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1.0
Introduction.

This guideline has been developed in response to recommendations from the Confidential Enquiries into Maternal Deaths (CEMD 2005) and has been reviewed on the publication of NICE Guideline 45 Antenatal & Postnatal Mental Health in February 2007. 

1.1
Suicide is no longer one of the leading causes of indirect maternal deaths (CEMD 2005) in comparison to the previous report of 2003. However  depression affects 50% of all women at some time during their lives (DOH 1999) and the 2005 report still acknowledges the key role mental health plays in both direct and indirect maternal death causes.  Women’s mental health: Into the Mainstream (DoH 2002) highlights that women play a significant role in the workforce while assuming the major responsibilities for the care of children and other dependent family members. CEMACH 2005 makes a link between child protection issues and women actively avoiding maternity care despite being at high risk from both medical and mental health problems.
1.2
Women are particularly vulnerable during their pregnancy and after childbirth. Depression is the most common major complication of the postnatal period, however less common disorders including puerperal psychosis should not be overlooked. 

1.3
There is a tendency by clinicians to use the term postpartum, postnatal depression to describe several psychiatric disorders, including puerperal psychosis (Chaudron 2003). Severe depressive illness, psychosis and other psychiatric disorders should be clearly distinguished. It is important that the risk factors and potential vulnerability are recognised and women at risk of mental illness are identified. Early detection should trigger referral to the appropriate agency and systems should be in place for good communication pathways between maternity services, G.P. and mental health team.

1.4
Midwives play a pivotal role in early identification of women at risk and in recognising signs and symptoms of a relapse or development of a mental illness. Negotiated planned care should be clearly documented in the handheld record

1.5
Reference is made in these guidelines and the accompanying flowchart to the term ‘severe mental illness’. This term includes any one of the following:

· Severe depressive illness or psychosis

· Bipolar mood disorder

· Schizophrenia

· Has required hospitalisation for mental illness whether related to childbirth or not

2.0
Risk factors and potential vulnerability.

2.1
Women who have a past episode of severe mental illness (severe depressive illness or psychosis) have a significant risk of recurrence or relapse following delivery. Those with a history of bipolar mood disorder, schizophrenia or who had their first episode of puerperal psychosis in the previous 24 months are particularly at risk (Sichel 1995).

2.2
Family factors are implicated in susceptibility to puerperal episodes. Women who have a close family history of puerperal psychosis are twice as likely to suffer from it than those without any family link (Craddock and Jones 2001).

2.3
Poor domestic circumstances.

2.4
Social disadvantage/ Child protection issues.

2.5
History of alcohol or substance misuse.

2.6
In spite of the risk factors identified above, particular subgroups of women are at greater risk of suicide at defined time periods during and following birth (Appleby 1996). The woman most likely to kill herself is one who is older, free from social adversity, whose act of self harm is violent and who has had a previous experience of hospitalised mental illness (Oates 2003).
2.7
Please see Antenatal and Postnatal Care Pathway: Referral Criteria to Specialist Mental Health Services Appendix 1 and the Somerset Partnership referral form Appendix 2 to identify and refer patients.

3.0
Antenatal.

3.1 At a woman’s first contact with primary care, at her booking visit when completing antenatal notes healthcare professionals (including midwives, obstetricians, & GP’s) should ask women two questions to identify possible depression:
· during the past month, have you often been bothered by feeling down,         depressed or hopeless?

· during the past month, have you often been bothered by having little interest or pleasure in doing things?

(Whooley et al 1997)

3.2     A third question should be considered if the woman answers ‘yes’ to both    of the initial questions.

· Is this something you feel you need or want help with?”  (Arrol et al 2005 NICE quick reference guideline 45 page 4)

3.3 
Women expressing feelings of anxiety/depression may be assessed by the Edinburgh Postnatal Depression Scale (EPDS) score > 12 (probable depression)  > 9 (possible depression) referral to G.P and Assessment team/CMHT may be made. This tool assists clinical judgement it does not define it.

3.4
It is appropriate the woman has a named midwife and feels supported in her pregnancy. Continuous midwifery care has been successful in engaging women in treatment. She should have a point of contact for pregnancy related issues.

3.5
Women with a history of severe mental illness should be counselled by the midwife about possible recurrence/relapse of her illness in the pregnancy or following delivery. She must be involved with any agreed plan of care and her partner should also be involved where appropriate.

3.6
Women with a history of severe mental illness should be followed up by the midwife, with the G.P. and psychiatric services for information concerning treatment, including medication, specialist help or inpatient treatment that was given. This information should be recorded sensitively, with the woman’s consent, in the hand held record.

3.7
Women who have a past history of serious mental illness whether linked to pregnancy or not, should be assessed by the community mental health team (CMHT)/ assessment team in the antenatal period. Therefore they should be booked for consultant care and referred to the Assessment team/CMHT. This referral should be made with the consent of the woman.

