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As mothers with first-hand experience of 
perinatal mental illness we believe the message 
needs to get out about how common mental 
health problems are in this period. It’s not 
just women at high risk who are affected, you 
don’t need to fit into one of the ‘predisposed’ 
categories. Women like us with no past 
experience of mental health difficulties can be 
hit like a ton of bricks. We wish someone had told 
us it might happen.

 

Because of the stigma attached, you think, 
‘PND is for mums who aren’t coping’. You never 
once think it will be you. It’s easy to lie on the 
Edinburgh Post Natal Scale. But it’s also easy 
for a health visitor to say, ‘baby’s important, but 
how are you?’

It is so important to get the guideline right and 
proper help in place to support mums through 
what is such a traumatic and distressing time. 
Better awareness, training and insight into PMH 
would give professionals the ability to intervene 
and help.  Mums want help, they embrace it.  
At such an important and vulnerable time in 
women’s lives, please don’t leave us hanging. 
We are passionate about breaking down the 
stigma and creating a change, and we really 
hope this report and its recommendations help 
to do that.

Mothers with Lived Experience

From the Western Isles, Edinburgh, 
Lanarkshire and Glasgow

Foreword 

Photography of parent and their baby by Jon Challicom. Photography of parent and their baby by Jon Challicom.
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Depression and anxiety affect between 10 
-15% of women during pregnancy and in the 
first postnatal year. If untreated, it can have a 
damaging impact on women and their families. 
Maternal mental health can have a significant 
effect on child development outcomes and 
when we provide PMH services to mothers it is 
important we also meet the needs of infants.

While there have been improvements in policy, 
practice and service provision over the past 
decade, with good practice in evidence, there 
remain significant gaps and omissions in 
implementing the national clinical guideline 
on management of perinatal mood disorders 
(SIGN 127). 

KNOWLEDGE AND AWARENESS 
OF KEY PROFESSIONALS
Coverage of PMH as a discrete topic within 
midwifery and, to a lesser extent, health visiting 
education, has improved since the NES audit 
in 2006. However the time spent on this varies, 
and can be as little as 3 hours. 

There appears to be less focus on PMH 
within pre-registration mental health nursing 
programmes (although data on these was 
limited).

The Royal College of General Practitioners is 
concerned that the core curriculum for general 
practice training in the UK does not adequately 
equip GPs to deal with PMH problems. 

The recommendations of the 2006 Perinatal 
Mental Health Curricular Framework are still 
not being met. A majority of health boards 
(71%) do not have any midwives or health 
visitors with accredited training in PMH.  
Almost two thirds (64%) of boards do not 
provide annual updates or non-accredited 
training in PMH for midwifery staff, and 57% 
do not provide this for health visitors. 

PREDICTING AND REDUCING RISK
Clarity could be improved around the distinction 
between screening tools and risk assessment 
tools for PMH. There is a need to raise awareness 
about the clinical guideline recommendations on 
the appropriate use of EPDS.

PREVENTION AND DETECTION
In almost a decade, the number of health boards 
with Integrated Care Pathways in place for PMH 
has increased only slightly.

Midwifery and health visiting practice across 
Scotland fits well with the clinical guidelines 
although with some local differences in pathways.

Health visiting services are, as they should, 
providing a listening service and onward referral 
to other support, appropriate to a woman’s needs.  
The question is whether appropriate provision for 
a full range of needs is available in every part of 
Scotland.  

MANAGEMENT OF PERINATAL 
MENTAL HEALTH
Only boards with specialist CPMH services offer 
a range of psychological interventions to women 
in the perinatal period.

Health visiting services are more likely than 
community mental health teams to provide a 
specific input or role for fathers/partners. 

There is a strong understanding of the need 
to promote secure infant attachment and 
many activities and programmes for this are 
in use. However, two thirds of boards do not 
use a specific programme tool to assess infant 
attachment and there appears a lack of clarity 
about what this is.

Just four health boards have in place established 
standards, advice and guidance on psychotropic 
medication in pregnancy and breastfeeding. 

Executive Summary
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SERVICE DESIGN
Five health board areas (36%) have a specialist 
community perinatal mental health service 
(SCPMHS).  Four of these are secure. The fifth 
service has funding until March 2016. Two of 
the five currently have a vacancy for a PMH 
psychiatrist.

In two thirds of health board areas, service 
provision for PMH is through generic adult 
community mental health teams (CMHTs). 

 In most cases service provision through generic 
adult CMHTs appears to be nurse-led or, in two 
cases, psychologist-led.  None of these services 
has dedicated clinical time from a psychiatrist, 
an essential requirement for a specialist CPMH 
service, and just 3 have dedicated clinical time 
for PMH from a mental health nurse. 

Generic adult CMHTs are less likely than 
specialist CPMH services to have established 
standards for their practice in relation to PMH.

Half do not have clear Integrated Care Pathways 
in place for women at risk, while a quarter do 
not have established standards for referral & 
management of women with or at risk of mental 
illness in pregnancy and the postnatal period. 
In contrast all of these standards are in place in 
specialist community PMH services.

Certain services to women with PMH illnesses 
such as specialist outpatient clinics or a 
Maternity Liaison Service are also less likely to 
be provided by generic CMHTs than by specialist 
community PMH services.

SERVICE DEVELOPMENT
Many boards show an appetite for developing 
their mental health services in line with SIGN 
127. Service developments are taking place in 
a number of areas, with different approaches 
evident according to the size, needs and 
strengths of health board areas. Smaller boards 
especially are looking at ways to link up better 
and strengthen interdisciplinary working.   

Over the past decade mental health 
professionals have been proactive in initiating 
service developments, creating a national clinical 
network for PMH in order to support this. This is 
now known as Maternal Mental Health Scotland. 

90% of respondent health boards support 
the development of a National Managed 
Clinical Network for PMH, as recommended by 
SIGN 127, to provide national leadership and 
coordination for the establishment of standards, 
pathways, competencies and training resources. 

By lending support to this, the Scottish 
Government can make an important step 
towards Getting It Right for all mothers and 
babies, through achieving world class perinatal 
mental health services.

Photography of parent and their baby by Ashley Coombes.
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55,000 

5,500 – 8,000
96 women

71%

36%

90%

GETTING IT RIGHT FOR EVERY MOTHER AND BABY: 
SIGN 127 PERINATAL MOOD DISORDERS

women in Scotland give birth 
each year (2013 figure)

will suffer from anxiety and 
depression during pregnancy 
and the first year

with a new baby at least one parent suffers 
from depression or anxiety.

have a specialist community perinatal 
mental health service

Only 4 are secure. One funded till March 2016. 

In two thirds of Scotland 
PMH services are delivered 
by generic adult CMHTs 
(community mental health 
teams)  None have dedicated 
clinical time from a PMH 
psychiatrist. 50% have no 
clear ICP for women at risk of 
mental illness 

Scotland has 2 specialist 
inpatient Mother & Baby 
Units each with 6 beds: 
St John’s MBU, West of 
Scotland MBU

were admitted to the 2 regional  
Mother & Baby Units in 2013

of NHS boards have NO midwives 
or health visitors with accredited 
training in PMH

of NHS boards provide annual 
updates on PMH for midwives and 
health visitors

DO NOT have established standards, advice 
& guidance on psychotropic medication in 
pregnancy and breastfeeding

 (9 out of 10) NHS boards 
support a National 
Managed Clinical Network 
for perinatal mental health

2 in every 5 households

5 NHS boards

10  
NHS 
boards

NHS NHS NHS NHS NHS

Photography of parent and their baby by Ashley Coombes.
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1   All health professionals working with women in pregnancy or the first 
postnatal year, and those working with women of childbearing potential 
who have pre-existing mental health problems, should complete at least 
biennial update training on perinatal mental health (e.g., by using the NES 
Maternal Mental Health eLearning module)

2   Women whose pregnancies are likely to be complicated by serious pre-
existing mental health conditions, or who develop new significant mental ill 
health, should be immediately referred to appropriate specialist services.

3   Psychological services (at primary and secondary care level) should 
prioritise timely interventions for pregnant and postnatal women. Waiting 
times should be monitored in line with GIRFEC principles.

4   The Scottish Government should ensure a nationally co-ordinated systematic 
approach by all NHS Boards to developing local specialist perinatal mental 
health services. A national perinatal mental health managed clinical network 
should be established to provide leadership on this.

5   Local multi-professional perinatal mental health networks should be 
established in each NHS Board area to promote multidisciplinary/agency 
working, ensure clear pathways for referral and assessment, and to share 
skills and knowledge.

Key Recommendations



Source: Estimated using prevalence figures in guidance produced by the Joint Commissioning Panel for Mental 
Health in 2012 and ISD Scotland data on maternities in Scotland in 2012-13.

Estimated numbers of women affected by perinatal  
mental illness in Scotland each year 

110

110

1,650

1,650

8,250

16,500

Note: There may be some women who experience more than one of these conditions.

Postpartum psychosis
Postpartum psychosis is a severe mental illness that 
typically affects women in the weeks after giving 
birth, and causes symptoms such as confusion, 
delusions, paranoia and hallucinations. Rate: 
2/1000 maternities

Chronic serious mental illness
Chronic serious mental illnesses are longstanding 
mental illnesses, such as schizophrenia or bipolar 
disorder, which may be more likely to develop, recur 
or deteriorate in the perinatal period. Rate: 2/1000 
maternities

Severe depressive illness
Severe depressive illness is the most serious form 
of depression, where symptoms are severe and 
persistent, and significantly impair a woman’s ability 
to function normally. Rate: 30/1000 maternities

Post traumatic stress disorder
PTSD is an anxiety disorder caused by very stressful, 
frightening or distressing events, which may be 
relived through intrusive, recurrent collections, 
flashbacks and nightmares. Rate: 30/1000 
maternities

Mild to moderate depressive illness and 
anxiety states
Mild-moderate depressive illness includes symptoms 
such as persistent sadness, fatigue and loss of 
interest and enjoyment in activities. It often co-occurs 
with anxiety, which may be experienced as distress, 
uncontrollable worries, panic or obsessive thoughts. 
Rate: 100-150/1000 maternities.

Adjustment disorders and distress
Adjustment disorders and distress occur when a 
woman is unable to adjust or cope with an event 
such as pregnancy, birth or becoming a parent. A 
woman with these conditions will exhibit a distress 
reaction that lasts longer, or is more excessive 
than would normally be expected, but does not 
significantly impair normal function. Rate: 150-
300/1000 maternities.
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Scotland has the best policy and provision 
of perinatal mental health services in the UK, 
however there is still not sufficient knowledge 
or expertise within primary or secondary care, 
nor access to specialist community services 
available, to ensure that every woman gets 
world class care. This report aims to help by 
marking progress and shining a spotlight on 
what more needs to be done. 

Scottish policy frameworks recognise the 
impact of maternal mental health on infants. In 
strengthening perinatal mental health support 
for mothers we also have the opportunity 
to take preventative action for infant mental 
health, and it is therefore essential we look at 
these together. 

SIGN 127, the national clinical guideline on 
perinatal mood disorder, presents a vision of 
what a world class service for perinatal mental 
health would look like. A vision in which women 
who are at risk of, or suffering from mental 
illness are identified at the earliest opportunity 
and given appropriate and timely expert care 
which prevents their illness from occurring or 
escalating, and minimises the harm suffered by 
them and their families.

The report gauges where practice stands in 
relation to the guidelines, three years after their 
publication in March 2012.3 SIGN 127 makes 
recommendations based on existing evidence 
for best practice in relation to:

  Prediction, detection and prevention of ante 
and post natal mood and anxiety disorders;

  Management of disorders in primary and 
secondary care;

  Use of psychotropic medications in 
pregnancy and during breastfeeding;

  Service design required to address perinatal 
mental illness in Scotland.

  The need for a national managed clinical 
network to establish national standards 
for the care of women, their babies and 
families.

