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Abstract
Women who receive a diagnosis of personality disorder may face particular challenges in the context of having a baby. However, this area has received little attention. This study aimed to qualitatively explore experiences of mental health support during the perinatal period in a group of mothers who self-reported having a personality disorder diagnosis. Semi-structured interviews were conducted with 12 women who received mental health support during the perinatal period. These data were analyzed thematically. Key themes related to women feeling judged to be unfit mothers; not feeling heard or understood by services; feeling that services struggled with the complexity of their needs; valuing specialist support to cope with their struggles in motherhood; and valuing professional relationships that resembled real-life friendships. Our findings raise questions about how best to provide support to this group of women, and about the use and consequences of the diagnosis of personality disorder among new mothers.
Introduction
The perinatal period, which spans from conception to one year after birth, is a challenging time for many women. An estimated 20% of women experience mental health problems during this time (Russell et al, 2017). Research into perinatal mental health has largely focused on postnatal depression (Howard et al, 2014; Stein et al, 2014). One group of mothers who have received very little attention in research or service development are those who receive a diagnosis of personality disorder. The usefulness and psychometric robustness of personality disorder diagnoses continue to be debated (Kim & Tyrer, 2010), as does the extent to which conditions such as “borderline personality disorder” (BPD) should be seen as enduring interpersonal difficulties, or as the sequelae of complex trauma (Kulkarni, 2017). In population surveys, “personality disorders” have been estimated to affect 4.4% of the population in Britain (Coid et al, 2006), while the prevalence of “disordered personality traits” was estimated to be 16.2% in a sample of pregnant women in London (Crowley et al, 2019).
It has been argued that women with a personality disorder diagnosis may find pregnancy and early motherhood more challenging than other women (Börjesson, Ruppert, & Bågedahl-Strindlund, 2005; Conroy et al, 2012). Mothers with diagnoses of BPD have been found to respond less sensitively to their infants (Newman et al, 2007) and to have difficulty identifying their infants’ emotional states (Petfield et al, 2015). Poorer emotional and mental health outcomes have been reported for children of mothers with diagnoses of BPD (Petfield et al, 2015; Eyden et al, 2016). New mothers with diagnoses of personality disorders are thought to receive less social and financial support than other mothers (Eyden et al, 2016), which may contribute to difficulties in looking after their children. It has been noted that social services frequently raise child protection concerns in relation to this population (Stanley & Penhale, 1999). 
[bookmark: _Hlk25005898]Having a personality disorder diagnosis can also be associated with difficulties with accessing, receiving and engaging with mental health support (Jinks, McMurran & Huband, 2012; Wilson, Weaver, Michelson & Day, 2018). The diagnostic label of personality disorder has been criticized for being highly stigmatizing (Aviram, Brodsky, & Stanley, 2006; Newton-Howes, Weaver & Tyrer, 2008), with evidence suggesting that clinicians may judge people with personality disorder diagnoses more negatively than those with other diagnoses (Lewis & Appleby, 1988; Markham & Trower, 2010). In a qualitative study of mothers assessed to have a personality disorder with children (aged 3-11) showing behavioral and/or emotional difficulties, women believed that clinicians assumed their personality disorder diagnosis automatically meant they would be a ‘bad parent’, and feared being seen as uncooperative if they did not acquiesce to professional advice and intervention (Wilson et al., 2018). It has been argued that, when applied to mothers, this diagnosis may also have the effect of preventing access to certain types of treatment that are deemed unsuitable for people with this diagnosis (Stanley & Penhale, 1999).
While these findings suggest that mothers diagnosed with personality disorders may experience complex emotional and social difficulties for which they struggle to access appropriate support, to our knowledge no studies have explored experiences of mental health support among perinatal women with this diagnosis. However, the perinatal period is thought to be a time associated with distinctive risks and difficulties that are different to other periods in women’s lives (Brockington, 2004).
