Planning perinatal psychiatry services for

Ireland

The clinical speciality of Perinatal Psychiatry refers to the
management of psychiatric disorders that occur during preg-
nancy and the first year post-partum. Any planning of service
development should be based on the needs of the popula-
tion. Perinatal Psychiatry services, despite the fact that Ireland
has the highest birth rate in the EU (www.worldmundi.com),
are poorly developed and have not been planned strategi-
cally. International data and service development in this field
has been restricted by the universal view that psychological
distress during pregnancy is not common. Knowledge about
the needs that should drive a psychiatric service for women
during the perinatal period can neither rely on a substantial
academic literature or on service models developed in other
countries. There are two caveats to this: novel studies have
been published in recent years containing valuable informa-
tion about the prevalence of perinatal psychiatric morbidity;
and we can also borrow expertise from the lessons learned
in the UK where perinatal psychiatric service development
leads the world. i

The following short review will give a brief outline of
psychiatric disorders occurring during the perinatal period
and possible service models, that could be adopted easily
to complement our existing services, to manage these
disorders.

Traditionally, descriptions of perinatal psychiatric disorders
were confined to disorders that arose during the postpartum
period and were classified as the postpartum blues, postpar-
tum depression and puerperal psychosis. In the last 10 years
there has been a growing literature and clinical awareness of
the problem of depression during pregnancy. It is now known
that 50% of “postnatal depression” commences during
pregnancy. Disorders are now better described in terms of
their chronological onset; ie, from pregnancy through to the
postpartum.

The management of perinatal psychiatric disorders should
commence in general psychiatric clinics with all women who
are of reproductive age. Contraception and pregnancy should
be discussed at the point of diagnosis and the initiation of care
planning. Most pregnancies in women with enduring mental
illness are unplanned and women should be made aware of
the consequences of, firstly, pregnancy and the postpartum
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as a risk factor for relapse or exacerbation of mental illness
and, secondly, possible harmful effects of either discontinuing
or continuing prescribed medicines during pregnancies.

Pregnancy is a time of high risk for relapse in women who
have a history of affective disorders. A retrospective study in
a group of women with bipolar mood disorder reported rates
of relapse of approximately 50%.' A more recent prospective
observational study of 201 pregnant women with a history
of recurrent major depressive disorder (MDD) reported that
68% of those who discontinued antidepressant medication
after conception relapsed, compared with 26% of those who
continued taking their medication without interruption.? The
high rate of relapse in women who remain on medication
(26%) suggests that pregnancy in itself increases the risk
of relapse in women with a history of affective disorder, irre-
spective of medication discontinuation.

Pregnancy also seems to carry an increased risk for
mood disorder in women without a pre-existing diagnosis
of affective disorder, as demonstrated by studies examining
prevalence rates for depression in general obstetric popu-
lations. Gotlib et al® examined prevalence of MDD in 360
pregnant women and found that 10% of the women met
diagnostic criteria for depression during pregnancy, whilst
only 6.8% were depressed post-partum. In 2001, Evans et
al* published data from the ongoing cohort study of 14,000
women followed from early pregnancy (Avon Longitudinal
Pregnancy Cohort Study: ALSPAC), demonstrating that rates
of depressive symptomatology, above a threshold suggestive
of clinical depression, were 13.5% at 32 weeks of pregnancy,
as opposed to 9.1% at eight weeks postpartum. Given that
rates of depressive disorder in primary care settings have
been reported as being 4.8% to 9.2%.® it seems that rates
of depression in pregnancy are higher than rates in the
non-pregnant female population, whilst rates of postpar-
tum depression approximate the general average in women
of reproductive age.® In relation to the former, significant
specific predictors for antenatal depression are an unwanted
or unplanned pregnancy, low social support, low income and
history of childhood sexual abuse (CSA).”