1. Introduction

14% of mothers in Scotland have poor mental health when their baby is 
10 months old 1

Social disadvantage increases the likelihood of suffering poor mental 
health postnatally.

One in 10 new mothers say they were not given enough information 
about the emotional changes they might experience after childbirth 
and 30% say only to some extent was it provided.2

1L.Bunting & S. Galloway (2012) What the Millenium Cohort Study can tell us about the challenges new parents face http://www.nspcc.org.uk/globalassets/documents/research-
reports/millienium-cohort-study-challenges-new-parents-face-report.pdf?_t_id=1b2m2y8asgtpgamy7phcfg%3d%3d&_t_q=cohort&_t_tags=language%3aen%2csiteid%3a7f
1b9313-bf5e-4415-abf6-aaf87298c667&_t_ip=10.97.160.97&_t_hit.id=nspcc_web_models_media_genericmedia/_0612de13-7c5a-4390-ac8b-12769c5c5eeb&_t_hit.pos=1

2NHS Scotland (2014) Having a baby in Scotland 2013: Women’s experiences of maternity care. Volume 1 national results. Scottish Government.

3SIGN 127 replaced SIGN 60, published in 2002. The earlier guideline focused solely on the postnatal period. SIGN (2002) SIGN 60: Postnatal Depression and Puerperal Psychosis. 
Edinburgh: Scottish Intercollegiate Guidelines Network.
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The structure of this report broadly mirrors that 
of the SIGN guideline and reports against its 
recommendations. It also takes into account 
related NICE Guidance, recommendations by 
Royal Colleges, and Scottish Government policy. 

Perinatal mental health (PMH) is an area 
that straddles adult and children’s services 
and which requires a multi-disciplinary and 
integrated response. We hope this report 
generates discussion and that its findings  
and recommendations are considered by 
decision makers in the new health and social 
care partnerships, and within community 
planning partnerships and integrated children’s 
services planning.   

Methodology

This report is based upon survey data collected 
from the mental health, midwifery and health 
visiting leads in each of the 14 NHS boards 
via a self-completion questionnaire. Where 
necessary, further information was collected  
via follow-up emails and phone calls. The 
Executive Nurse Director for each board was 
approached formally in October 2014 with a 
request for a questionnaire to be completed by 
each of their Leads.

The report also draws upon information 
gathered from Higher Education Institutions 
(HEIs) delivering pre-registration training for 
these professional groups via interviews with 
the relevant programme leader, supplemented 
by a self-completion survey questionnaire 
administered by email. 

In recognition of the integrated approach to 
health and social care provision that exists in 
Scotland the report also draws upon a desktop 
review of relevant voluntary sector service 
provision within localities.

A 100% response was obtained from midwifery and health visiting leads. 

86% of NHS board mental health leads took part (12 out of 14). The two 
non-participant health boards were NHS Shetland and NHS Lothian. NHS 
Lothian has a specialist PMH service based at the Mother & Baby Unit at St 
John’s Hospital, Livingston which serves the eastern half of Scotland.

The response rate from HEIs was as follows: pre-registration midwifery 
programmes (100%); health visiting programmes (100%); mental health 
nursing (50%).

Photography of parent and their baby by Jon Challicom.
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2.  The Significance of Perinatal  
Mental Health

During pregnancy and in the year after birth 
women can be affected by a number of mental 
health problems, ranging from anxiety and 
depression to postpartum psychotic disorders. 
Some women who experience mental illness 
in the perinatal period may have no history of 
mental illness and experience it for the first time 
in relation to their pregnancy or childbirth. Other 
women may have a pre-existing mental illness 
which persists, deteriorates or recurs during 
the perinatal period as the result of the intense 
social, psychological and physical changes 
occurring at this time, or because of specific 
biological vulnerability. Socio-economic factors 
increase the risk of perinatal mental ill health or 
exacerbate its effects. The risk of depression 
is higher for teenage mothers and for women 
living in poverty, experiencing domestic abuse, 
poor housing or homelessness. However, 
PMH problems can affect all women and 
some negative outcomes are more prevalent 
amongst advantaged women.

The incidence of many mental health disorders 
does not change in the perinatal period: 
pregnant women and new mothers have the 
same level of risk as other adults, although the 
effects of these illnesses are likely to be more 
significant at this critical period of their lives. 
However for certain serious mental illnesses – 
postpartum psychosis, severe depressive illness, 
schizophrenia and bipolar illness – the risk of 
developing or experiencing a recurrence of the 
illness does increase significantly after childbirth. 

The Royal College of Psychiatrists describe 
depression and anxiety as the most common 
mental health issues experienced during 
pregnancy, affecting 10 to 15 out of every 100 
pregnant women. Many cases of depression 
are mild, but a significant proportion of mothers 
suffer from a severe depressive illness. Anxiety 
is more prevalent during pregnancy than 
depression and is an important predictor for 
postpartum depression, highlighting the need 
to incorporate ongoing screening.4 Anxiety 
in the antenatal period is also regarded as 
a predictor of childhood behavioural and 
emotional problems at forty seven to eighty one 
months, especially in boys.5  Better antenatal 
detection of depression offers an opportunity 
for earlier intervention to address the illness 
and reduce the risk that it will cause longer term 
problems for the mother and her baby.

Perinatal obsessive compulsive disorder 
(OCD) causes women to experience severe 
anxiety, obsessions and compulsive behaviours. 
OCD can occur at any time, but the onset of 
OCD or the worsening of symptoms has been 
associated with pregnancy and childbirth. 
Pregnant women with OCD report on average 
25% more symptoms compared with 8% more 
symptoms when suffered postpartum. Some 
studies suggest it is experienced by around 
3% of new mothers. Underlying biological 
vulnerability, and the psychological stress of 
pregnancy and infant care, may be important in 
its cause. 

The significance of perinatal mental health

  Depression and anxiety affect 10-15 in 
100 women during pregnancy and in the 
first postnatal year

  Severe mental illness is uncommon but 
the risk is greatly increased in the early 
postpartum period

  Women with pre-existing mental illnesses, 
including depression, anxiety, bipolar 
disorder, schizophrenia, Obsessive 
Compulsive Disorder (OCD), Post 
Traumatic Stress Disorder (PTSD), eating 
disorder and phobic disorders may 
experience a worsening of their symptoms 
in relation to pregnancy

  There are effective interventions, not only 
to treat maternal mental illness, but, in 
some cases, to prevent its onset.

4Ross L.E and McLean L.M (2006) Anxiety disorders during pregnancy and the postpartum period: a systematic review. Journal of Clinical Psychiatry, 67: 1285-1298. Wenzel A, 
Haughen E N, Jackson LC and Robinson K (2003). Prevalence of generalised anxiety at eight weeks postpartum. Archives of Women’s Mental Health 6:43-49.

5O’Connor, T.G, Heron, J. and Glover, V (2002). Antenatal anxiety predicts child behavioural/emotional problems independently of postnatal depression. Journal of the American 
Academy of Child & Adolescent Psychiatry, 41:569-573,
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Many women with perinatal OCD also experience 
depression. Their depression is more likely to be 
detected because there is better professional 
awareness of, and screening for, depression in 
the perinatal period, but the symptoms of OCD 
often go unrecognised. The women experienced 
thoughts concerning being criticised, being 
judged as a mother or their ability to become 
a mother, fears of baby being unwell, dying, or 
of harming their baby.6 As these are distress 
thoughts that they would not act upon, women 
are reluctant to disclose due to fear of being 
misunderstood by professionals. 

Postpartum psychosis (also known as puerperal 
psychosis) is a severe mental illness that affects 
around 2 in 1000 new mothers and causes 
symptoms such as strange beliefs (delusions), 
disturbed thinking, unusual experiences such as 
hearing voices, hallucinations and severe mood 
disturbance including mania and depression. 
Unlike milder forms of depression and anxiety, 
this severe mental illness is more likely to occur 
after childbirth and in most cases requires 
admission to a specialist Mother & Baby Unit 
(there are two in Scotland: the West of Scotland 
MBU, Glasgow and St John’s MBU, Livingston).

Post-traumatic stress disorder (PTSD), and 
mental health problems which may result from 
childhood trauma, such as emotionally unstable 
personality disorder, can recur or worsen 
both during pregnancy and after childbirth. 
Research suggests that rates of PTSD are 
higher in pregnant women than in the adult 
female population as a whole. It is thought 
the experience of being pregnant triggers 
the symptoms of these disorders, particularly 
for women who have experienced childhood 
abuse or sexual abuse and who may experience 
complex feelings as a result of becoming a 
parent, and the physical care experienced 
in pregnancy. PTSD can also result from a 
traumatic birth.

Other mental health problems, such as eating 
disorders and phobias, can worsen in the 
perinatal period and lead to significant difficulties 
for the woman, her pregnancy and infant.

The impact of perinatal mental 
illnesses on children

Growing Up in Scotland findings on 
maternal mental health and children’s 
outcomes suggest that: 

“… maternal mental health had 
a significant impact on their 
child’s development by the age of 
four.  Maternal mental health was 
significantly associated with child 
development outcomes and there 
was evidence that the degree of a 
child’s exposure to maternal mental 
ill-health affected child development 
outcomes. Supporting mothers with 
mental health problems may have 
a direct impact on young children’s 
development and well-being and 
could enhance children’s early school 
experiences.”7 

It is important to note that while 
perinatal mental illness may increase 
the risk of children experiencing poor 
outcomes, it does not determine 
that they will; the causal pathways 
that lead to poor outcomes for 
children are neither clear nor simple. 
Perinatal mental health problems 
are frequently undetected and if 
untreated, women can continue to 
have symptoms sometimes for many 
years. This is clearly detrimental for 
the woman herself, and may affect 
their baby and other family members.

6C. Lord et al, (2011). Piloting the Perinatal Obsessive-Compulsive Scale (POCS): Development and validation. Journal of Anxiety Disorders 25: 1079-1084. http://www.science.
mcmaster.ca/pnb/devneuro/resources/2011b_Lord.pdf

7L.Marryat &C.Martin  (2010) Maternal mental health and its impact on child behaviour and development http://www.gov.scot/Publications/2010/04/26102536/0
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Children of mothers experiencing perinatal 
mental illness are at increased risk of 
prematurity and low birth weight, irritability 
and sleep problems in infancy, and behavioural 
problems and academic difficulties when they 
get to school.8 The risk of children experiencing 
these poor outcomes is greatest when their 
mother’s mental health problems begin in 
pregnancy or the first year of life and are long 
lasting and/or severe, although other children 
may also be at risk.

After birth, mental illness can affect a mother’s 
ability to care for her baby, her parenting 
style and her developing relationship with her 
baby. Interaction with caregivers is the most 
important element of a child’s early experience, 
and lays the foundation for his or her social 
and emotional development. During the first 
year of life, children should develop their first 
attachment relationship – a significant and 
stable emotional connection with their primary 
care giver. The nature of this early attachment 
sets the template for later relationships, and 
can predict a number of physical, social, 
emotional and cognitive outcomes. 

In order to develop this secure attachment, 
babies need their primary caregiver to be able 
to recognise and understand their behaviour 
and feelings, and respond appropriately. This 
capacity is known as parental reflective function, 
and can be impaired in women who have a 
mental illness.  Of course not all women with a 
mental illness will lack reflective capacity, but for 
those who do, treatment for their mental health 
needs alone will not address this. This is why we 
need primary care practitioners equipped and 
with the capacity, backed by specialist support, 
to detect issues in mother-infant interaction 
and to help mothers become more attuned and 
responsive to their babies’ needs.