In this study, we therefore aimed to explore views and experiences of support during the perinatal period in a group of mothers with a diagnosis of personality disorder. In England, this study is particularly timely as NHS England has stated in its Long-term Plan that it aims to improve access to perinatal mental healthcare, and in particular to improve access to evidence-based treatment for women with personality disorder diagnoses in the perinatal period (NHS England, 2019).
Methods 
This study was part of the wider qualitative Stakeholders’ Views and Experiences of Perinatal Mental Health Care (STACEY) study, which sought to explore experiences of services across England treating women with a range of perinatal mental health difficulties. STACEY was itself part of a larger mixed-methods project: the Effectiveness of Services for Mothers with Mental Illness (https://www.kcl.ac.uk/ioppn/depts/hspr/research/ceph/wmh/projects/a-z/esmi). 
Participants:
Sampling for the wider STACEY study was purposive to gain a broad range of participants with respect to age, ethnicity, socio-demographic factors, mental health diagnosis, and type(s) of services used. Women who were no longer their child’s main carer as well as women who did still care for their child were included. 
Twelve women were selected from the wider STACEY study data set (of 52 women) because they had all self-reported having a diagnosis of a personality disorder. Twelve would usually be considered at the lower end of a suitable sample size for qualitative work if the sample is relatively homogenous (Guest et al., 2006). These twelve women were recruited from six diverse NHS healthcare providers in England. Other inclusion criteria required that women: were aged 16 or over; were English language speakers; had accessed support for their mental health during or after their most recent pregnancy; and were 6-9 months post-partum at the time of interview (so they had some time post-birth to reflect on their experiences of support during pregnancy and in the early postnatal period). Individuals lacking capacity to consent were not invited to participate. NHS ethical approval was obtained. 
Recruitment:
 Eligible women (who met purposive sampling criteria) were provided with a study information sheet by a clinician within their mental health team. Clinicians passed the contact details of those expressing an interest in participating to the research team, with women’s permission. A researcher contacted interested women to discuss the study further and arrange an interview for those who provided written consent. All participants received £15 as a token of thanks. As researchers were only informed of women who were interested in participating, it is not possible to determine how many women declined to take part.
Data collection:
A topic guide was developed by the research team. This was informed by input from a perinatal service user and carer advisory panel and by the existing literature. It was piloted with service users and members of the advisory panel, and then adapted before data collection took place. Semi-structured interviews were conducted between June 2015 and March 2017 by the second author (BLT). Women were asked about topics including: their experience of accessing services for mental health problems in the perinatal period; information, choice, and involvement in decision making; views and experiences of service delivery and perceived gaps/shortcomings; communication between services; family inclusion, and the quality of therapeutic relationships. Interviews lasted approximately one hour, and were audio-recorded, transcribed, and anonymized. Reflective notes were made immediately following the interview by the interviewer summarizing the content of the interview and highlighting particularly striking content at an early stage. Data pertaining to demographic characteristics of the participants were also collected. 
Data analysis:
A thematic analysis of the interview transcripts was conducted by the first author (AZ). This is a rigorous method that can be used to identify and analyze repeated patterns of meaning within textual data (Braun & Clarke, 2006). Interview transcripts were imported into NVivo 11, enabling the systematic analysis of this rich data set. Due to the exploratory nature of our research question, lack of existing literature on this topic, and our aim to focus on participants’ experiences, a primarily inductive approach was taken to identify themes within the data. The entire data set was read and initial thoughts about the interviews were noted. Interview transcripts were then coded line-by-line to generate initial codes. Relationships between codes were explored, so that codes were organized into a hierarchical structure, and higher-level themes could be identified. This was an iterative process; interviews were re-read and re-coded repeatedly to ensure that a comprehensive coding structure was developed. A second researcher (a Masters student) coded four interviews and discussed initial codes with the first author. These two researchers and other authors subsequently discussed emerging themes, and this was used to inform a shared understanding of the data.  