Antenatal depression is associated with poor weight gain,
smoking, alcohol and illicit drug use, and poor attendance
for obstetric care.? There is now little doubt that severe and
persistent psychological stress during pregnancy has a
negative impact on obstetric outcome.® Several large-scale
population studies have demonstrated a relationship between
antenatal psychological stress and either lower birth weight
or higher rates of preterm birth,1011.1213
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Other studies have shown longer-lasting adverse effects
on infant health, with antenatal depression being associated
with fearful infant temperament'* and developmental delay
at 18 months.' The adverse effects of antenatal depres-
sion on baby outcome may even persist into adult life. Poor
status at birth is now accepted as not only reflective of a
more adversive intrauterine environment but also a predic-
tor of chronic disease in adulthood, including coronary heart
disease, stroke, type 2 diabetes, the metabolic syndrome and
osteoporosis.'”®

There is now general acceptance of a prenatal program-
ming hypothesis, mooted initially by Barker's findings of the
adult health in a cohort study of babies born during the diffi-
cult World War Il years.''® He suggested that metabolic
systems were programmed in utero and that a harsh intrau-
terine environment leads to the development of abnormal “set
point" of these systems that remains fixed for life. There is
growing evidence implicating prenatal maternal stress in the
aetiology of mental iliness. There is epidemiological evidence
that prenatal stress, specifically hunger and viral infection,
may be a risk factor for the development of schizophrenia.'®
More recently a fetal origins hypothesis for affective disorders
invoking prenatal programming of the cortisol stress axis as a
consequence of maternal depression has been proposed.?°
Findings that poorer status at birth, mainly lower birth weight
and/or prematurity, and the development of depression from
adolescence through to old age, provide further support for
this aetiology.'212223

Postnatal psychiatric disorders

For the mother, depression usually does not remit after
the birth of a baby and is a strong predictor of postnatal
depression.?* Postnatal depression is a subjectively distress-
ing experience for new mothers and babies and can lead to
impaired emotional attachment of mother to her baby and
severe disruption of family life. The literature on untreated
postpartum depression was ground breaking and led the
drive for the establishment of Perinatal Psychiatric services in
the UK.% It is now accepted that maternal depression in the
early life of a baby is associated with poorer than expected
developmental outcome in the babies, probably mediated by
poor emotional engagement of mother with baby.?® Prospec-
tive cohort studies in babies whose mothers suffered from
postnatal depression, followed through to adulthood, have
established that this disadvantage is carried through to adult
life with higher than expected rates of externalising disorders
(conduct and personality disorder) and internalising disorders
(depression and anxiety), in boys and girls respectively.?7282°

Women who experience postpartum depression seem to
fall into two main groups in relation to aetiology: those with
a typical episode of MDD in the context of a major stres-
sor, birth, and an individual loading of vulnerability factors;
and those who have a specific vulnerability to the trigger of
childbirth.2°3' Depression specific to the postpartum period
may be predicted by a short-lived period of elation in the first
three days following the birth of the baby, called “postpartum
highs". There is also some evidence that this smaller group of
women, who seem otherwise not to be vulnerable to becom-
ing depressed, are more likely to have a preceding history of
premenstrual dysphoric disorder.

The most severe illness arising during the postpartum
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period is postpartum psychosis. It is a severe psychosis that
usually commences within the first week following the birth of
a baby and occurs in women with a bipolar disorder diathe-
sis. It can be predicted to occur in 50% of primigravid women
with a personal history of bipolar disorder: occurring in 30%
without, and 74% of those with, a family history of puerperal
psychosis.?

In relation to women with a diagnosis of schizophrenia,
rates of childbearing are reduced in general but pregnancy
does not appear to confer specific vulnerability to relapse.®
They have an increased risk of having either serious obstetric
complications or a baby with major congenital malforma-
tions.®* The majority of women with severe mental illness who
have their babies removed, partly or completely, to state care
have a diagnosis of schizophrenia.