Getting It Right For Every Child and perinatal 
mental health

Scotland has a strong vision for giving every 
child the best start in life, as well as for 
supporting parents and families. The Scottish 
Government has recently legislated to help 
make this a reality.9

There is recognition of the intrinsic relationship 
between maternal and infant mental health 
within the policy landscape in Scotland. A 
high priority has been placed on maternal and 
infant health over the past decade as a result 
of the Early Years Framework and Getting 
it Right for Every Child (GIRFEC). The Early 
Years Collaborative is the quality improvement 
programme being used to translate these 
policies into better child outcomes. Local 
coalitions of service partners are testing 
small changes in practice designed to meet 
three Government ‘stretch’ aims for positive 
pregnancies and healthy infant development.10  

The Early Years Framework11 outlines a vision 
for achieving GIRFEC for babies and young 
children; it is the Government’s vision for giving 
every child the best start in life, and includes:

-  Giving parents access to world class 
antenatal, maternity and postnatal care that 
meets their individual needs.

-  Giving parents integrated support from 
services to meet a range of needs they 
may have. This includes help for parents to 
develop relationships to their child and to 
address stresses which may impact on their 
ability to perform their parenting role.

-  Universal services are empowered and 
confident about identifying needs and 
assessing risks. Service providers use their 
skills to address individual needs and bring 
in more specialised support where that is 
necessary.

-  Children and families are supported by 
a workforce which is highly skilled, well 
trained, appropriately rewarded, well 
supported, highly valued by all and with 
attractive career paths.

8N.Talge., C.Neal., Glover,V.et al.(2007) Antenatal maternal stress and long-term effects on child neurodevelopment: How and why? Journal of Child Psychology and Psychiatry 
48:3/4.’ G.Dawson, S.Ashman & L.Carver (2000). The role of early experience in  shaping behavioural and brain development and its implications for social policy. Development and 
Psychopathology 12: 695-712.

9Through the Children and Young People’s Act 2014.

10http://www.earlyyearscollaborative.co.uk/about-the-collaborative

11http://www.gov.scot/Publications/2009/01/13095148/7 



Getting It Right: An audit of practice in implementing SIGN 127 15

For babies, GIRFEC means getting it right for 
mothers during pregnancy and in the year after 
birth. Midwives will be the Named Persons for 
babies, during their mother’s pregnancy and 
in the immediate postnatal period, when the 
role will pass to health visitors. A Refreshed 
Framework for Maternity Services in Scotland 
(2011)12 and A New Look at Hall 4 (2011)13 

embed the GIRFEC approach within midwifery 
and health visiting services respectively14, 
while a Pathway of Care for Vulnerable Families 
0-3 (2011) provides guidance on GIRFEC for 
both services.15 The GIRFEC practice model 
is integrated within the Scottish Woman Held 
Maternity Record (SWHMR) and is part of the 
antenatal assessment carried out by midwives 
and, postnatally, by health visitors as part of the 
process of allocating a Health Plan Indicator.  

Identification of risk and protective factors and 
detection of perinatal mood disorders form 
part of the sensitive inquiry during contacts by 
midwives and health visitors into the woman’s 
circumstances, with the SHANARRI framework 
used to assess responses. 

Given the potential for perinatal mental illness 
to affect infants, it is vital that the Universal 
Pathway in the early years is integrated with 
Pathways for PMH.

12The Maternity Services Action Group (2011) The Refreshed Framework for Maternity Services http://www.gov.scot/Publications/2011/02/11122123/0

13http://www.gov.scot/resource/doc/337318/0110676.pdf

14B. Cross & H. Cheyne (2012) Right from the Start. A scoping study of the implementation of the GIRFEC practice model within maternity care in three contrasting sites across 
Scotland. Scottish Government Chief Scientist Office

15http://www.gov.scot/Publications/2011/03/22145900/0

PRACTICE EXAMPLE: NHS LANARKSHIRE PERINATAL MENTAL HEALTH SERVICE 

This specialist service was established in October 2014 as a pilot funded and supported 
by the Early Years Collaborative within both North and South Lanarkshire Councils. 
Recognising the link between maternal mental health and children’s outcomes, the PMHS 
was identified as a way to achieve the Scottish Government’s three ‘stretch aims’ for the 
youngest children.  North Lanarkshire Council has recently awarded the PMHS funding for a 
12 month extension, from March 2015 until March 2016.

This Lanarkshire-wide community based specialist service enables multi-disciplinary 
professionals to provide an excellent standard of care for women of childbearing age with 
mental health needs, and their families, in order that they experience positive pregnancies 
with healthy children.  Its primary purpose is to support existing provision in identifying and 
managing women with mental health problems in relation to childbearing. 

Staffed by a dedicated Perinatal Psychiatrist (0.4WTE) and 2 PMH nurses (1.6WTE) in 
the pilot phase the service offered preconception advice for women at risk, and accepted 
referrals of women during pregnancy and the first sIx weeks postnatally.  Beyond six weeks 
referrals are made to the generic adult CMHT with support to the ‘Link’ mental health 
nurses attached to the specialist PMHS. Since it opened its doors the service has met with 
a strong level of demand, receiving 85 referrals in the first 20 weeks of operation. 

The pilot has also enabled dedicated time to be spent on the strategic development of 
PMH services. NHS Lanarkshire offers education to other professionals in PMH and holds a 
biennial PMH Conference which all NHSL staff are encouraged to attend.

Additional funding in the second phase will enable increased staff resource and changes to 
the referral criteria so that the service can be adapted and shaped to meet the demand and 
demographics of the local client group.
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The journey so far

The purpose of this report is to develop a clear 
picture of the state of services for women 
with PMH illnesses and their families in 
Scotland, and to identify areas where further 
improvement is needed.

The last snapshot of practice in managing 
postnatal mental health disorders was captured 
just over a decade ago.16 In 2004:

  Most health board policies did not 
recommend antenatal assessment of 
history of depression (although most GP 
practices did this routinely).

  Few boards provided either a psychiatric 
assessment or psychological support 
antenatally for women at high-risk of 
postpartum psychosis

  7 boards had guidance available on 
prescribing of medication during pregnancy.

  Less than half of boards screened for 
depression using the Edinburgh Post Natal 
Depression Scale (EPDS) at 12-16 weeks 
postpartum.

  8 boards did not have an Integrated Care 
Plan (ICP) in place for postnatal depression 
and postpartum psychosis. 

  Enthusiastic individuals within certain NHS 
boards were providing services specifically 
for postnatal women. Many areas offered 
Postnatal Depression Groups facilitated by 
CPNs and HVs jointly.17   

  Half of boards said they offered in-patient 
facilities for mothers and babies, although 
these were in acute adult psychiatric  
wards, and none in specialised mother and 
baby units.

Since 2004 significant developments have 
taken place in policy, practice and service 
provision:

  Introduction of the Mental Health 
and Treatment (Scotland) Act (2003) 
which provided for a  women to be 
accommodated and treated within a 
specialist inpatient Mother & Baby Unit 
(MBU) where this is not likely to endanger 
the health or welfare of her child.18 

  The development of two specialist in-patient 
MBUs each with 6 beds. Both are members 
of the Royal College of Psychiatrists’ PMH 
Quality Network and are currently awarded 
accreditation with excellence. 

 –  The West of Scotland MBU (opened 
2004) covers NHS Greater Glasgow 
& Clyde, Lanarkshire, Ayrshire & Arran, 
Dumfries & Galloway, West of Highland 
and Western Isles. 

 –  St John’s MBU, Livingston (opened 
2006) covers NHS Lothian, Tayside, 
Fife, Borders, Grampian and Highland.

 –  NHS Forth Valley accesses both MBUs

  Perinatal Nurse Consultant (2004) and 
Advanced Nurse Practitioner (2013) whole 
time equivalent (WTE) posts have been 
created in Greater Glasgow & Clyde and 
Forth Valley respectively each having a 
clinical and strategic role.

  Individuals with an interest in PMH began 
sharing experiences and looking at service 
development.

  EPDS is now routinely used by health 
visitors to screen for depression at both 6-8 
and 12-16 weeks. 

  A Curricular Framework for Perinatal Mental 
Health has been produced to improve 
practitioner knowledge (2006).

  The first specialist post-graduate programme 
in PMH has been established at Glasgow 
Caledonian University and is aimed at a 
multidisciplinary and multiagency workforce.

16The source is the audit of practice in implementing the previous national clinical guideline, SIGN 60, which was conducted in 2003-04. See B. Alder et al (2004) NAPD: The National 
Audit of the Detection and Management of Postnatal Depression (NHS Quality Improvement Scotland).

17R. Rigby and E. Clark (1995). Life after Birth, CRAG occasional paper,p. 7.

18The criteria for this are currently being reviewed as part of consultation around the proposed Mental Health (Scotland) Act.
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In the recent period there has been further 
progress:

  The Scottish Woman Held Maternity  
Record (SWHMR) now asks all pregnant 
women about their present, past and family 
mental health.

  Investment in the health visiting workforce 
with 500 new posts being created by  
2017-1819;

  The development of a new Universal 
Pathway for health visiting in Scotland.

  An online e learning module on PMH has 
been developed with the support of NES 
and will be launched in April 2015.

19http://news.scotland.gov.uk/News/500-new-health-visitors-ddc.aspx

Photography Istockphoto.com
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3.  Knowledge and Awareness of  
Key Professionals

To ensure a high quality service, two of the 
5 key principles of the NHS Scotland Staff 
Governance Standard are to ensure that 
staff are: ‘Well Informed, and Appropriately 
Trained’.20

In addition, The Joint Commissioning Panel 
for Mental Health (The Royal College of 
Psychiatrists and The Royal College of General 
Practitioners)21 recommends that:

  General Practitioners (GPs) and other 
primary care staff receive additional 
training in perinatal mental health

  GPs and other primary care staff be made 
familiar with the PMH integrated care 
pathway

  Health Visitors receive additional training 
in perinatal mental health.

SIGN 127 calls for competencies and training 
resources for health professionals caring for 
pregnant or postnatal women with, or at risk 
of, mental illness to be established at levels 
appropriate to their need.  It recommends this 
be the responsibility of a national managed 
clinical network.  

Only around a half of mothers 
meeting diagnostic thresholds for 
postnatal depression and anxiety are 
identified despite frequent contact 
with primary care staff.22

Midwives, health visitors and GPs are the 
frontline preventative mental health service for 
expectant and new mothers and their babies.  
Onset and/or escalation of perinatal mental 
illness can often be prevented through early 
identification and expert management of a 
woman’s condition, and prompt and informed 
choices about treatment.  One of the greatest 
barriers to women receiving help is low levels of 
identification.  

Because midwives, health visitors and GPs play 
such an important role in the early detection 
and escalation of concerns about perinatal 
mental illness, provision of training is vital so that 
they are confident in identifying the signs and 
symptoms of mental illness, know what advice 
and support to give women and how to refer 
women for additional support in their local area. 

The Perinatal Mental Health Curricular 
Framework (2006) was developed to help 
educationalists prepare these professionals to 
perform this role, along with other members of 
the multi-disciplinary team involved in caring 
for women and families in the perinatal period.23 

The Curriculum recognises the differences in 
the breadth and depth of knowledge required 
by professionals according to their role. 

20http://www.staffgovernance.scot.nhs.uk/what-is-staff-governance/staff-governance-standard/

21http://www.jcpmh.info/resource/guidance-perinatal-mental-health-services/

22Ramsay, R. (1993) Postnatal depression. Lancet, Vol 341, pp. 1358; Hearn, G. et al. (1998) Postnatal depression in the community. British Journal of General Practice, Vol 48, pp. 
1064-1066 cited in L.Khan (2015) Falling through the gaps:

23NHS Education for Scotland. (2006) Perinatal mental health curricular framework. Edinburgh: NES.
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Key Findings

There is evidence of improvement in curriculum 
content specific to PMH within midwifery and 
health visiting education since the survey in 
2006 conducted by NHS Education Scotland.24 
This is true of midwifery, and to a lesser extent 
health visiting, where there is a dedicated focus 
now on PMH as a discrete topic within a very 
crowded curriculum. However the time spent 
on this varies, and can be as little as 3 hours. 
Limited opportunities for practice placements 
and knowledge amongst practice teachers are 
barriers to students receiving a high quality 
education in PMH. 

