Australia. BMC Pregnancy and Childbirth, 19(1), Article 407. https://doi.org/10.1186/s12884-019-2565-3

				Krepelka, P., Herman, H., Velebil, P., Mechurova, A., Hanacek, J., Stranak, Z., & Feyereisl, J. (2023). Complications of planned home births in the Czech Republic. Ginekologia Polska, 94(7), 552-558. https://doi.org/10.5603/GP.a2023.0001 

				Levis, B., Negeri, Z., Sun, Y., Benedetti, A., & Thombs, B. D., on behalf of DEPRESsion Screening Data (DEPRESSD) EPDS Group. (2020). Accuracy of the Edinburgh Postnatal Depression Scale (EPDS) for screening to detect major depression among pregnant and postpartum women: Systematic review and meta-analysis of individual participant data. BMJ, 371, Article m4022. https://doi.org/10.1136/bmj.m4022

				Lomonaco-Haycraft, K. C., Hyer, J., Tibbits, B., Grote, J., Stainback-Tracy, K., Ulrickson, C., Lieberman, A., van Bekkum, L., & Hoffman, M. C. (2018). Integrated perinatal mental health care: A national model of perinatal primary care in vulnerable populations. Primary Health Care Research & Development, 20, Article e77. https://doi.org/10.1017/S1463423618000348

				Luca, D. L., Margiotta, C., Staatz, C., Garlow, E., Christensen, A., & Zivin, K. (2020). Financial toll of untreated perinatal mood and anxiety disorders among 2017 births in the United States. American Journal of Public Health, 110(6), 888-896. https://doi.org/10.2105/AJPH.2020.305619

				Manolova, G., Waqas, A., Chowdhary, N., Salisbury, T. T., & Dua, T. (2023). Integrating perinatal mental healthcare into maternal and perinatal services in low- and middle income countries. BMJ, 381, Article e073343. https://doi.org/10.1136/bmj-2022-073343

				McKimmy, C., Levy, J., Collado, A., Pinela, K., & Dimidjian, S. (2023). The role of Latina peer mentors in the implementation of the Alma program for 

				
					[image: ]
				

				
					[image: ]
				

			

		

	
		
			
				158

			

		

		
			
				A. Sebela et al. / Psychosocial Intervention (2025) 34(3) 151-160

			

		

		
			
				women with perinatal depression. Qualitative Health Research, 33(5), 359-370. https://doi.org/10.1177/10497323231154369

				Mishra, P., Pandey, C. M., Singh, U., Gupta, A., Sahu, C., & Keshri, A. (2019). Descriptive statistics and normality tests for statistical data. Annals of Cardiac Anaesthesia, 22(1), 67-72. https://doi.org/10.4103/aca.ACA_157_18

				Moore Simas, T. A., Flynn, M. P., Kroll-Desrosiers, A. R., Carvalho, S. M., Levin, L. L., Biebel, K., & Byatt, N. (2018). A systematic review of integrated care interventions addressing perinatal depression care in ambulatory obstetric care settings. Clinical Obstetrics and Gynecology, 61(3), 573-590. https://doi.org/10.1097/GRF.0000000000000360

				Mulvale, G., Wilson, F., Jones, S., Green, J., Johansen, K. J., Arnold, I., & Kates, N. (2019). Integrating mental health peer support in clinical settings: Lessons from Canada and Norway. Healthcare Management Forum, 32(2), 68-72. https://doi.org/10.1177/0840470418812495

				Mydlilova A (2013). Kojení donošených novorozenc. Ceska Gynekolie, 78(Suppl), 95-97. https://www.upmd.cz/wp-content/uploads/2014/01/doporucene-postupy.pdf

				Národní Zdravotnický Portál (2023). Perinatální výsledky. NZIP. https://www.nzip.cz/data/nrrz/nrrz-perinatalni-vysledky-2023/nrrz-perinatalni-vysledky-2023.pdf

				National Institute for Health and Care Excellence. (2020). Antenatal and postnatal mental health: Clinical management and service guidance. National Institute for Health and Care Excellence (NICE).