A critical realist approach was adopted; the words and meanings used by participants were taken at face value, whilst acknowledging their broad social context, and the influence of researcher perspectives throughout the research process. Interviews were conducted by second author BLT, who is herself a mother, as well as a researcher and clinical psychologist, and was visibly pregnant during some of the interviews, which may have influenced how participants responded to her. AZ was a student studying for a Masters degree in Clinical Mental Health Sciences at the time of the study, and working part-time in a community mental health team specializing in supporting individuals diagnosed with a personality disorder. Her existing knowledge and experience of working with people diagnosed with a personality disorder, as well as her interactions with the clinicians who work with this population, may have influenced her expectations about the participants in the present study. The collaborative analytic processes described above allowed the research team to reflect on these factors, and ensured that different perspectives were brought into the analytic process, thus increasing the validity of findings (Forman & Damschroder, 2007).
Results
Participant characteristics
Participant characteristics are shown in Table 1. Just over half of the mothers (n=7) were White British. Five mothers self-reported a diagnosis of BPD/emotionally unstable personality disorder, while seven did not specify a type of personality disorder diagnosis. Six mothers self-reported having a diagnosis of depression as well as their personality disorder diagnosis, and four of these six additionally self-reported diagnoses of bipolar disorder, post-traumatic stress disorder (PTSD), anxiety, and post-partum psychosis. Mothers had received support from a wide range of professionals and services in the perinatal period. A brief description of these services is provided in Table 2. Most mothers used more than one service, as indicated in Table 1. 
Ten of the twelve mothers received input from social services, which was conspicuously high compared to the broader STACEY project sample. Four of the mothers interviewed did not have custody of their child at the time of interview and one additional mother was undergoing a parenting assessment. Three further mothers had children subject to a child protection plan. Such factors may have influenced women’s accounts and (perceptions of their) experiences.
Qualitative Findings 
Our analysis produced the following five themes: ‘Feeling judged to be an unfit mother’; ‘Difficulties in feeling heard or understood’; ‘Services struggle with the complexity of mothers’ needs’; ‘Mothers value specialist support to cope with their struggles in motherhood’; and ‘Valuing professional relationships resembling real-life friendships’. For many of these women, complex and difficult social circumstances provided the back-drop to their accounts and experiences. Several of our respondents described or referred to relationship conflict, domestic violence, sexual abuse, substance misuse, trauma, and social services involvement themselves as children.
1. Feeling judged to be an unfit mother 
Many mothers said that, during pregnancy and after having their baby, they encountered professionals - health visitors, midwives and social workers as well as mental health professionals - whom they felt to be judgmental. Comments and actions by professionals communicated to these women that clinicians assumed they were unfit mothers. This judgment seemed at times to relate specifically to the stigma associated with personality disorders; some mothers felt that staff believed that you cannot be a good parent if you have a personality disorder diagnosis.
“Just because like I’ve got a label in my [medical record] which says borderline, that doesn’t mean that like I’m suicidal, I’m going to throw my baby off the bridge, but like that’s how I got treated… 
…I always found it really, like, really horrible when they suggested that I’m a danger to my child. It was always like I could not open up…And that happened with the doctor at the hospital, the health visitor, and the assessment at the [personality disorder service], these three.” [Mother 2]
Some women expressed doubts about their abilities as mothers and difficult, ambivalent feelings towards their babies. However, several also described how having a baby had incentivized them to try to overcome their difficult experiences. But they said that, in their view, professionals had not acknowledged this and instead judged them solely on events from their past.
“Them workers, they was going by the report that you came in door [with] init, not the change that you’ve done in your life. Not the remarkable change...You see when you have a bad past it follows you for the rest of your life.” [Mother 1].
Mothers sometimes felt they were constantly under observation and scrutiny. They felt this implied they were seen as a danger to their child, and said it had the effect of worsening their mental health. 
“I’ve just had a baby, my partner is sitting next to me and, you know, I’ve got somebody staring at me 24 hours. I hate being stared at… And I think if I was going to top myself, that probably would be the time, you know, because I hated it so much.” [Mother 4]. 