In comparison less priority appears to be placed 
on PMH within pre-registration mental health 
nursing programmes (although data on these 
was limited). Here there are still courses with 
no structured content on PMH and as with 
midwifery and health visiting in 2006, content 
is woven through the curriculum rather than 
taught as a discrete topic.

Foundation knowledge for the future primary 
care workforce

General Practitioners

The Royal College of General Practitioners is 
concerned that the core curriculum for general 
practice training in the UK does not adequately 
equip GPs to deal with PMH problems. The 
curriculum learning outcomes for Women’s 
Health and for Mental Health, respectively, make 
little or no direct reference to perinatal mental 
health. The Royal College is recommending that 
Deaneries develop curriculum competencies 
relating to PMH through their GP training 
programme and these competencies should 
be assessed by work-place training and 
Membership of the Royal College of General 
Practitioners (MRCGP) assessments.25

A UK-wide survey by the Royal College of 
General Practitioners in 2014 found that 
almost a half of GPs had received no specific 
training in perinatal mental health. Of those 
who had received training (more than half) 
core specialist training for general practice 
accounted for a small part of this. Just over one 
third of GPs had developed their knowledge 
through personal study.26

Almost 50% of GPs have had no specific training on PMH

100% of pre-registration midwifery courses have PMH as a compulsory 
whole taught module 

Modules vary from 30-200 hours

60% of health visiting courses contain a compulsory session dedicated to PMH 

Sessions vary from 3 hours - 7.5 hours.

Mental health nursing programmes vary from no structured content to 
compulsory lectures. 

Dedicated time spent varies from zero to 6 hours.

24M.Ross Davie (2006) NES Perinatal mental health project. Report on the scoping exercise in education provision across Scotland in perinatalmental health. Edinburgh: NHS 
Education Scotland. 

25L.Khan (2015). Falling through the gaps: Perinatal mental health and general practice. London, Centre for Mental Health.p.39.

26L. Khan (2015).
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As the content of training for general practice 
is highly localised a similar survey of Scottish 
GPs would be useful. Notably, one of the main 
findings of an audit conducted in 2005 was that 
the SIGN guideline on detecting and managing 
postnatal depression27 was more likely to be 
implemented within general practice than by 
NHS boards.28 Contrary evidence is provided 
by a 2011 study of prescribing practice for 
pregnant and breastfeeding women with 
depressive symptoms amongst Edinburgh 
GPs, which found that only one GP suggested 
consulting clinical guidelines when prescribing.29

Pre-registration midwifery courses

Perinatal mental health is a compulsory whole 
taught module within all pre-registration 
midwifery courses in Scotland. These are offered 
by three HEIs.30 This is an improvement on the 
situation in 2006 when mental health issues 
were generally woven through different modules, 
resulting in a lack of coherence to the topic.31 
The amount of curriculum time devoted to these 
modules varies; from 30 hours in total, to 200 
hours (the latter figure comprising lectures, 
tutorials, group work and independent study). 
It is clear that use is being made of the NES 
curricular framework for perinatal mental health. 

The content of the PMH modules is delivered 
mainly by midwifery lecturers and in one case 
with input from mental health and psychology 
lecturers. All the programmes have teaching 
input from invited speakers with a range of 
specialist knowledge. This underlines the 
important strategic role of specialist PMH 
services, where they exist, in educating the 
future workforce. In the case of one HEI, 
changes pending in the local health board’s 
specialist service have necessitated a review of 
future input to the teaching programme. 

Regarding barriers to providing a high quality 
education about perinatal mental health, as 
in 2006, HEIs mentioned lack of placement 
opportunities with specialist community 
PMH services, with this sometimes related to 
challenges of geography or the size/scale of 
services.32

Post-registration courses in health visiting

Five HEIs provide health visiting courses of 
which two deliver teaching either entirely 
or partially on-line. Three of the five have 
a compulsory dedicated session on PMH 
varying in length from 3 hours (2 face to face 
lectures) to a full day (7 hours).  A single day 
long masterclass is the main focus for PMH 
content in one course.  The other two courses 
consolidate the dedicated session later on in 
the course, as part of a spiral curriculum or with 
content woven into other modules, and one 
also offers an optional stand-alone module in 
PMH for students with a particular interest. 

Two of the five HEIs do not have dedicated 
sessions but weave content about PMH into 
compulsory modules with a broader focus, for 
example, health visiting practice.

Compared with 2006, when specific content 
was often a single lecture, with other material 
woven through the course, there does appear 
now to be more of a dedicated focus on PMH. A 
multi-disciplinary group of staff generally deliver 
teaching on PMH across the 5 courses, with 
psychologists, social workers, practice teachers 
from CAMHS (Child and adolescent mental 
health services), PMH nurses, biopsychosocial 
academics mentioned as well as midwifery and 
health visiting lecturers.

27This was SIGN 60 (2002), the predecessor to SIGN 127 (2012).

28B.Alder et al.(2005). NAPD: The national audit of the detection and management of postnatal depression. Edinburgh: NHS Scotland. .

29L.J.Kean et al. (2011) Anti-depressants for mothers: What are we prescribing? Scottish Medical Journal 56: 294-297.

30These are Edinburgh Napier University, Robert Gordon University and University of the West of Scotland. The latter has two pre-registration midwifery courses, a BSc and an MSc. 
One is a traditional degree length course, while the MSc is at a higher level and builds upon previous study.

31M. Ross Davie (2006) NES Perinatal mental health project. Report on the scoping exercise in education provision across Scotland in perinatal mental health. Edinburgh: NHS 
Education Scotland.

32Ibid p.10.
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Some common barriers to delivering a high 
quality education on PMH were described. 
These include:

  Time constraints (3 out of 5): the demands 
of the compulsory curriculum for health 
visiting set by the Scottish Government 
limit the amount of time available to cover 
everything that is needed. One commented, 
“We reviewed the whole programme and 
managed to get PMH in.”

  Access to expertise, both within the 
programme and out in practice, with one 
HEI specifying “at an affordable price”.

  Practice placements comprise 50% of 
health visiting courses and a significant 
amount of students’ learning about PMH 
may be gained on placement. Two factors 
associated with this were mentioned as 
barriers:

  Two HEIs observed that the increase in 
the number of health visiting students 
means there is a pressure of demand on 
placements with MBUs and specialist 
community PMH teams which have a 
limited capacity: “…a burden on services”

  Three HEIs commented on the importance 
of the contribution made by practice 
teachers and the quality of support 
they offer to students in reflecting upon 
PMH issues encountered during their 
placements. One commented that 
“undergraduates are just learning, but 
practising health visitors may need a refresh 
themselves in PMH with a focus on up to 
date research (with the suggestion that this 
is not always provided by health boards for 
their staff).

Knowledge and awareness amongst the 
practicing primary care workforce

The Curricular Framework recommends that 
everyone in the mental health team working 
with PMH should have completed accredited 
PMH training.  

KEY FINDINGS 

Four NHS boards out of 14 (29%) have 
midwifery staff with accredited training in 
PMH, and of these, half are boards with 
specialist community PMH services.

The picture is similar for health visiting, 
with 4 NHS boards (29%) having staff with 
accredited training in PMH. All four boards 
have specialist community PMH services, 
but we do not know whether these staff work 
within the specialist community PMH service.

Only two boards have both midwifery 
and health visiting staff with specialist 
accredited training, and these are boards 
with specialist PMH services.

Even if they have received pre-qualification 
training in perinatal mental health, primary 
care professionals still need regular training 
to refresh their knowledge and skills.  
This is important not only for the quality 
of the service delivered to women and 
their families, but because many of these 
professionals perform an important role as 
practice teachers for individuals entering 
the workforce.

Five out of 14 health boards (36%) provide 
non-accredited training or annual updates 
for their midwifery staff, and 6 out of 14 
(43%) for their health visitors. 

An additional four boards said they had 
previously provided updates for their 
midwives but this was not an annual 
requirement. Two boards described steps 
currently being taken to develop regular 
non-accredited training and updates for 
their midwifery staff, in one case led by a 
specialist midwife.

For both midwifery and health visiting 
respectively, two out of 14 boards had both 
staff with accredited specialist training and 
annual updates for their staff. 

Some of the health visiting responses 
suggest the need for workforce training 
audits to be undertaken. 
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Foundation knowledge within mental health 
nursing

In comparison with midwifery and health visiting 
courses, curriculum content on PMH appears 
to be less developed in pre-registration mental 
health nursing programmes in Scotland.  Our 
survey of HEIs found one course contains no 
structured content on PMH, while two others 
include discrete compulsory taught lectures 
on PMH woven into particular modules, with 
these sessions varying between 2-6 hours.33 In 
addition, in one HEI, PMH was one of a number 
of topics from which students could choose to 
pursue self-directed study. 

The crowded nature of the curriculum was the 
main barrier cited to providing a high quality 
education in relation to PMH, followed by a lack 
of specialist interest within the lecturing team, 
and a need for advice on what to include. While 
we cannot tell if this picture is representative of 
teaching programmes overall, it again underlines 
the importance of up to date knowledge 
of PMH amongst practice teachers, given 
that placements represent half of students’ 
educational experience of these issues. This is 
an area that needs further exploration.

Conclusions

The recommendations of the Perinatal Mental 
Health Curricular Framework are not yet being 
met, almost a decade after its publication. A 
majority of health boards (71%) do not have 
any midwives or health visitors with accredited 
training in PMH. Almost two thirds (64%) of 
boards do not provide annual updates or non-
accredited training for midwifery staff, and 57% 
of boards do not provide this for health visitors. 

3. RECOMMENDATIONS: KNOWLEDGE AND 
AWARENESS OF KEY PROFESSIONALS 34 

3.1   All midwives, adult mental health nurses, 
health visitors and doctors should receive 
training in perinatal mental health issues 
as part of their core pre-registration/
undergraduate curriculum (Level A training)

3.2   All health visitors, clinical psychologists, 
general practitioners and psychiatrists 
should receive skills and knowledge training 
in perinatal mental health as part of their 
postgraduate curriculum (Level B training)

3.3  All staff working in specialist perinatal mental 
health services should maintain expertise 
through peer support and review organised 
within their local perinatal mental health 
network, attendance at external educational 
events, and/or by completing a recognised 
postgraduate programme (e.g., that provided 
by Caledonian University) (Level C training)

3.4  All health professionals working with women 
in pregnancy or the first postnatal year 
should complete at least biennial update 
training on perinatal mental health (e.g., 
by using the NES Maternal Mental Health 
eLearning module)

33This information is based upon responses to a survey of the six HEIs providing pre-registration mental health nursing courses. Three of the six providers responded (50%) which 
means only a limited picture is available. We do not know whether these responses are representative of provision as a whole.28B.Alder et al.(2005). NAPD: The national audit of the 
detection and management of postnatal depression. Edinburgh: NHS Scotland. .

34These recommendations relate to the levels within the 2006 Perinatal Mental Health Curricular Framework.

Photography of parents and their babies by Jon Challicom.
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35SIGN 127, p.13.

36SIGN 127, p.9.

4. Predicting and Reducing Risk

Perinatal Mental Health is a branch of mental 
health concerned with the prevention, 
detection and management of mental illness 
co- occurring, or newly emerging, in pregnancy 
or the postnatal period. Its concern is also with 
the assessment and facilitation of the mother-
infant relationship and the developmental 
needs of infants in the context of maternal 
mental illness. Uniquely within adult mental 
health it is strongly focused almost prevention, 
and where risk, or symptoms are detected, the 
prognosis for patients is very good. It is also 
unique because the benefits to wellbeing are 
felt by two generations simultaneously. 

SIGN 127 says all pregnant women should be 
asked about personal history of postpartum 
psychosis, other psychotic disorders (especially 
bipolar affective disorder and schizophrenia), 
and severe depressive disorder.

All pregnant women should be asked 
about family history of bipolar disorder or 
postpartum psychosis.

Women at high risk of postnatal major mental 
illness should have a detailed plan for their 
late pregnancy and early postnatal psychiatric 
management, agreed with the woman and 
shared with maternity services, the community 
midwifery team, GP, health visitor, mental 
health services and the woman herself.