				Nordstroem, A.-L., Talbot, D., Bernasconi, C., Berardo, C. G., & Lalonde, J. (2017). Burden of illness of people with persistent symptoms of schizophrenia: A multinational cross-sectional study. International Journal of Social Psychiatry, 63(2), 139-150. https://doi.org/10.1177/0020764016688040

				O'Connor, E., Senger, C. A., Henninger, M. L., Coppola, E., & Gaynes, B. N. (2019). Interventions to prevent perinatal depression: Evidence report and systematic review for the US Preventive Services Task Force. JAMA, 321(6), 588 -601. https://doi.org/10.1001/jama.2018.20865

				O’Higgins, M., Roberts, I. S. J., Glover, V., & Taylor, A. (2013). Mother-child bonding at 1 year: Associations with symptoms of postnatal depression and bonding in the first few weeks. Archives of Women’s Mental Health, 16(5), 381-389. https://doi.org/10.1007/s00737-013-0354-y

				Prevatt, B. S., Lowder, E. M., & Desmarais, S. L. (2018). Peer-support intervention for postpartum depression: Participant satisfaction and program effectiveness. Midwifery, 64, 38-47. https://doi.org/10.1016/j.midw.2018.05.009

				Prom, M. C., Denduluri, A., Philpotts, L. L., Rondon, M. B., Borba, C. P. C., Gelaye, B., & Byatt, N. (2022). A systematic review of interventions that integrate perinatal mental health care into routine maternal care in low- and middle-income countries. Frontiers in Psychiatry, 13, Article 859341. https://doi.org/10.3389/fpsyt.2022.859341

				Richardson, J., Iezzi, A., Khan, M. A., & Maxwell, A. (2014). Validity and reliability of the Assessment of Quality of Life (AQoL)-8D multi-attribute utility instrument. Patient, 7(1), 85-96. https://doi.org/10.1007/s40271-013-0036-x

				Sebela, A., Byatt, N., Formanek, T., & Winkler, P. (2021). Prevalence of mental disorders and treatment gap among Czech women during paid maternity or parental leave. Archives of Women’s Mental Health, 24(2), 335-338. https://doi.org/10.1007/s00737-020-01052-w

				Shalaby, R. A. H., & Agyapong, V. I. O. (2020). Peer support in mental health: Literature review. JMIR Mental Health, 7(6), Article e15572. https://doi.org/10.2196/15572

				Sheehan, D. V., Lecrubier, Y., Sheehan, K. H., Amorim, P., Janavs, J., Weiller, E., Hergueta, T., Baker, R., & Dunbar, G. C. (1998). The Mini-International 

				Neuropsychiatric Interview (M.I.N.I.): The development and validation of a structured diagnostic psychiatric interview for DSM-IV and ICD-10. The Journal of Clinical Psychiatry, 59(Suppl 20),, 22 -57.

				Shorey, S., Chee, C., Chong, Y. S., Ng, E. D., Lau, Y., & Dennis, C. L. (2018). Evaluation of technology-based peer support intervention program for preventing postnatal depression: Protocol for a randomized controlled trial. JMIR Research Protocols, 7(3), Article e81. https://doi.org/10.2196/resprot.9568

				Sikander, S., Ahmad, I., Atif, N., Zaidi, A., Vanobberghen, F., Weiss, H. A., Nisar, A., Tabana, H., Ain, Q. U., Bibi, A., Bilal, S., Bibi, T., Liaqat, R., Sharif, M., Zulfiqar, S., Fuhr, D. C., Price, L. N., Patel, V., & Rahman, A. (2019). Delivering the Thinking Healthy Programme for perinatal depression through volunteer peers: A cluster randomised controlled trial in Pakistan. Lancet Psychiatry, 6(2), 128-139. https://doi.org/10.1016/S2215-0366(18)30467-X

				Smith-Nielsen, J., Lange, T., Wendelboe, K. I., von Wowern, R. K., & Vaever, M. S. (2019). Associations between maternal postpartum depression, infant social behavior with a stranger, and infant cognitive development. Infancy, 24(4), 663-670. https://doi.org/10.1111/infa.12287

				Smith-Nielsen, J., Tharner, A., Thode Krogh, M., & Skovgaard Væver, M. (2016). Effects of maternal postpartum depression in a well-resourced sample: Early concurrent and long-term effects on infant cognitive, language, and motor development. Scandinavian Journal of Psychology, 57(6), 571-583. https://doi.org/10.1111/sjop.12321