2. Difficulties in feeling heard or understood 
Several mothers described not feeling heard or understood by professionals. They felt that they should have been able to access mental health support before reaching a crisis point, and described frustration around this. Several mothers suggested their outcomes would have been better if they had received support earlier. Some felt that, since their present struggles were sometimes not as dramatic as particularly difficult periods in their past, they were not taken as seriously as they should have been. One mother [Mother 8], who later lost custody of her baby, had wanted an admission to a specialist mother and baby unit (MBU) but said she was told she was “not ill enough for it”. There were also concerns that professionals would only really listen to them if they self-harmed or were suicidal. When they refrained from these behaviors, in some case for the sake of their babies and to present as competent mothers, they struggled to communicate their distress to staff and found that they did not get the support that they needed.
“What is it going to take for me to get recognized and say I need help? Do I really need to jump off a car park roof to get help? Do I really need to slash my wrists, keep taking overdoses, have my child taken off of me? What do I need to do to be heard?” [Mother 6].
“You have to put on this great face and paint this picture a certain way. And I think underneath it all I could have done with help a helluva lot earlier…Because I hadn’t self-harmed again or ended up in hospital, I wasn’t put in any sort of… That’s more of a punishment, you know, rather than a ‘well done’.” [Mother 8].
Once they did access support, mothers felt that they could not be honest about the extent of their problems. Several mothers said that they had thought they could be honest with professionals, but subsequently regretted it when they felt it was used against them – for example, by the involvement of social services and sometimes the removal of the child from the mother’s custody. For some mothers, their experience taught them that they should never have opened up about their struggles. 
“[If I went back in time] I would never, ever open my gob to anybody in NHS about how I felt.” [Mother 4].
Several mothers described feeling caught in ‘Catch 22’ situations (Mother 7): they feared telling professionals too much in case it was used against them to take their child away, but if they did not open up enough they were reprimanded for not working with professionals. These mothers wanted to express their frustration when support felt inadequate, but feared being seen as aggressive or deteriorating. 
“You want to talk to people, but everything you’re doing, you’re trying to work out what’s going to happen around that. So what’s going to happen next? Are they going to come along and take my baby away?” [Mother 8].
“I felt like a failure, and I thought that if they think I'm a failure then they'll take the kids away from me. So I thought, no, I'm fine, I'll get over this, this is just a little glitch.” [Mother 3].
Mothers often had clear ideas about the sort of support they felt they needed, which was sometimes at odds with professionals’ recommendations. This led some mothers to feel like their preferences and concerns were dismissed by staff. This often related to medication, which several mothers felt strongly opposed to taking, sometimes because they were pregnant or breastfeeding. Some mothers felt that staff were pushing them to take medication, possibly as a way of dealing with them quickly, without listening to their concerns or taking the time to consider the broader social and psychological factors that led them to this point.
“[The perinatal psychiatrist] just kept saying to me medication, medication, this is what's going to help you. Now, my mum has non-alcoholic related liver disease through taking medication and with my anxiety I'm petrified I'm going to end up that way. I expressed my fears and concerns to this doctor and her response to me was, ‘Well you're not going to get better if you don’t take the medication. Just take it and man up’.” [Mother 6].
However, some mothers had experiences of professionals involving them effectively in decisions relating to their support. These mothers valued being given information about the options that were available to them and subsequently being given a choice. 
“I really liked [my specialist perinatal therapist]. So she, basically like, gave me… Let me make decisions much more of like, what do I need right now. So that was really good.” [Mother 2].
3. Services struggle with the complexity of mothers’ needs
Many mothers had multiple and intersecting therapeutic and support needs, with long histories of mental distress, trauma, difficult social circumstances and input from many different services. Some mothers felt that staff were unable to deal with the complexity of their situations. This seemed particularly true of generic or non-perinatal mental health services.
“I was always talking to anyone who would listen, and I'll be sharing all my stress and pains with them. And they would just listen and maybe sympathize, but only rarely was I speaking to the right person who could actually do something about it.” [Mother 9].
Specifically, some mothers felt that professionals did not know how to deal with women diagnosed with a personality disorder in the perinatal context. Several mothers believed social workers, in particular, seemed to lack knowledge of mental health and experience of working with people like themselves. This left mothers feeling misunderstood and frustrated.