Risk assessment by midwifery services

The Scottish Woman Held Maternity Record 
(SWHMR) is the national standardised tool 
used in every health board area. It contains 
questions to risk assess for PMH disorders, 
including risk of postpartum psychosis. 
SWHMR was specifically mentioned by 50% of 
midwifery leads (7 out of 14 boards) as the risk 
assessment tool used during pregnancy.  

A number of other risk assessment tools 
reported as being used antenatally are 
intended for screening. These include the 
EPDS -Edinburgh Post Natal Depression Scale 

(2 boards); ICP (2 boards); PHQ9 (1 board); 
Hospital Anxiety & Depression Scale (1 board).

One board specified the SWHMR as the tool 
used to risk assess postnatally. Six boards said 
there were no tools in use, and these mostly 
referred to set questions asked, or to routine 
monitoring, but did not cite the content of 
these or link these directly to the SWHMR.

Five boards specified the EPDS although this 
is not a risk assessment tool. In terms of its 
efficacy for screening, SIGN 127 advises that: 

“…while there is  expert consensus on the benefits 
(of EPDS) of detecting depression, there is 
insufficient evidence to recommend the use 
of EPDS or Whooley Questions as tools with 
sufficient accuracy in either the antenatal or 
postnatal period. However, their use is likely to 
have benefit in facilitating discussion of emotional 
issues and aiding ongoing clinical monitoring”.35

The clinical guideline also refers to the conclusion 
of the UK National Screening Committee, to 
the effect that EPDS should not be used as a 
screening tool but as “a checklist as part of a 
mood assessment for postnatal mothers, when 
it should only be used alongside professional 
judgement and a clinical interview.”36

 

Conclusion

Despite efforts to develop a shared language 
some confusion is evident around the distinction 
between  screening tools and risk assessment 
tools for PMH. There is a need to raise awareness 
about the clinical guideline recommendations on 
the appropriate use of EPDS.

4. PREDICTING AND REDUCING RISK

4.1  All health professionals working with women 
of childbearing potential who have pre-
existing mental health problems should 
have at least biennial update training on the 
identification of women at high risk of early 
postpartum mental illness (e.g., by using 
the NES Maternal Mental Health eLearning 
module)
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5. Prevention and Detection

For women who experience mild to moderate 
anxiety or depression during pregnancy or 
postnatally, midwives and health visitors play 
the key role in prevention and detection and 
provision of services appropriate to each 
woman’s individual needs.

Perinatal mental health disorders are unique 
in the sense that they affect a group of people 
who are already connected to the health service 
at the time they develop symptoms. Yet despite 
this detection rates are low. A large part of this 
is about how we organise our services. By doing 
this better we can not only make a difference to 
women and their families, but in the longer run, 
save on limited resources.

Equipping primary care staff to risk assess 
and detect problems better is a practical two 
generation approach to prevention.

SIGN 127 advises that enquiry about 
depressive symptoms should be made, at 
minimum, on booking in and postnatally at 
four to six weeks and three to four months.

For women regarded to be at high risk, enquiry 
about depressive symptoms should be made 
at each contact.

Where there are concerns about the presence 
of depression, women should be re-evaluated 
after two weeks. If symptoms persist, or if at 
initial evaluation there is evidence of severe 
illness or suicidality, women should be referred 
to their GP or mental health service for further 
evaluation.

Any significant and unexpected change in 
mental state in late pregnancy or the early 
postnatal period should be closely monitored 
and should prompt referral to mental health 
services for further assessment.

Service provision for women with mild to 
moderate anxiety or depression postnatally

Midwifery and health visiting practice across 
Scotland fits well with the clinical guidelines 
although with some local differences in 
pathways.

When detecting difficulties in the immediate 
postnatal period, midwifery services advised 
that they refer the woman to her GP and, 
dependent on assessment, from there either to 
the specialist PMH service or to adult mental 
health services. In some areas midwives can 
refer moderate cases directly into specialist 
or general mental health services. One board 
offers clinics with specialist PMH midwives. 
Several reported increased appointments with 
mood monitored at each contact.  

Health visiting services are, as they should, 
providing a listening service (mentioned by 71%) 
and onward referral to other support appropriate 
to the woman’s needs.  The question is whether 
appropriate provision for a full range of needs is 
available in every part of Scotland.  

It is important that clear pathways are in place 
for referral and intervention, which allow for 
direct escalation to higher levels of intervention 
where this is needed. Women and their babies 
must receive assessment and intervention 
at the level they require. Three boards made 
reference to a post natal perinatal pathway 
when talking about service provision for mild to 
moderate problems. 

In almost a decade, the number of health 
boards with Integrated Care Pathways in place 
for PMH, has increased from 6 to 8.  
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PRACTICE EXAMPLE: NHS GREATER GLASGOW & CLYDE

NHS Greater Glasgow & Clyde provides a stepped care model integrating maternity, primary 
care, mental health, social work and voluntary sector. Due to the demographic diversity there is 
a wide range of service provision.

NHS GGC hosts the West of Scotland Mother & Baby Unit offering 6 single en-suite rooms 
with capacity to accommodate 8 babies. Established in 2004 the MBU treats women who are 
experiencing severe mental illness during the later stages of pregnancy and up until 12 months 
postpartum.

The multi-disciplinary team includes Psychiatrists, Mental Health Nurses, Nursery Nurses, 
Consultant Psychologist, Occupational Therapist, Social Worker and Health Visitor. They offer a 
variety of treatment options and promote mother infant interaction. As a member of the Royal 
College of Psychiatrists’ Perinatal Mental Health Quality Network, the Unit meets all the required 
environmental, staffing, care and treatment and safeguarding and consent and has been 
accredited with excellence until 2017.

A PMH Community Team is aligned to the MBU prioritising women who are discharged from 
the inpatients service living within the area of NHS GGC. The PMHCT provides preconception 
counselling, maternity liaison to the four maternity units in the board area, community clinics 
at six different locations across the board area and home visits.  A range of psychological, 
psycho social and drug therapies are provided by the multi-disciplinary team. The team employs 
the principles of GIRFEC in the context of the mother’s mental health and works closely with 
colleagues in maternity, primary care , social care and the voluntary sector. 

To ensure good governance in 2014 the community team began the process of working to the 
standards, similar to above, set out by the Quality Network for specialist PMH teams. 

The service has established and facilitates the West of Scotland Community PMH Network to share 
good practice within the NHS Boards who admit to the West of Scotland Mother & Baby Unit.
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There are wide variations both between and within health board areas in the availability of community 
support to women with mild to moderate anxiety or depression, a picture often described as a 
‘postcode lottery’. The findings of From Bumps to Bundles’, the 2012 report commissioned by NHS 
Greater Glasgow and Clyde show that this is true of urban as well as rural areas. 

As it is difficult to produce standardised measures of service provision, for illustrative purposes only 
this map presents a comparison of types of provision in selected health board areas, based upon 
information provided by health visitors and other local sources. It gives a view of provision outside 
of the main urban population conurbations of the central belt. The six boards account for one third 
of maternities in Scotland (18,900 in 2013). 

This is an example of a stepped care model, appropriate to the demographic and socio-economic 
needs in NHS Greater Glasgow and Clyde. The third sector may be involved in all levels of the 
stepped care model and there is generally a mixed economy of provision. A stepped care model 
adapted for an area with different geographic and demographic challenges would look quite 
different to this.

Stepped Care Model

Population Level

Websites, Self help booklets, health improvement interventions, 
computerised packages, baby apps. Bounce & Rhyme.

Primary Care Level 

Psycho- education classes (stress & wellbeing), antenatal classes, 
information given out by midwives at booking appt, exercise classes, 

information from health visitors, 

PC &  PCMH

Stress & Wellbeing Class, Sleep Groups, Mood Matters, 
Confidence Building. So you’ve had a baby workshops. Triple P 

Classes. Bluebell. Health Visitor PND groups.  
Additional HV support. 

PCMH

Individual CBT, IPT, DIT, GGH, PCT up to 12 sessions. 

CMHT

1

AAU

MBU

35 Week Anti Natal 
To 12 Months  

Post Natal

PMHT

Pre Conception to 
12 Months

T
h

ir
d

 S
ec
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r
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Brackets: (number of maternities 2013, 
percentage of Scottish total)

Note: all maternities year ending 31 March 2013  
(SMR02, ISD Scotland)

NHS Grampian (6143, 11%)
In Aberdeen City help with low mood is available 
via PEEP groups for parents with babies and 
during pregnancy, provided by the Council and 
NHS Grampian. These are delivered by PEEP 
practitioners from across health, social work, 
education and the voluntary sector in a variety 
of community venues and one to one with 
families unable to access groups.

NHS Borders (1,036, 2%)
PND Borders, a Post Natal Depression project 
in Galashiels provides support one and a half 
days per week: individual counselling or art 
therapy, group art therapy, infant massage, 
parent/child support and support for fathers. 

In some local areas buggy walks are organised 
by voluntary organisation. 

Women sometimes prefer to go to Edinburgh 
to access support. NHS Ayrshire & Arran 

 (3,600 maternities, 6%)
No local services to refer to. There has been a 
gap in most areas for many years. 
The only known project supporting parents 
with PMH, in the Irvine area, closed after 
funding ceased in July 2014.  

NHS Highland (2,929, 5%)
There are HomeStart services in Wick, Ross & 
Cromarty and Lorn & Jura.

PANDAS Highland Mama’s group meets weekly 
in Inverness.

NHS Dumfries & Galloway 
(1,331, 2%)
Home-Start provides home visiting 1 to 1 
volunteer support - emotional and activities-
based support. It also runs family groups in 
each of the 3 main settlements/conurbations 
within D&G: Stranraer, Newton Stewart 
and South Machars. These are facilitated 
by project workers and deliver playbased 
activities between parent and child, usually 
mothers but sometimes dads.  

Lochside Children’s Services Centres in 
Dumfries offers support with PMH to parents 
of under 5s at the centre and through a 
home based project which takes referrals 
from health visitors.

NHS Fife (3,876, 7%)
Home-Start services in Kincardine, 
Dunfermline, East Fife, Lochgelly, LevenMouth, 
Glenrothes and Kirkcaldy.

Community support for mild to moderate  
anxiety & depression
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Small voluntary groups play a very important 
role in local provision. There are also a number 
of national charities which make a considerable 
contribution to the provision of community PMH 
support. Some report women travelling long 
distances across health board areas to access 
this support. These include for example:

Crossreach, which has more than twenty years 
of experience offering counselling, therapy 
and infant massage to families experiencing 
postnatal depression in Edinburgh, Glasgow 
(the Bluebell service) and other areas; 

Home-Start, the national charity providing 
support to families with children under five 
years has a focus on PMH as part of its work;

PANDAS (Pre and Postnatal Depression Advice 
& Support) which has local support groups 
around Scotland providing peer support for 
women and men suffering from PMH illnesses;

Mellow Parenting, whose Mellow Bumps and 
Mellow Babies programmes focus on PMH and 
parent-infant interaction. Mellow Dads groups 
work with fathers to be and new dads. 

PMH is an area where partnership working 
between the NHS, local authorities and the 
voluntary sector is important and where 
capacity can be built within communities 
around peer support. This area of provision is 
a mixed economy involving both statutory and 
voluntary sector providers. Provision is often 
dependent on fragile and short term sources 
of funding. In recent years new gaps have 
emerged with the loss of respected services 
in the Highlands (the HAPPUS Harebells PMH 
group which closed in 2011) and the Borders 
(the Crossreach Borders Post Natal Depression 
Centre closed in 2010).

A common theme is primary care professionals, 
retired or still in practice, with a strong 
commitment to PMH who are involved in 
establishing local voluntary support groups to fill 
existing gaps whether through church groups, 
local PANDAS or other support groups. There are 
also models of local health visitor run provision, 
for example the support group in Peterhead, the 
home support project in Dumfries and health 
visitor facilitated baby massage or other activities 
for mums and dads.