Perinatal psychiatric services for pregnant women

Perinatal psychiatric services need therefore to be directed
towards providing specialist care for women with pre-exist-
ing histories of serious mental iliness, specifically towards
managing predictable relapses in women with affective disor-
ders during pregnancy and in the prevention of postpartum
psychosis. Specialist perinatal services should be available
for these women to give preconception advice, advice about
pharmacological management of perinatal psychiatric disor-
der and to liaise with the obstetric and the general psychiatric
services about a co-ordinated pregnancy and birth plan.

The second main focus for perinatal psychiatric services is
in the detection and management of mood and anxiety disor-
ders that arise in women who have no psychiatric history.
Given the high prevalence rates and adverse and persist-
ent outcomes of antenatal depression for mother and baby,
screening for depression during pregnancy should be consid-
ered. The purpose of any screening programme is to identify
undetected iliness, or risk of iliness, in order to reduce the
risks associated with the disease and/or its complications.
In the UK, all NHS maternity trusts are advised to implement
antenatal screening in order to detect current, past and/or
family history of mental health problems. In 2007, the National
Institute for Health and Clinical Excellence (NICE UK, 2007)
published a clinical guideline on management of antenatal
and postnatal mental health. The key priorities include advo-
cating screening questions for ‘prediction and detection’ at
the first contact that pregnant women have with obstetric
services, and suggest specific questions to identify depres-
sion. The questions are: whether the woman is currently, or
has ever been, treated for a mental health problem; has had
past or current treatment for depression, or currently feels
low in mood. It is also suggested that the use of self-rated
screening questionnaires for depression be considered. It
could be argued that risk factors specific to perinatal depres-
sion be included in this screening process; eg, a history of
CSA or PMDD.

This model of screening would be feasible in Ireland as all
women are referred to the obstetric services for fetal scanning
during pregnancy. Women detected as being at-risk should
be discussed at joint psychiatric-obstetric multidisciplinary
teams and triaged according to the information available.
Decisions about the seriousness of the problem and the
need to refer to psychiatric services, specialist or general
adult, primary care or social services can then be made. This
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service model requires that specialist perinatal psychiatry
services are available that work in an integrated way with the
obstetric services. Nurse counselling service, either from the
obstetric or psychiatric service, should be an integral part of
this team, ensuring that women with significant psychologi-
cal stress have rapid access to talking therapy. Interpersonal
psychotherapy (IPT) for such women has been found to
reduce the incidence of postpartum depression.®

Studies conducted in Dublin indicate that the rates of post-
partum depression are similar to international averages. These
findings indicate that affective disorders, for all grades from
mild through to severe and enduring, are more likely to occur
during pregnancy than at any point in a woman's life. In rela-
tion to development of perinatal obstetric services it should
be borne in mind that depression is a stress disorder that
is related to social disadvantage and poverty. This relation-
ship with social adversity is magnified during pregnancy both
among social classes in the economically developed coun-
tries and among different regions globally.® Further rationale
for input of services to the more socially disadvantaged areas
is the relatively higher birth rate in this group.

In summary, psychiatry services should have access to
specialist perinatal psychiatry services to help with the
management of women with serious mental iliness who
become pregnant; and obstetric services should have some
rudimentary tools for screening for mood disorder during
pregnancy. If mood disorder is detected during pregnancy,
women should be actively managed, either by primary care
services, CMHTs or specialised perinatal psychiatric services.
Risk factors for development of depression during pregnancy
are similar to those outside of pregnancy and consist largely
of an interaction between temperamental vulnerabilities,
genetic predisposition and socio-economic stressors. The
consequences of untreated mood disorder during preg-
nancy are poor compliance with obstetric care, increased
risk behaviours and possibly poor pregnancy outcome. The
evidence that outcome at birth is a major determinant of aduit
medical and mental health is becoming more compelling and
psychiatry can contribute to overall population health for the
future in Ireland by developing rational, needs-driven peri-
natal psychiatric services. Psychiatry should lead the way in
convincing health service managers of the need to address
the psychological, as well as the medical, needs of pregnant
women. Perhaps the most compelling argument for this need
is that suicide is now the leading cause of maternal death in
the UK.*?
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