In some cases, mothers also commented that non-perinatal mental health practitioners were not always able to deal with the combination of a personality disorder diagnosis and a new baby. For example, one mother [Mother 4] had valued support from a complex needs team, but said the service normally discharged women if they became pregnant. Another mother who also valued support from a specialist personality disorder service nevertheless found it hard to attend the service’s intensive group therapy while pregnant and after giving birth. 
“There was like a pressure to do well and to keep attending no matter, you know, how much you didn’t - how ill you felt or how tired … [Having a baby] definitely sort of has made it more difficult, you know... There were older mums so they, you know, some of them have kids my age so they could definitely give us advice, so that did help. But none of them were new mums.” [Mother 8]
4. Mothers value support to cope with their struggles in motherhood 
Many mothers valued support to cope with motherhood and their mothering role in the context of their difficulties. Several women commented on how hard it had been arriving home from hospital after the birth and having to look after their babies, often largely alone.
 “All of a sudden, you’re left with a baby. There you go. Here’s his milk. This is the medication he’s on. This is what you’ve got to do. There, go on.” [Mother 8].
When mothers did receive support from specialist perinatal mental health teams and parent-infant services, they often found this particularly helpful. Some mothers described difficult relationships with their own parents; these women said they had not witnessed good-quality parenting themselves and therefore valued specialist support because it helped them believe they could be effective parents. They reported that this support increased their confidence in their abilities as a mother, reassured them even when they had difficult feelings towards their babies, and helped them strengthen their bond with their infants. Some mothers felt it took a long time for professionals to recognize that they needed help, not only their babies.
“I was like well, I haven't been parented myself so I don't know how to parent… I found [the parent-infant team support] quite helpful because where my mum wasn't really a communicator, verbally – like, ways to talk to your children, or even like, hug them, because I struggle to hug them after they get to a certain age. …Because I don't remember ever having it myself. And so it helped me there, little things I could do or say.” [Mother 3].
The one mother who stayed in a MBU also valued the support with mothering that she received there, and seemed to appreciate being looked after herself. 
“[The MBU] was a very, very good move…I really didn’t know what to do with the baby. And the head, the state it was in at that time, you know, it was just good to you know - somebody was calling me to eat food, somebody was looking after us, if there were any problems with [my baby] there was somebody there to keep an eye on him”. [Mother 4].
By contrast, mothers who had been admitted to acute psychiatric wards away from their babies felt that this separation exacerbated difficulties in bonding with them, especially where inflexible visiting arrangements made it difficult for them to spend time with their babies. Some mothers said they would have preferred to go to a MBU so that they could be with their babies.
“[The ward] didn’t really adapt to me whatsoever. They didn’t. It was me having to say, look I really need to go and see [my baby] today. And there wasn’t really much acknowledgement there…He has very set routines. So when we did finally have the time with him, it wouldn’t fit in with his routine that he already had. So I felt like I was missing out a lot with him.” [Mother 10].
More broadly, women also wanted support with the wider challenges they faced in the community as mothers, such as homelessness, poverty and relationship breakdown; they often felt that these broader issues were not properly addressed.
“When a person has gone over the place where they're considering suicide, giving them a pill is not going to take that away… When they're back in their rational thinking, they're at it again, trying to commit suicide, so it just didn't make any sense...I was thinking, you're not just going to keep us here babysitting us with pills…And that's not helping the situation at all.” [Mother 9]
5. Valuing professional relationships resembling real-life friendships
Despite the difficulties outlined above, most mothers formed trusting relationships with some professionals. In some cases, these relationships took time to develop, whereas in other cases, mothers saw trustworthiness as a quality inherent in some (but not other) staff.  Mothers particularly valued it when – rather than judging them to be unfit mothers or treating them as volatile and dangerous – professionals showed that they understood mothers and were not alarmed by them.