				Somerville, S., Dedman, K., Hagan, R., Oxnam, E., Wettinger, M., Byrne, S., Coo, S., Doherty, D., & Page, A. (2014). The Perinatal Anxiety Screening Scale: Development and preliminary validation. Archives of Women’s Mental Health, 17(5), 443-454. https://doi.org/10.1007/s00737-014-0425-8

				Tavakol, M., & Dennick, R. (2011). Making sense of Cronbach’s alpha. International Journal of Medical Education, 2, 53-55. https://doi.org/10.5116/ijme.4dfb.8dfd

				The American College of Obstetricians and Gynecologists. (2023). Screening and diagnosis of mental health conditions during pregnancy and postpartum: ACOG Clinical Practice Guideline No. 4. Obstetrics & Gynecology, 141(6), 1232-1261. https://doi.org/10.1097/AOG.0000000000005200

				Thombs, B. D., Levis, B., Lyubenova, A., Neupane, D., Negeri, Z., Wu, Y., Sun, Y., He, C., Krishnan, A., Vigod, S. N., Bhandari, P. M., Imran, M., Rice, D. B., Azar, M., Chiovitti, M. J., Saadat, N., Riehm, K. E., Boruff, J. T., Cuijpers, P., … Benedetti, A. (2020). Overestimation of postpartum depression prevalence based on a 5-item version of the EPDS: Systematic review and individual participant data meta-analysis. Canadian Journal of Psychiatry, 65(12), 835-844. https://doi.org/10.1177/0706743720934959

				Vintrová J., & Paízek, A. (2018). Planned home births in the Czech Republic 2018. Ceska Gynekologie, 83(3), 204-211.

				Watson, E. (2019). The mechanisms underpinning peer support: A literature review. Journal of Mental Health, 28(6), 677-688. https://doi.org/10.1080/09638237.2017.1417559

				Woody, C. A., Ferrari, A. J., Siskind, D. J., Whiteford, H. A., & Harris, M. G. (2017). A systematic review and meta-regression of the prevalence and incidence of perinatal depression. Journal of Affective Disorders, 219, 86-92. https://doi.org/10.1016/j.jad.2017.05.003

				World Health Organization. (2022). Guide for integration of perinatal mental health in maternal and child health service. https://www.who.int/publications/i/item/9789240057142

				
					[image: ]
				

				
					[image: ]
				

			

		

	
		
			
				159

			

		

		
			
				Mom Supporting Mom: Effective Peer Support Intervention

			

		

		
			
				Appendix

				"Mom Supports Mom" Peer Support Intervention – Methodology

				Target Group

				The target group for this method consists of women in the perinatal period (i.e., from pregnancy up to one year after birth) who are at risk of developing psychological difficulties, as identified through a positive result in a psychosocial stress screening.

				Fundamental Principles of Peer Support

				Peer consultants are individuals with personal lived experiences, which they can use to support individuals facing similar challenges. The principle of peer support assumes that a peer consultant can provide this support after training without being a professional expert in the field. During conversations with clients, they can help articulate their difficulties, identify risk factors, and suggest appropriate professional help.

				The relationship between peer consultants and clients is based on mutual understanding, reducing the perceived barrier between professio-nals and patients. Clients particularly appreciate the trustworthiness they perceive in relation to the lived experience of peer consultants, making them more likely to open up about their struggles.

				In mental health care, peer support is increasingly used as a valuable complement to primary professional care and both primary and secon-dary prevention.

				In practice, a peer consultant:

				- Shares their own processed experience and can discuss it with perspective.

				- Extracts useful insights and recommendations from their experience that the client can apply to their situation.

				- Works in a way that sharing their own experiences does not cause them psychological distress.

				A peer consultant in the “Mom Supports Mom” intervention is a woman with experience of psychological difficulties during pregnancy or the first year after childbirth.

				Methods Used by Peer Consultants

				The primary tool of is an unstructured counseling conversation, conducted by phone.

				During interactions with clients, the peer consultant:

				- Provides general information about perinatal mental health and basic principles of selected professional care approaches.

				- Actively listens to the client and encourages them to share their feelings and concerns.

				- Shares their own relevant experience or aspects of it that may be helpful to the client.

				- Encourages the client to be open with trusted close individuals and seek social support, as well as professional help if difficulties persist.