3.8
Women attending the antenatal clinic should be seen by the consultant obstetrician each time.

3.9
A management plan regarding the potential vulnerability/ high risk of recurrence/relapse following delivery should be agreed with the woman, her maternity team, G.P. and Assessment team/ CMHT. This should be clearly documented in the handheld record. 

3.10
Communication must occur between all other involved professionals e.g. health visitor, substance misuse services, paediatricians, social services etc. Relevant information must be obtained and documented to form part of the plan of care by the agreed care co-ordinators.

3.11
Advice concerning drugs prescribed for the treatment of psychiatric illness should be sought from a pharmacist as they could affect the pregnancy.

3.12
Women with no history of mental illness but identified as having risk factors should have regular antenatal visits, ideally with a named midwife and their attendance monitored. Continuous midwifery care makes an important contribution to a mental health assessment.

3.13
Where appropriate welfare of other children must be assessed and appropriate support offered. Obstetricians and midwives are aware of the policy issues relating to child protection.

4.0
Intrapartum care for women with a past or current history of serious mental illness:-

4.1
Ideally care to be provided “one to one “by a midwife known to the woman. Consultant obstetrician and psychiatric liaison team (PLT), or on call Psychiatrist, to be informed of admission.

5.0 Postnatal care for all women 
5.1 Post natally (usually at 4-6 weeks & 3-4 months) healthcare professionals (including midwives, obstetricians, health visitors & GP’s) women should asked two questions to identify possible depression

· during the past month, have you often been bothered by feeling down,         depressed or hopeless?

· during the past month, have you often been bothered by having little interest or pleasure in doing things?

           5.2 A third question should be considered if the woman answers ‘yes’ to    both    of the initial questions. 

· Is this something you feel you need or want help with?”  (Whooley et al 1997 NICE quick reference guideline 45 page 4)

6.0 Postnatal care for  women with a past or current history of serious mental illness
6.1 The consultant obstetrician and psychiatric liaison team, or out of hours on call psychiatrist, should be informed of the woman’s delivery.

6.2 Care of the woman and her baby on the postnatal ward should be with the support and communication of the psychiatric liaison team / assessment team / CMHT  as negotiated through plan of care.

6.3
The woman should receive continuity of care from the midwives with additional support and advice as needed.

6.4
Discharge home should be planned in conjunction with the psychiatric liaison team, / assessment team / CMHT,G.P., community midwife and health visitor.

6.5
If the woman is transferred to the psychiatric services every effort should be made if appropriate to arrange a mother and baby placement. This aim should be escalated by either, the Lead Midwife/ Maternity Risk Manager in hours or the General Manager on call out of hours in liaison with the Mental Health Service Manager / Consultant Psychiatrist for the Somerset Partnership. (see Appendix 3 Access to mother and baby unit for women with acute mental illness post delivery)
6.6
If the woman is transferred to the psychiatric services the named midwife should visit to attend her postnatal needs.

`
6.7
Midwifery care may need to be given up to 28 days.

(PLEASE SEE ANNEXE 1 Maternal Mental Health Flow Chart)

7.0
Assessing/Detaining a woman under the Mental Health Act (1983).

7.0
For further guidance on detaining a woman under the Mental Health Act (1983) see mental health folder, which contains trust guidance policy.

appendix 1

Somerset Primary Care Trust

Antenatal and Postnatal Care Pathway

Referral Criteria to Specialist Mental Health Services

	1
	Patients currently receiving treatment from specialist mental health services:

Care co-ordinator should be notified by maternity services.
	

	2
	Patients not receiving treatment from specialist mental health services (patients may have been discharged to, or solely managed by, primary care, recently moved in to the area or be developing a mental health problem for the first time:
	

	a
	Diagnosis of (confirm with GP:

Schizophrenia

Schizo-affective disorder

Bipolar affective disorder

Any other psychotic disorder (including post natal psychosis)
	

	b
	Diagnosis of, and has required inpatient psychiatric care (voluntary and/or under Mental Health Act) for (confirm with GP):

Recurrent severe depression including post natal depression

Severe anxiety disorders (e.g. phobias, obsessive compulsive disorder)

Severe eating disorder

Severe personality disorder (e.g. antisocial, emotionally unstable)
	

	3
	Receiving treatment for mental health problems (following discussion with GP) as listed below:

· Antipsychotics

· Mood stabilizers (lithium, valproate, carbamazepine and lamotragine)

· Anti-depressants or other psychotropic medication
	

	4
	For women with a dual diagnosis consider referral to specialist midwife for substance misuse  (in addition to mental health services).
	