“[The specialist mental health midwife] doesn’t judge…you can talk to her about anything and it doesn’t shock her...Sometimes if you can’t talk about some things, she already knows…you know, that you’re struggling with it or what you’re thinking, what you’re feeling.” [Mother 8]
Several mothers described ‘fitting’ or being ‘compatible’ with professionals and mothers also commonly described those they found supportive as being like a friend.  
 “I find [my health visitor] more like a friend who kind of just gives you that bit of extra push that you need sometimes.” [Mother 3].
“I do trust [my perinatal psychologist] because I built up that relationship well where I can trust her. So she will give me like guidance in certain things…The fact that I’ve not felt that she’s spoken down to me. The fact that I feel she sort of understands what I’m saying and where I’m coming from. The fact that I can talk to her pretty much about anything…You can have that, obviously not friendship, but it’s like that vibe of a friendship sort of there”. [Mother 7]
Some mothers particularly valued members of staff who they saw as maternal figures. This may reflect the fact that these women often felt they had not been parented well themselves and liked seeing parenting skills modelled to them, as well as feeling ‘mothered’ themselves by professionals.
“[The parent-infant therapist] is very motherly, I think she’s, she’s everything that I would picture a proper mother to be actually. That’s probably the best way to describe her… nice, calm, loving, just so soft natured... I never had a great relationship with my mother and I was in foster care for a while, so yeah she is everything that I would probably picture a mother to be.” [Mother 6].
Some mothers stated that they valued working with the same person over time. This consistency of support seemed to encourage the development of trust between mothers and staff. 
This consistency of support also related to how available mothers felt that staff were. Mothers valued staff who seemed to make an effort to make time for them and who were easily reachable on the phone. This seemed to indicate to them that staff were willing to go beyond the remit of their job. This perceived availability related to feeling like staff genuinely cared about and respected them, which seemed particularly important given that the majority of women had limited support from their social networks, and complex social environments.
“It's fantastic, I mean, I go there every Tuesday lunchtime. [The GP] gives up her lunch hour to speak to me, like a psychiatrist. So that’s really nice.” [Mother 6].
“I laughed at [the perinatal mental health nurse] for [giving me] her mobile phone number, like it’s very rare … Like, I’ve never had a psychologist who had a mobile phone … But she had a mobile phone. And I don’t think that I’ve ever misused it. And, yes, I found it really helpful. [Mother 2]
Discussion
This study is the first to explore experiences of services among perinatal women with a self-reported diagnosis of personality disorder. Mothers in our study often described living in challenging social circumstances. They reported difficulties getting services to listen to them and provide the support they needed, felt professionals struggled with the complexity of their needs, particularly in the context of a new baby, and sometimes even experienced professional intervention as worsening their mental health. These experiences may be partly the result of complex dynamics between perinatal women with high support needs and stretched services. However, some mothers also said they felt stigmatized by professionals. They felt judged automatically to be unfit mothers based on their diagnosis and described feeling caught in ‘catch-22’ scenarios where they were ‘damned if you do, damned if you don’t’. These findings echo those of Wilson et al (2018) whose study of mothers (of 3-11 year olds) assessed to be affected by personality disorder, found that women similarly described feeling ‘unheard’, stigmatized as ‘bad parents’, and felt their parenting struggles were not taken seriously by professionals. They are also in line with broader findings that clinicians may judge people with personality disorder diagnoses less positively than those with other diagnoses (Lewis & Appleby, 1988; Markham & Trower, 2010), while people diagnosed with personality disorders say healthcare professionals hold negative stereotypes about them and tend to discriminate against them or exclude them from services (Bonnington & Rose, 2014; Rogers & Dunne, 2011). Issues around stigmatization and perceptions of this diagnosis may be particularly salient in the perinatal context, where professionals’ concerns around risk may be heightened because of young babies’ vulnerability (indeed a high proportion of women in our study had significant social services intervention). Overall, our findings, though based on a small sample and therefore difficult to generalize, may lend support to previous research that has highlighted the need to ask questions about the prevalence, use and consequences of applying a personality disorder diagnosis to mothers (Stanley & Penhale, 1999).