				- Reassures the client about the confidentiality and safety of their cooperation and tries to enhance trust in professional care so the client does not hesitate to seek experts if needed.

				Step 1: Identifying Women at Risk of Developing Psychological Difficulties

				This step precedes the actual “Mom Supports Mom” intervention.

				Women at risk of psychological difficulties are actively identified through the screening conducted in maternity hospitals. Each woman who consents to completing the screening questionnaire is given a tablet to complete the questionnaire online. Woman is considered at risk if her score on the Edinburg Postnatal Depression scale is above 9.

				Within 10 minutes, the woman receives an email result indicating whether her responses suggest an increased risk of developing psy-chological difficulties. At-risk women in the intervention group are automatically contacted by a peer consultant.

				Step 2: Contacting Women at Risk of Developing Psychological Difficulties 

				If a woman is automatically identified as at risk through the screening, she is contacted by phone within three working days. The caller is a peer consultant, who informs the woman of her screening results, asks about her current condition, and offers further support if needed.

				If the woman states during the call that she feels fine and/or declines further support, the peer consultant informs her about the possibility of reaching out in the future if her situation changes.

				If the woman accepts the offer of support, the peer consultant conducts an initial semi-structured interview to assess the severity of her difficulties.

				Step 3: Initial Semi-Structured Interview

				The initial semi-structured interview, along with the psychosocial screening results, helps assess the severity of the woman’s current con-dition. It identifies risk factors that indicate the need for immediate professional help and monitors commonly occurring difficulties that may lead to more severe mental health issues.

				Key components of the interview include:

				- Introduction and Building Trust: The peer consultant introduces themselves, explains the purpose of the call, and creates a sense of safety and trust.

				- Client’s Self-Assessment: The woman is given space to describe how she feels and whether she is experiencing psychological distress.
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				- Identification of Difficulties: If the woman shares concerns, the consultant helps identify specific issues and assess their intensity.

				- Evaluation of Support Needs: Depending on the severity of difficulties, the peer consultant suggests appropriate forms of support, in-cluding peer support, psychological counseling, or psychiatric consultation.

				Step 4: Ongoing Peer Support

				If the woman wishes to continue receiving support, the peer consultant provides ongoing guidance based on sharing their own processed experience. The frequency of further consultations are determined through mutual agreement. The peer consultant ensures that the woman knows she can seek support at any time, even if she initially declines assistance.

				As part of the consultations, the peer consultant provides each woman with general recommendations regarding mental well-being during the perinatal period. They emphasize the importance of rest and relaxation, self-care, setting personal boundaries in childcare, and encourage the woman not to hesitate to ask for help from her surroundings.

				Step 5: Recording Contact with the Client

				The peer consultant maintains a simple database of clients which can be shared among multiple peer consultants in a given region. Clients are identified using an identification number assigned after completing the psychosocial screening. Each contact is recorded in the table, including the date and format of the consultation, the time spent, and the main topic discussed.

				Referral to Professional Support

				A key part of the peer consultant’s role is monitoring the availability of professional care in their region. Each peer consultant maintains contact with at least three professionals (psychologists and psychiatrists) who are familiar with the peer support initiative and with whom they have a long-term collaboration. If needed, the peer consultant provides the at-risk woman with contact information for these pre-selected pro-fessionals, which often facilitates faster access to professional care compared to women seeking support independently.

				Since seeking psychological or psychiatric help is often stigmatized, the peer consultant also plays a role in normalizing professional mental health care. They address doubts about seeking help, ease feelings of failure associated with reaching out for support and inform the woman about the effectiveness of professional treatment.

				The peer consultant facilitates contact with verified and accessible healthcare or psychological services if the woman reports:

				- Suicidal thoughts.

				- Sleep disorders (e.g., inability to sleep despite having appropriate conditions).

				- Loss of appetite or strong aversion to food.

				- Any psychological difficulties lasting more than 14 days with a tendency to worsen.

				Additional indications for referral to professional care include situations where:

				- The woman describes a persistent stream of negative thoughts.

				- She considers escaping her situation (e.g., leaving her family, handing over childcare to someone else, adoption), which contradicts her original intentions.

				- She experiences distorted perception—such as feeling disconnected from reality, as if “behind a fog” or “behind glass.”