	5
	Where a woman’s mental health needs do not met the criteria for referral to specialist mental health services, if you remain concerned about a woman’s mental health/risk you can seek guidance from Liaison Psychiatry/Assessment Teams.
	


Please see Somerset Partnership service priorities for ASSESSMENT & TREATMENT.

SERVICE PRIORITIES for ASSESSMENT and TREATMENT 

The Team gives priority to clients who come within the following overlapping categories.

Clients who display severe, complex and enduring mental health problems that include:

· Psychotic disorders including schizophrenia

· Severe mood disorders including bi-polar and severe depression.

· Severe anxiety/phobias/panic states/Obsess ional Compulsive Disorder.

· Severe eating disorder

· Severe alcohol misuse (where psychiatric co-morbidity may be present and/or the client seeks change).

· Severe personality disorder

· Aspergers Syndrome
 (see footnote)

And who can also be included in one of the following groups:

A. Clients with a mental disorder who are at significant risk of:

· Suicide

· Self harm

· Self neglect

·  Harm to others

·  Abuse to others

· Exploitation or abuse by others

B. Clients who, as a result of a severe mental health problems are unable to:

· Maintain appearance and personal hygiene

· Perform necessary domestic and financial tasks

· Participate in educational and work activities

· Participate in social and recreational activities

C. Clients who, as a result of social exclusion resulting from prolonged mental health problems have difficulties in:

· Developing personal relationships

· Engaging in social and leisure activities

· Work and educational activities

D. Clients who are at high risk of hospitalization or who are about to be discharged from In-patient care. 

E. Clients for whom assessment is requested under the Mental Health Act.

Where the severity of a patient’s problem does not fall into these priority categories or is unclear the following are available to referrers and /or Team Managers:
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	Psychiatric Liaison Team

Maternity Services Referral Information/Patient Details

	Date and Time Referral sent:


	Date and time referral received:

	Date of Admission:

Date of Discharge/Transfer


	Date and time seen:

	Referrer: (name, designation and location)



	Meets Referral Criteria


	 YES / NO  (If "yes", tick box on page 2)

	PATIENT DETAILS

Name:

Address:

Length of Time Lived at Address:

Telephone No:

Hospital No:


	Date of Birth:

Marital Status:

Ethnic Origin:

Religion:

Next of Kin:

GP: (Name and Surgery)

Date Registered with GP:

	REASON FOR REFERRAL:

 Self Harm: Yes/No

Expressing Suicidal Ideas: Yes/No


	ADDITIONAL INFORMATION/ OTHER RELEVANT PROFESSIONALS

	Bizarre/Unusual/Inappropriate behaviour:  Yes/No


	

	Other details/referrers concerns:

Is patient fit for mental health assessment? (ie: fully conscious/not intoxicated) Yes/No

	Urgency of assessment: 1-2 hours ( ): Same Day ( ): Up to 1 week ( )



	Is Patient known to the Mental Health Services: Yes/No

	Care Co-ordinator:
	RMO:


	ANNEXE 1    Maternal Mental Health Flow Chart

	 Ask the initial 2 ” Whooley questions” followed by the third question if appropriate

 
	

	 
	
	
	
	 
	

	Women identified with previous severe mental illness
	
	Women identified with current severe mental illness
	
	
	Possible signs of developing mental illness postnatally



	 
	
	
	
	 
	Some concerns   /     Severe  

	 
	
	
	
	 
	


	Community midwife makes referral to consultant obstetrician and Psychiatric Assessment Team/ CMHT
	
	Community midwife makes referral to obstetrician and considers referral to social services re- child at risk (mother is made aware)
	
	
	Refer to HV for support

	Concerns?                  Yes
	
	
	
	
	

	No
	
	PLT/ Psychiatric Assessment Team/CMHT / Obstetricians / Midwife / GP / Social Services liaise. Professionals meeting called to formulate plan. If a psychiatric admission is required, placement at a mother & baby unit to be requested through liaison with Keith Fox,/ service manager/ on call service manager for the Somerset Partnership (annex 5)
	
	
	Midwife can directly refer to PLT, Psychiatric assessment Team/CMHT, involve GP and Obstetrician.

	 
	
	
	
	 
	

	 
	
	
	
	 
	If requires immediate assessment do at home or A&E.

	 
	
	Consider referral to Psychiatric Assessment Team/CMHT
	
	 
	

	Continue antenatal care with awareness of predisposition
	
	(Women not attending ANC appointments should be followed up by community midwife and/or key mental health worker.)
	
	 
	If admitted then community midwife visits patient on ward and liaises withPLT/ mental health team

	 
	
	
	
	 
	

	 
	
	
	
	 
	

	 
	
	
	
	 
	

	 
	 
	Postnatal care as per plan
	

	Guidelines cover antenatal activities (in box). Postnatal activities are included for completeness 
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