Despite the difficulties women described in their interactions with professionals, some mothers in our study nevertheless appeared to value specialist support from parent-infant teams and specialist perinatal services. This seemed especially important for women who felt they had not themselves been parented in a way that met their needs. It has been argued that parenting support that addresses parent-infant attachment and emotion regulation is particularly important for mothers with personality disorder diagnoses to prevent the intergenerational transmission of parenting and bonding difficulties and to help reduce the likelihood of repeated cycles of emotional abuse and neglect (Daum & Labuschagne, 2018; Eyden et al, 2016). For mothers in our study who stayed in in-patient services, MBUs were preferred over acute psychiatric wards, where separation of a mother from her child was described as exacerbating difficulties with bonding in some cases. Beyond this, mothers also wanted support that addressed the wider social challenges they faced, such as homelessness, relationship breakdown and poverty, as well as trauma.
Finally, we found that mothers formed trusting relationships with some professionals. They particularly valued relationships with professionals that resembled real-life friendships, and where professionals made themselves readily available. It may be particularly important for mothers diagnosed with a personality disorder to form trusting relationships with professionals due to their likelihood of social isolation, lone parenthood and difficult social circumstances (Wilson et al., 2018). 
Limitations and future research needs
Although this study addresses a clear gap in the literature, there are some important limitations. The sample was small, which limits the generalizability of our findings. Furthermore, over half of women in our sample were White British and a large proportion was from London. The study may have benefitted from a larger, more diverse sample so that a broader range of experiences could be explored. We did not independently confirm the diagnoses of women in our study, who self-reported having a diagnosis of a personality disorder.
Since women were recruited through clinicians, we were not able to explore the experiences of women who were not in contact with any mental health services or women who did not accept or were not aware of their personality disorder diagnosis. These women may have important insights into the barriers that prevented them from receiving support. Recruitment via clinical mental health teams could also have risked overrepresenting women who were more engaged with services.While comorbid diagnoses are common with personality disorder diagnoses, it is not possible from our study to determine the impact of any additional mental health difficulties that women in our sample self-reported, and how this may have impacted their experiences or outcomes of mental health support. Future research may wish to consider how the presence of additional mental health difficulties might impact women with a personality disorder.
This study may also have benefitted from gaining a wider perspective on this complex topic. Additional interviews could have been conducted with professionals and other stakeholders to consider their views, including the challenges that professionals face in providing adequate support for mothers diagnosed with a personality disorder. 
Clinical implications
As outlined, our findings raise important questions about the use and implications of a personality disorder diagnosis in the perinatal period. There is a need for further consideration to be given to the way in which this diagnosis is experienced in this context and the possibility that it may serve to perpetuate discrimination against women with consequences including social services involvement, lack of access to services, and increased pressures on women’s mental health.
There is clearly also a need to give more consideration to how best to provide support to this group of women in a way that helps them feel heard and understood, and able to talk openly about their mental health without fear of negative repercussions. Early intervention appears to be important and clinicians and service providers may benefit from psychoeducation on personality disorders during the perinatal period to address some of the concerns that mothers in our sample raised in terms of how they felt mental health professionals viewed and treated them. Our findings suggest that specialist perinatal and parent-infant services may be acceptable to some women diagnosed with a personality disorder who access support during the perinatal period. These findings could be made available to GPs and other professionals to highlight the potential value in referring women to these specialist services. There is some evidence to suggest that parent-infant psychology may be particularly promising for improving infant attachment security in high-risk families (Barlow et al, 2015), and that a higher proportion of children are able to stay in the family home when mothers receive intense trauma-informed support (McPherson et al, 2018). Further research is needed to explore in more detail experiences and effectiveness of interventions that support parenting and the mother-infant relationship in women with complex and intersecting needs. 
Finally, greater attention should be given to understanding and addressing the impact of mothers’ broader social contexts. As outlined, women in our study often came from adverse backgrounds and faced considerable difficulties, including (among others) substance misuse, deprivation, relationship breakdown, trauma and depression. There is a need to consider how these wider contexts intersect with and influence their experiences of parenting and their treatment by services.. 
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