37Centre for Maternal and Child Health Enquiries (2011) Saving Mothers’ Lives: Reviewing maternal deaths to make motherhood safer: 2006-2008. The Eighth Report of the 
Confidential Enquiries into Maternal Deaths in the United Kingdom. BJOG, 118(1),p.203.

PRACTICE EXAMPLE

A health visitor gives a flavour of the 
range of provision for women with mild to 
moderate anxiety and depression in their 
health board area, including support for 
mother-baby interaction:

“Listening visits provided by HVs. 
Promotion of positive attachment sessions 
facilitated by members of HV team using 
resources such as Play@home, baby 
massage, bounce & rhyme sessions. 
Voluntary sector provision if appropriate 
e.g. Homestart. Aberlour “Finding a 
balance” group. Moodjuice leaflets. NCBT 
course - Beat the Blues - if appropriate. 
Counselling services where available - 
however this resource is very limited.” 

There is evidence of support services for 
women with mild to moderate anxiety 
and depression and their partners being 
developed in local areas through partnership 
working between local authorities, the NHS 
and the voluntary sector. One example is 
PEEP (Parents as Early Education Partners) 
baby groups which provide support for low 
mood. These are available in parts of the 
country including Edinburgh, Midlothian 
and in Aberdeen. The Scottish Government 
(Child & Maternal Health Division) and 
the Big Lottery Fund have funded PEEP 
development work in Scotland for two years. 

5. RECOMMENDATIONS: PREVENTION 
AND DETECTION (Adapted from 
recommendations of the Eight Report of 
the Confidential Enquiries into Maternal 
Deaths in the United Kingdom).37 

5.1  Women whose pregnancies are likely 
to be complicated by serious pre-
existing mental health conditions, or 
who develop new significant mental ill 
health, should be immediately referred 
to appropriate specialist services

5.2  In urgent cases, referral should take 
place by telephone and escalation 
directly to psychiatric care enabled 
where appropriate
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6.  Management of Perinatal  
Mental Health

SIGN 127 recommends that cognitive 
behavioural therapies (CBT) should be 
considered for treatment of mild to moderate 
depression in the postnatal period. Given the 
importance of early intervention in a maternity 
context, it advises services delivering 
psychological therapies to prioritise early 
response to pregnant and postnatal women

The Royal College of General Practitioners 
and the Centre for Mental Health recommend 
that, consistent with NICE Guidance, local 
IAPT services should fast track mothers with 
common perinatal mental health difficulties 
into treatment on the basis of the dual risks 
to mother and infant mental health. Waiting 
times should be routinely measured for this 
target group. GPs also need to be made aware 
of fast tracking systems.38

It is difficult to achieve a comprehensive 
picture of provision because of the degree of 
variation in ways of accessing psychological 
services across Scotland. In many areas, for 
example, health visitors cannot directly access 
psychological services and the pathway is 
more usually through GPs or CMH teams. 
However in other areas primary care MHTs will 
accept self-referrals. 

A difference is apparent in interventions 
available between and within health board 
areas. This is important because if we become 
more successful in identifying women with 
PMH disorders, then a service response must 
be available consistently to all.

Only boards with specialist CPMH services offer 
a range of  psychological interventions in the 
perinatal period of which CBT approaches are one.

Two boards do not offer any interventions in the 
perinatal period.

Cognitive behavioural therapy approaches 
are the most common psychological therapy 
offered to women, mentioned by 7 boards.39 

Interpersonal therapy and Mindfulness are used 
by 3 out of 9 boards respectively.

Where boards use CBT approaches, this may 
not meant that these are available to women 
across the board area. Several boards pointed 
out that the interventions available to women 
varied between community mental health 
teams. The survey did not ask about access 
to the interventions used: response times, 
whether there are waiting lists, the practicalities 
for new mothers of attending, travel logistics 
and childcare during sessions, and whether 
these are appropriate for different type of 
perinatal illness. 

39Nine of the 12 participant health board mental health leads responded to this question. Three did not answer because of the variance in interventions offered by different CMHTs 
within their health board area.

Photography of parent and their baby by Ashley Coombes.
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INVOLVING FATHERS/PARTNERS

NICE Guidance states that “health professionals 
should assess, and if appropriate address the 
needs of the partner, family members and carers 
of a woman with mental illness.”

Fathers and other partners play a critically 
important role in the lives of women affected by 
perinatal illness.40 They can provide important 
support to a mother, and also buffer the 
effects of her mental illness on their baby and 
other children. In cases where women have a 
severe mental health problem, support for the 
mother’s partner is essential as they may be the 
baby’s and the mother’s main carer. 

It is important to note that many fathers also 
suffer from mental health problems in the 
perinatal period, and between a quarter and a 
half of new fathers with depressed partners are 
depressed themselves.41 The 2004 National 
Audit of education provision for parents found 
fathers would like help with their emotional 
response to their partner’s pregnancy and the 
birth of their baby, and recommends they be 
included routinely both as part of couples and 
men-only sessions.42

Health visiting services

In two thirds of boards (10 out of 14) health 
visitors provide an input or role for the mother’s 
partner. Three boards specified this was part of 
the assessment and cited GIRFEC.

4 out of 14 areas said they provide no specific 
input for fathers

Most boards saw this as about the inclusion 
of dad/partner as part of a whole family 
assessment of the woman’s situation, and 
the support available to her. The main theme 
was that where fathers are available they are 
included in the assessment. However many 
spoke of the reality that partners are commonly 
at work during visits, and of a cultural 
reluctance to be involved. 

In terms of specific interventions or 
programmes used with fathers/partners: 3 
out of 14 boards referred to specific provision 
available in some areas. This included Home-
Start men’s groups and inclusion of fathers in 
Mellow Bumps.

40There are of course many different types of family, and family circumstance. Women may have a same sex partner, or either no partner, or an absent partner (for example through 
separation or imprisonment) in which case her main support and baby’s other main carer may be a relative or friend.

41J.H.Goodman (2004). Paternal postpartum depression, its relationship to maternal postpartum depression and implications for family health. Journal of advanced nursing, 45(1):26-35.

42https://www.nct.org.uk/sites/default/files/related_documents/WoodmanCareandsupportafterbirth30.pdf

25%-50% of new fathers with depressed partners are also depressed 
themselves.  

Two thirds of boards say health visitors provide specific input for mothers’ 
partners. 

50% of generic adult CMHTs provide specific input for partners. 

25% of specialist CPMH services provide specific input for partners. 

PRACTICE EXAMPLE

Crossreach Post Natal Depression Services in Lothian provide support for fathers as well as 
mothers recognising that fathers themselves often suffer from depression and need help 
as carers for mothers with  PMH illnesses. Their services in Edinburgh and Lothian include 
Fathers groups.



Getting It Right: An audit of practice in implementing SIGN 127 31

Community mental health services

Half (6 out of 12) provide some input or role for 
the mother’s partner, lower than in health visiting.

Notably, 3 of the 4 boards with a specialist 
CPMH service said they did not provide any 
input or role for partners.

As with health visiting, some interpreted this 
question as being about formal interventions 
for partners, while others regarded it as 
being about assessment of capacity and 
resources within the whole family which 
could be mobilised to help the woman.  The 
most common types of input mentioned 
were a carer’s assessment, carer support and 
education, and family therapy (in places where 
staff were trained in this).

NHS Boards with no input for partners 
commented that they do not exclude partners 
from assessment and decision making. One 
board reported that its leads for midwifery and 
mental health were trying to address this unmet 
area of need.

Conclusion

Health visiting services are more likely than 
community mental health services to provide a 
specific input or role for fathers/partners. This 
may reflect a lesser awareness of GIRFEC within 
adult mental health. There are also indications 
of differences in approach within health visiting. 
Some boards spoke of proactive efforts to involve 
fathers/partners and the whole family, exploring 
with them how they could support the woman.

43Scottish Government (2011) Mental Health Strategy for Scotland 2012-2015. http://www.gov.scot/Publications/2012/08/9714

44Ibid p.21

MOTHER-INFANT INTERVENTIONS 

SIGN 127 advises that where there is 
evidence of impairment in the mother-
infant relationship, additional interventions, 
specifically directed at that relationship, 
should be offered.

Given that at least 1 in 10 children will have a 
mother suffering from perinatal illness at the 
start of their lives, the need for action in this 
area is clear. Supporting infant attachment is a 
priority in the current Mental Health Strategy 
for Scotland, which says:43

 (To) improve the mental health and wellbeing of 
our future population we need to do three things. 

We need to do more to improve the general 
understanding of the issue of attachment, 
we need to improve the skills and awareness 
of those who come into contact with infants 
so that attachment problems or potential 
problems are recognised and where possible 
addressed, and we need to improve access 
to specialist support such as parent infant 
psychotherapy where this is indicated as 
necessary. 44

These are some of the questions we should ask:

  Are women with perinatal mental health 
problems being offered support to 
strengthen their relationship with their baby, 
and to detect and treat any interaction 
issues?

  Are interventions that might promote infant 
mental health, linked to PMH pathways so 
that women at risk or with difficulties can 
access these services?

  Are health visitors as named persons for 
infants equipped and supported to perform 
this role and are there local services and 
activities they can refer women to?
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Key Findings

In two thirds of boards no specific mother-baby 
interaction programme tool is used to assess 
infant attachment (9 out of 14 boards). 

In 64% of boards (9) health visitors are trained 
in the Solihull Approach 

The Solihull Approach, while not a formalised 
attachment tool, is evidence-based and 
provides a framework for observation and 
professional judgement and a language with 
which to talk to families. 

Responses showed a strong understanding 
of the need to promote secure attachment 
and some described activities or programmes 
for doing this, such as baby massage, Mellow 
Bumps and Mellow Babies, and Parents as 
First Teachers. There were positive reports of 
workforce development initiatives around these 
in several areas.

PRACTICE EXAMPLE

“Baby massage, getting ahead programme, 
Solihull is used by all HV and CPN’s are 
also trained.  We are in the process of 
training staff in the ten week infant mental 
health course and many are already trained 
in same, we have also trained HV’s in 
Braselton NBO and NBAS to assist HV staff 
in the early identification of issues with 
attachment to address same”. 

There was less clarity about what is meant 
by a tool for assessing infant attachment. 
Around one third of boards say they use a 
specific programme tool. Of these, three cite 
GIRFEC and SHANARRI. One referred to health 
visitors being trained to assess attachment by 
utilising the outcome signifiers as part of the 
GIRFEC national practice model assessment of 
wellbeing. Others referred to tools for assessing 
child development, such as ASQ which is part of 
the 27 month assessment, or for screening for 
depression, eg. EPDS.

In two thirds of boards health visitors do not 
use a specific programme tool to assess 
infant attachment and three is a lack of 
clarity about what is meant by this. There is a 
strong understanding of the need to promote 
secure attachment and many activities and 
programmes are being used for this. 

PRESCRIBING ISSUES 

NICE clinical guidance 192 on antenatal 
and postnatal mental health states that 
access should be available to specialist 
expert advice on the risks and benefits of 
psychotropic medication during pregnancy 
and breastfeeding.  In order to provide this it 
recommends that managed clinical networks 
be established for PMH services.45

 SIGN 127 recommends that standards be 
established, in liaison with specialist mental 
health pharmacists, for the provision of advice 
and guidance to maternity and primary care 
services on the use of psychotropic medication 
in pregnancy and breastfeeding. It recommends 
that this be the responsibility of a national 
managed clinical network. 

Psychotropic medication standards remain 
a key concern. The need for national clinical 
leadership in establishing standards in this area 
is underlined by evidence of current practice. 

45NICE (2014) Antenatal and postnatal mental health: clinical management and service guidance. NICE clinical guideline 192.
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Just 4 health boards in Scotland have in place 
established standards, advice and guidance 
on psychotropic medication in pregnancy and 
breastfeeding.  