				A peer consultant also provides professional contact information if the woman explicitly requests it. Depending on the situation, they may refer her to a clinical psychologist, psychiatrist, crisis center, or another relevant service. In cases involving physical health concerns, they may also recommend contacting a general practitioner or gynecologist.

				Crisis Intervention

				For some women, psychological difficulties can become severe and life-threatening. Therefore, peer consultants must be trained in the basics of crisis intervention. If a peer consultant identifies acute and potentially life-threatening issues, they strive to sensitively guide the woman toward professional crisis support.

				Professional crisis intervention is recommended in the presence of the following risk factors:

				- Suicidal thoughts.

				- Sleep disorders.

				- Eating disorders.

				- Persistent, unchanging, or worsening depressive or anxious symptoms.

				- Psychotic symptoms.
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ABSTRACT

Objective: Untreated perinatal mental health disorders can have serious consequences for the whole family system.
‘The purpose of this study was to examine the effectiveness of peer support intervention in improving postpartum
psychological distress. Method: We evaluated a remote peer support intervention, Mom Supports Mom, in a randomized
controlled trial. The primary study outcome was the level of depressive symptoms at week six after delivery. Secondary
outcomes included levels of anxiety symptoms, quality of life and the presence of psychiatric disorders at week six after
delivery. Trial protocol was registered at ClinicalTrials.gov (NCT04639752). Results: The study sample consisted of 315
participants in the control group, and 173 participants in the intervention group. The Mom Supports Mom intervention
was associated with decreased depressive (Cohen's d = 0.30, p= .003) and anxiety symptomatology (d = 0.29, p =003)
at week six after birth compared to the control group. Mom Supports Mom intervention was also associated with an
increase in health-related quality of life at week six after birth (d = 0.27, p =.008). No statistically significant difference
was found between the groups in the presence of psychiatric diagnoses at six weeks postpartum. Conclusions: Peer
intervention Mom Supports Mom is effective in reducing depressive and anxiety symptomatology in postpartum women
and improving their health-related quality of life. Mom Supports Mom can serve as a low-intensity approach that is

effective for mild illness and has the potential to be scalable.

The postnatal period poses a risk of both onset and relapse of
mental disorders. Anxiety and depression are the most common,
with a reported prevalence of 9% to 20% (Howard & Khalifeh, 2020;
Woody et al., 2017). We have recently described that the prevalence
of the postpartum mental health disorders in the Czech Republic is
13%, which is consistent with international data (Horikova et al.,
2022).

Untreated perinatal mental health disorders can have serious
consequences for child's development, the quality of the child-
mother relationship and the whole family system (Dubber et al.,
2015; Kersten-Alvarez et al, 2012; O'Higgins et al,, 2013). Infants
of mothers with postnatal depression are less likely to be breastfed
(Dias & Figueiredo, 2015), are at a greater risk of malnutrition (Dadi
et al,, 2020), have poorer cognitive development (Grace et al., 2003;
Smith-Nielsen et al,, 2016), and show greater social withdrawal
(Smith-Nielsen et al,, 2019). Perinatal mental health disorders incure
a long-term cost to society of approximately £8.1 billion for each
one-year birth cohort in the UK, and $14 billion per birth cohort
in the US (Bauer et al, 2016; Luca et al,, 2020). Perinatal mental

disorders affect not only the mother but also her family and society;
therefore, addressing perinatal mental health is an important part of
both healthcare and societal well-being (Howard & Khalifeh, 2020).

Given the negative impact and cost, it is important to identify
perinatal mental health disorders early and to treat them effectively,
even in the subclinical forms (O'Connor et al., 2019). National
health guidelines recommend that gynecological and obstetric
care providers assess their patients’ emotional state, including
using screening methods (National Institute for Health and Clinical
Excellence, 2020; The American College of Obstetricians and
Gynecologists, 2023). In the National Action Plan for Mental Health
2020-2030, the Czech Republic has outlined measures to establish a
validated system of screening methods for identifying psychosocial
risks in pregnant and postpartum Women.

When implementing perinatal mental healthcare, it is essential to
address the barriers that women face in accessing care and support.
Barriers include the cost of care, the lack of availability of mental
health professionals, and the fear of being judged by others (Prevatt
et al,, 2018). In the Czech Republic, up to 75% of women experiencing
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