The majority of boards do not. The main cause is 
the lack of either a specialist perinatal psychiatrist 
or a pharmacist with a perinatal specialism. 

Of the four respondent boards which have 
specialist CPMH services, 2 have in place 
established standards, advice and guidance.46 

Of the 4 boards which do have standards, 
advice and guidance in place, 2 have a 
pharmacist with a specialist interest in perinatal 
mood disorder, of whom one was involved 
in writing the medication section of SIGN 
127. A third has a community pharmacist 
for mental health who maintains an interest 
and keeps up to date with research on PMH 
prescribing.  In the fourth board, advice on the 
use of medication in pregnancy and during 
breastfeeding is provided by the Consultant 
Perinatal Psychiatrist. 47

6. RECOMMENDATIONS: MANAGEMENT OF 
PERINATAL MENTAL HEALTH PROBLEMS

Psychological therapies

6.1   Perinatal mental health interventions 
should be included in the National 
Psychological Matrix so that interventions 
are available throughout Scotland and 
can be made at the right time and the 
appropriate level of expertise. This should 
take into account mild to moderate 
conditions and offer a stepped approach 
to care.

6.2   General practitioners, health visitors and 
maternity services should pay particular 
attention to the need for interventions for 
mild to moderate conditions occurring 
in pregnancy and the first postnatal year 
to minimise transgenerational effects on 
mother, infant and other children

6.3   Psychological services (at primary and 
secondary care level) should prioritise 
timely interventions for pregnant and 
postnatal women. Waiting times should be 
monitored in line with GIRFEC principles.

6.4   Those delivering psychological 
interventions to pregnant and postnatal 
women should have training and 
awareness of the particular needs of 
mother and child at this time

6.5   Specialist perinatal mental health 
services should have sufficient staff 
with the training and expertise to deliver 
psychological therapies to women with 
moderate to severe illness

Involving fathers and partners

6.6   This is an area of unmet need. Learning 
should be shared from those examples of 
best practice that exist across Scotland

Mother-infant interventions

6.7  Local perinatal mental health networks 
should include professionals providing 
infant mental health services and those 
from CAMHS to help develop and 
share best practice in mother-infant 
interventions

6.8   Health visitors should have training in 
the development of practice skills for 
understanding and observing parent-
infant interaction and supporting this 
relationship, as part of the Universal 
Pathway

Prescribing issues

6.9   NHS Boards should provide clear 
guidance to health professionals on 
how they can obtain expert advice 
on prescribing in pregnancy and 
breastfeeding

46The situation regarding this in the non-respondent board with a specialist CPMH service is not known.

47Two of these boards serve areas that are predominantly urban, while the others serve large rural areas.
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7. Service Design 

Well-designed specialist community PMH 
services can provide effective early intervention 
to improve the lives of more than one 
generation.  And there is potential for further 
positive inter-generational impact.

The evidence shows there are currently many 
gaps in community PMH provision. We do not 
have a seamless, joined-up approach in every 
part of Scotland. The new Health and Social 
Care Partnerships have the potential to remedy 
this. A potential concern is that health and 
social care integration may create, or widen, 
distance between adult and children’s services, 
cutting across the whole family approach that 
is needed for PMH.48 GIRFEC, early intervention 
and support for the named person will be 
high on the agenda of the new integrated 
partnership structures and, with SIGN 127 as 
a guide, perinatal mental health is one area in 
which they can make an immediate practical 
positive difference to the lives of women, 
children and families.

The Scottish Government’s 2020 VISION49 is 
am ambition to achieve:

  A focus on prevention, anticipation and 
supported self-management

  Care, whatever the setting, provided to the 
highest standards of quality and safety

 The person at the centre of all decisions

SIGN 127 looks at how to achieve this within 
PMH so that all pregnant and postnatal 
women with, or at risk of, mental illness 
have equitable access to advice and care 
appropriate to their level of need.50

NICE recommends that local specialist 
multidisciplinary PMH services be established, 
including community and maternity liaison 
teams (or specialised functions within general 
teams in smaller areas) and access to regional 
inpatient specialist services for all women 
requiring admission in the first postnatal year.51 

In keeping with the principles of the Universal 
Pathway, this will enable provision along a 
continuum of needs, from community support 
for low mood, to specialist inpatient provision.52

48J.Brock (2014). Safeguarding Scotland’s vulnerable children from child abuse. A review of the Scottish system. Edinburgh: Children in Scotland.

49http://www.gov.scot/Topics/Health/Policy/2020-Vision

50SIGN 127 (2012) p.18.

5§NICE (2014) Antenatal and postnatal mental health: clinical management and service guidance. NICE clinical guideline 192.

52http://www.gov.scot/resource/doc/1141/0115228.pdf

5 boards have a specialist CPMH service

1 is funded until March 2016

In 2/3 of boards, CPMH services are delivered by generic adult CMHTs 
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Specialist community PMH services

Five health board areas have a specialist CPMH 
service.53 One of these did not respond to our 
survey.

However, not all of these services are secure. 
One is a pilot funded until March 2016.  Two 
of the 5 services are currently recruiting to 
vacancies in Perinatal Psychiatry.  

The staffing structure of the four services for 
which we have information varies in terms of 
disciplinary mix and scale of resource, to suit 
the needs of the different areas. 

PRACTICE EXAMPLE: NHS FORTH VALLEY

NHS Forth Valley developed a multi-disciplinary nurse led perinatal team service supported 
by a Consultant Psychiatrist in 2013. The focus of the team is early intervention, prevention 
and minimisation of mental illness. The model of care is based on a virtual concept.  The 
Advanced Nurse Practitioner is the only full time post, all other members of the team remain 
in their substantive posts with minimum weekly time dedicated to perinatal mental health. 
There is no maximum time limit this is dependent on the individual needs of the women and 
other non-direct clinical activity.   Having members of the perinatal team with substantive 
posts from community mental health teams, liaison psychiatry, the intensive home treatment 
team and inpatient setting allows the team to be flexible, tailoring the level of care to the 
women’s’ need  while avoiding input from multiple teams.  Adopting this approach has 
prevented a lack of human resources for what would be a very small team based on an 
average annual birth rate of 3133 covering a geographical area spanning 984 miles. 

The team accepts referrals for preconception advice, women in the antenatal period, maternity 
liaison and the first six postnatal months. Referrals beyond this timeframe are discussed on an 
individual basis. The team can work with mothers until their infant is 1 year old. 

Care is provided in the outpatient clinic and the home environment. Hospital admission is 
provided locally in a purpose built annex of the general psychiatric ward for women at any 
stage of pregnancy or mothers who are offered but decline admission to the regional mother 
and baby unit and are admitted without their baby.  

When a mother is admitted to the regional mother and baby unit the team liaise with the 
regional unit and provide care on discharge.

53This includes NHS Lothian, which was one of two non-respondents to the survey. The others are in NHS Forth Valley, Grampian, Greater Glasgow & Clyde, and Lanarkshire.

Photography of parent and their baby by Ashley Coombes.
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Service delivery through generic adult CMHTs

In two thirds of Scotland,54 service provision for 
PMH is through generic adult CMHTs.

A number of well-evidenced concerns apply 
where PMH services are delivered through 
general adult psychiatry/CMHTs:

  While generic community mental health 
teams do recognise the need for lower 
thresholds when dealing with problems 
in the perinatal period, thresholds are still 
not as low as specialist perinatal services, 
meaning women may fall through gaps. 
Antenatal anxiety or anxiety disorders are 
generally regarded as too low level for 
generic adult mental health and do not 
meet the referral criteria.55

  Potential risk factors may be missed by 
generic mental health teams; what CMHTs 
may identify as resilience factors, specialist 
PMH teams understand to be possible risk 
factors.56

  Generally CMHTs are not skilled in mother-
infant interaction and will not detect 
problems. 

  Unlike specialist PMH services, they do not 
undertake assessments of women who are 
currently well but at high risk of developing 
difficulties. 

54Eight of the 12 respondent boards.

55Centre for Maternal and Child Health Enquiries (2011). Saving Mothers’ Lives: Reviewing maternal deaths to make motherhood safer: 2006-08. The Eighth report on confidential 
enquiries into maternal deaths in the UK. BJOG, 118(sup.1):1-203. Perinatal Maternal Mental Health Services (2000) Council Report CR88, London: Royal College of Psychiatrists.

56McConachie, S and Whitford, H.,(2009). Mental health nurses’ attitudes towards severe perinatal mental illness. Journal of Advanced Nursing, 65(04):867-876.

Staffing within specialist community PMH services 
Four Scottish health boards

Perinatal Psychiatrist - 8 hours per week  
1 Advanced Nurse Practitioner (1WTE)      
Mental Health Nurses (10)  - 63 hours per week 
Occupational Therapist - 3 hours per week

Perinatal Psychiatrist - 3.75 hours per week        
Mental Health Nurse  - 3.75 hrs per week   
2 PMH Midwives (1WTE)

 Perinatal Psychiatrist (1WTE)   
Nurse Consultant (1WTE)       
Mental Health Nurses (6WTE)             
Psychologist (0.2WTE)             
Nursery Nurse (1WTE)            
plus sessions from a Social Worker and an 
Occupational Therapist

Perinatal Psychiatrist - 15 hours per week   
Mental Health Nurses (1.6 WTE) 
plus 20 ‘link’ CPNs

A

C

B

D
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Perinatal Psychiatrist - 3.75 hours per week        
Mental Health Nurse  - 3.75 hrs per week   
2 PMH Midwives (1WTE)

Depending on where and when they completed 
their pre-registration training, mental health 
nurses will have varying degrees of knowledge 
about PMH.  Once they are in practice they 
are not guaranteed to receive non-accredited 
training and annual updates in PMH to refresh 
their knowledge. 

7 boards provide annual updates and non-
accredited training in PMH for their mental 
health staff.

Five of the 8  respondent boards where service 
is through generic adult CMHTs, have any 
mental health staff with specialist accredited 

training in PMH. However this is not reflected 
in the staffing of generic adult CMH services, 
in terms of dedicated or ring-fenced time for 
PMH within CMHTs. There may be staff with 
accredited training in PMH but they do not 
seem to be in positions where they can apply 
this knowledge. Where ‘link’ members of the 
mental health team are identified to liaise with 
maternity services, one of the common issues 
reported is the constraints where there is no 
ring-fenced time for this purpose. 

Direct clinical time for PMH in generic adult CMHTs

3 out of 8 have dedicated clinical 
time for PMH from a CPN

None from a psychiatrist

None from a psychiatrist

Dedicated/ringfenced strategic time for PMH in generic adult CMHTs

Clinical advice to other professionals for PMH in generic adult CMHTs

Direct clinical time for PMH in generic adult CMHTs

1 has clinical time 
from a psychologist

2 from a CPN

None from a psychiatrist

1 has clinical time from 
a nursery nurse

2 from a psychologist

6 from a CPN 1 from a psychologist
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PRACTICE EXAMPLE: NHS GRAMPIAN

NHS Grampian has two temporary part-time specialist PMH midwifery posts (1WTE), and 
several hours per week dedicated clinical time from a Perinatal Psychiatrist and a specialist 
mental health nurse. These staff hold a weekly outpatient clinic which receives around 
5-10 new referrals each week, with referrals coming roughly equally from obstetricians, 
primary care (health visitors and GPs) and community midwives. The majority are antenatal, 
although with a significant minority of postnatal women. 

The two part-time specialist PMH midwives work alongside the psychiatrist but also have 
their own clinics peripheral to the main centre each month.  

NHS Grampian is a partner of Robert Gordon University in pre-registration education 
programmes for health professionals and its specialist staff make an important contribution 
to curriculum delivery for student midwives, mental health nurses, pharmacy/psychology 
and medical students. There are plans for the specialist midwives to develop non-accredited 
training and annual updates in PMH for other staff within the health board.

Service provision through generic adult CMHTs 
appears to be nurse-led or, in two cases, 
psychologist-led.  One quarter of these health 
boards (2) have dedicated staffing input from 
psychology: one in direct clinical time and 
strategic time, the other in strategic time and 
clinical advice to other professionals.  

From the composition of the CMHT it appears 
that provision in one board area is focused 
on infant mental health rather than perinatal 
mental health, as dedicated clinical time 
comprises psychology and nursery nursing. 

One large rural area has a model established 
around a single part time mental health nurse 
post dedicated to the central coordination of 
support for women with PMH difficulties across 
the board area. This is approached via centrally 
held PMH outpatient clinics and liaison with a 
range of other health professionals including 
midwifery, generic adult psychiatry, psychology, 
and CMHTs but with no other dedicated provision. 

Another board has no dedicated clinical time, 
but strategic time and advice to other health 
professionals dedicated from psychology and 
mental health nursing.

Some boards feel that they do successfully 
manage without any ringfenced resource for PMH :

“There is one part time RMN with the role 
of assessing women at risk providing 
education, sign posting and information to 
women and practitioners.

Whilst we do not provide ring fenced 
resource to PMH the CMHT does have staff 
with experience in this area and cases are 
allocated as required to those individuals.” 

Differences in service delivery in generic 
CMHTs

Generic CMHTs are less likely to have established 
standards for their practice in relation to PMH. 
Half do not have clear Integrated Care Pathways 
in place for women at risk, while a quarter do 
not have established standards for referral 
& management of woman with or at risk of 
mental illness in pregnancy and the postnatal 
period. This covers a range of important issues, 
including pathways and standards for pre-
conception advice, medication advice during 
pregnancy and breastfeeding, the need for lower 
thresholds for referral and case management of 
high risk well women.  

Half of generic CMHTs do not have established 
standards for their team in relation to PMH.  In 
contrast all of these standards are in place in 
specialist community PMH services.
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Certain services to women with PMH illnesses such as specialist outpatient clinics or a Maternity 
Liaison Service are also less likely to be provided by generic CMHTs than by specialist community 
PMH services.

Integrated Care Pathways & 
Standards - does your service have 
the following in place?  

Provision of community  
PMH services

Specialist 
CPMHS (4)

Specialist 
CPMHS (4)

Generic adult  
CMHTs (8)

Generic adult  
CMHTs (8)

A clear PMH ICP for women at risk

Established standards for your  
community PMH team

Established standards for referral & 
management of woman with or at risk of mental 
illness in pregnancy & the postnatal period

Strategic input to development of  
PMH services

Home visits  

Maternity Liaison Service 

PMH outpatient clinics 

Clinical advice to other professionals 

4 
100%

4 
100%

4 
100%

4 
50%

4 
50%

50%100%

100%

75% 62.5

62.5

37.5

87.5

100%

100%

6 
75%
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Development of PMH services

Those boards without a specialist service have 
no plans to develop one in the near future.

However, many areas show an appetite for 
developing their mental health services in line 
with SIGN 127. Over the past decade mental 
health professionals have been proactive in 
initiating service developments, creating a 
national clinical network for PMH in order to 
support this. 

MATERNAL MENTAL HEALTH SCOTLAND

A Scottish Perinatal Mental Health Network 
was established in December 2004, initially 
to develop a perinatal mental health ICP for 
NHS Tayside. The Network was extended to 
include midwives and nursing staff from all 
NHS Boards. 

Now known as Maternal Mental Health 
Scotland, the network has broadened 
its membership and remit and recently 
achieved charitable status with the main aim 
of advancing quality care across the health 
and social spectrum in Scotland, through 
the promotion of research, education, 
service innovation and public awareness. 

Its membership of 56 includes multi-
disciplinary staff from maternity, primary 
care and mental health in every health board 
in Scotland, plus representation from social 
work, the third sector, higher education 
and includes individual women with lived 
experience.  

The Network has held national conferences 
in 2012 and 2013 and development of a 
website in 2014.

www.maternalmentalhealthscotland 

Service developments are taking place in a 
several areas, with different approaches in 
evidence appropriate to the size, needs and 
strengths of health board areas. Smaller boards 
especially are looking at ways to link up better 
and strengthen interdisciplinary working.  This 
may explain why two thirds of boards with no 
specialist service (8 out of 12) said they provide 
strategic input to the development of PMH 
services, despite having no plans to develop a 
specialist service in the near future.57 

PRACTICE EXAMPLES

“Ours is a small board area, so the demand 
is small. However, our intention is to identify 
community mental health nurses with a 
specialist interest in each of the Community 
Adult Teams covering the Health Board area. 
In addition to this, we have a Registered 
Mental Health Nurse identified within the 
In-patient mental health service who will 
be the link nurse. We have also included 
a link registered LD, substance misuse 
nurse, psychologist and psychiatrist with a 
specialist interest in this area. This identified 
cohort of staff will be trained in early 2015 
in issues around PMH and will act as a link 
to each of the teams, midwives and health 
visitors. Our intention is to support these 
staff by encouraging ongoing training and 
peer support, encouraging links with the 
West of Scotland Perinatal Network. An 
identified Team Leader will oversee this 
development. This is a model that has 
worked well locally.” 

“We are planning to strengthen and further 
develop the concept of a ‘virtual team’. We 
have a model of ‘link’ CPNs in each of our 
8 community mental health teams who 
have developed their knowledge and skills 
in PMH and who act as a link to maternity 
and primary care colleagues. We have 
agreement to identify a lead psychiatrist 
for PNMI to work strategically and act as 
a knowledge resource for colleagues but 
have struggled to identify a consultant 
psychiatrist to take this on.” 

57Alternatively, some boards may have interpreted this question as involvement in strategic development at a national level, through involvement of nurse directors or mental health 
leads in Scottish Government working groups or steering groups.
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Audit data about PMH services

It is important to have available basic information 
about processes and practices so that we 
know how these are working. While there are 
significant challenges for data collection, in 
most cases data about PMH-related referrals 
and admissions does not seem to be routinely 
collected and/or shared between professionals.  
A common theme across the boards was the 
difficulty in accessing data. This is discussed 
below in relation to referrals and admissions.

Referrals 

Data collection about PMH referrals to mental 
health services appears to be poor in most 
health boards. Most services said that they did 
not have direct access to this information. This 
comment was typical:

“ We do not routinely collate data specific to 
perinatal mental illness referrals. We would 
need to carry out a specific audit to identify 
this information as reason for referral is not 
automatically linked to postnatal phase”.

All 12 NHS respondent boards said they took 
referrals directly from midwives, health visitors, 
GPs and secondary mental health services.  
However just three were able to provide referral 
data for 2012 and 2013. Of these three, two 
have a specialist PMH service.58

Inpatient admissions

Use of general adult wards

Four boards made admissions to general adult 
wards in 2012 or 2013. One board explained 
that this had been the choice of the mother. 
The other boards provided no reasons, said 
they had no available information or that this 
information was not routinely collected.

Data on women admitted to adult wards, either 
before transfer to, or instead of, an MBU place 
was less easy to obtain and there are question 
marks over the quality of the data returned. 
Four boards were frank about the shortcomings 
in data collection.  One explained that a manual 
case audit would be needed to extract this 
information. Other boards returned a straight 
line of zeros making it unclear whether there are 
no cases, or whether this is a non-response due 
to lack of data. The uncertainty about this data 
is to be expected. Unless it occurs within the 6 
week initial post natal period the admission is 
not recorded as PMH-related.

58One service was not operational in 2012 or 2013 and is excluded from these comments.

Photography Istockphoto.com
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Number of admissions to regional mother and 
baby units

96 women from across Scotland were admitted 
to regional MBUs during 2013, and 107 during 
2012. 

One health board was able to provide accurate 
data about the number of admissions it had 
made to regional Mother and Baby Units. The 
figure below presents the numbers reported 
against those obtained directly from the two 
regional units. Many boards explained their 
figures were estimates as they did not have 
access to, or had difficulty accessing records. 
This is most likely because this information is 
collated by psychiatrists, rather than those who 
provide clinical services. 

Q - How many women did you 
admit to a Regional MBU in 
these two years? 

Actual annual admissions 
data - West of Scotland 
and St John’s MBUs

 2012 2013 2012 2013

Ayrshire & Arran 5 5 3 2

Borders 1 1 5 3

Dumfries & Galloway 2 2 2 0

Fife 0 0 8 3

Forth Valley 2 1 2 1

Grampian 1  na 1 2

Greater Glasgow & Clyde 30 27 32 30

Highland  na  na 4 2

Lanarkshire  na 3 5 1

Lothian*  -  - 38 44

Orkney 0 0  -  - 

Shetland*  -  -  -  - 

Tayside 6 4 7 5

Western Isles 0 1 0 0

Scotland total 47 44 107 96

na=not available/didn’t know

- non-respondent

Photography of parents and their babies by Ashley Coombes.
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Support for a clinical managed network

SIGN 127 recommends that a national 
managed clinical network for PMH should be 
centrally established in Scotland. The network 
should be managed by a coordinating board 
of health professionals, health and social care 
managers, and service users and carers. The 
network should:

Establish standards for the provision of regional 
inpatient specialised mother and baby units, 
community specialised perinatal teams, and 
maternity liaison services.

Establish pathways for referral and management 
of women with, or at risk of, mental illness in 
pregnancy and the postnatal period.

Establish standards for the provision of advice 
and guidance to maternity and primary care 
services on the use of psychotropic medication 
in pregnancy and breastfeeding.

Establish competencies and training resources 
for health professionals caring for pregnant 
or postnatal women with, or at risk of, mental 
illness, at levels appropriate to their need.

Ensure that all pregnant and postnatal women 
with, or at risk of, mental illness have equitable 
access to advice and care appropriate to their 
level of need.

90% of respondent health boards support the 
development of a Clinical Managed Network. (9 
out of 10).59 One of these qualified its support 
by adding that it was not in a position to commit 
to this financially at the current time. Only one 
board said it could not see the benefit.

Two boards did not respond to this question. 

7. RECOMMENDATIONS: SERVICE DESIGN

7.1  The Scottish Government should ensure 
a nationally co-ordinated systematic 
approach by all NHS Boards to developing 
local specialist perinatal mental health 
services. A national perinatal mental health 
managed clinical network should be 
established to provide leadership on this.

7.2   Local multi-professional perinatal mental 
health networks should be established 
in each NHS Board area to promote 
multidisciplinary/agency working, ensure 
clear pathways for referral and assessment, 
and to share skills and knowledge

7.3    Local specialist perinatal mental health 
services should prioritise the ongoing 
management of women and their babies 
who have been discharged from MBU care, 
including the facilitation of early discharge, 
particularly for women who live at a distance 
from their regional MBU

7.4   NHS Boards need to take into account 
demographic, geographic and socio-
economic factors in developing local 
specialist perinatal mental health services. 
There are different models of specialist 
community provision identified in this 
document but, at a minimum, each local 
specialist community perinatal mental 
health service should have:

   Consultant Psychiatrist – with dedicated 
sessions for perinatal mental health 
(the number dependent on birth 
numbers and other demographic 
factors), to provide clinical leadership 
and clinical responsibility for patient 
care and service delivery, expert advice, 
education, service development and 
evaluation

   Advanced Nurse Practitioner (RMN) – a 
dedicated full-time post (in all but the 
smallest NHS Board areas) to provide 
clinical and team leadership, practice 
development across nursing specialities 
(mental health, midwifery and health 
visiting), service development and 
evaluation, expert advice and education

   Dedicated (within a stand alone service) 
or Link CPNs (from existing services) 
with protected time (the number 
dependent on birth numbers and other 
demographic factors)

   Access to psychological therapists, 
either within team for larger NHS Board 
areas, or in liaison with other services for 
smaller areas.

59This is based on responses from 10 health boards.  Two boards delivered a nil response to this question. A further two boards did not take part in the survey of mental health leads.

Photography of parents and their babies by Ashley Coombes.



Find out more about our work at

nspcc.org.uk

facebook.com/nspccscotland @NSPCC_Scotland
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