The profile of consumers and their partners of
a Perinatal and Infant Mental Health (PIMH)

Service in Australia

Abstract

The perinatal period is a time of great vulnerability for many women, in particular
those with a range of psychosocial vulnerabilities and mental health risk factors. This
paper outlines the psychosocial and mental health profile of consumers and their
partners of a Perinatal and Infant Mental Health (PIMH) service in Australia. To
establish the consumer profile we analysed client vulnerabilities and demographical
information maintained over a six year period for 406 consumers. Consumer
information, including mental health problems, psychosocial vulnerabilities and
demographical information, was entered into a standalone database by the allocated
clinicians upon service allocation and throughout treatment. The women accepted by
PIMH presented with an average of nine different vulnerabilities. Frequently
endorsed risk factors included depression (72.66%), anxiety (71.43%), comorbid
depression and anxiety (58.13%), self-harm (past, 7.88%, present, 16.26%), a
history of family mental health issues (39.66%), childhood trauma (57.88%), limited
support (68.84%), relationship conflict with partners (38.92%) and financial stress
(47.29%). The women'’s partners also presented with a range of vulnerabilities, in

particular childhood trauma (34.11%) and mental health issues (30.81%). This study
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contributes to our understanding of the profile of vulnerable women in the perinatal

period, and in particular contributes to the literature by highlighting that in addition to

depression, anxiety, self-harm, and trauma are also significant in PIMH service

delivery.

Keywords: perinatal and infant mental health services, service evaluation, trauma-

focussed care, postnatal depression, psychosocial vulnerabilities, antenatal anxiety

What is known about this topic:

For many women the perinatal period is a time of great social, emotional and
physical vulnerability that can impact profoundly on their sense of identity,
mental health and wellbeing.

The most recognised mental health issue commonly experienced during the
perinatal period is postnatal depression.

Poor maternal mental health and wellbeing can impact negatively on the
mother’s ability to parent and decrease her ability to form an attachment to the

infant.

What this paper adds:

The most commonly reported mental health problems were depression and
anxiety, often experienced comorbidly.

Nearly a quarter of women reported a current or previous history of self-harm
(24.14%).

The women'’s partners presented with a range of vulnerabilities, in particular

childhood trauma and mental health issues.



Perinatal and Infant Mental Health (PIMH) is an emerging speciality that focuses on
the psychiatric wellbeing of pregnant women and their families during the perinatal
period. The perinatal period refers to the period immediately before and after birth,
and generally includes pregnancy and the first 12 months after birth (Austin et al.,
2012, Khan, 2015, beyondblue, 2008). For many women the perinatal period is a
time of great social, emotional and physical vulnerability that can impact profoundly
on their sense of identity, mental health and wellbeing (Austin et al., 2007a, Doucet

et al., 2012, Healey et al., 2013, Monzon et al., 2014).

Perinatal mental health problems are estimated to affect up to 20 per cent of women
(Bauer et al., 2014, Khan, 2015). In Australia it is estimated that nine per cent of
women have pre-natal depression and 16 per cent develop postnatal depression
(beyondblue, 2008). Across Australia and the United Kingdom perinatal mental
health problems is the leading cause of indirect maternal death (AIHW, 2015, Khan,
2015). The Australian Institute of Health and Welfare reports on the key causes of
maternal death in Australia in 2008—2012 and notes that out of 16 psychosocial-
related deaths, 12 were suicide (AIHW, 2015). The susceptibility to psychosocial
distress and mental health problems during the perinatal period is higher for women
with vulnerabilities, in particular a history of mental health problems, substance use
disorder, childhood abuse and domestic violence (Grant et al., 2012, Blegen et al.,
2012, Price & Cohen-Filipic, 2013, Muzik & Borovska, 2010, Khan, 2015, Monzon et

al., 2014, Healey et al., 2013).



The mental health and wellbeing of women during the perinatal period impacts on
women themselves, (Yelland et al., 2010), their infants (Siegenthaler et al., 2012)
and their family life (Edge et al., 2004, Meltzer-Brody, 2011, Sampson et al., 2013).
Poor maternal mental health and wellbeing can impact negatively on the mother’s
ability to parent and decrease her ability to form an attachment to the infant (Kenny
et al., 2013, Lavi et al., 2015, NSW Department of Health, 2009c, Jonas et al., 2015,
Loman & Gunnar, 2010, Mercer, 2015). Poor maternal mental health and mother-
infant attachment can substantially affect the infant’'s own mental and physical
health, as well as their projected emotional and psycho- social development (Curley
& Champagne, 2015 , Kundakovic & Champagne, 2015, Loman & Gunnar, 2010,
Numan & Young, 2016, Bee et al., 2013). The adverse outcomes for the infant can
continue throughout childhood and adulthood (Howe et al., 2012, Siegenthaler et al.,
2012, Bee et al., 2013, Curley & Champagne, 2015 , Kundakovic & Champagne,

2015, Numan & Young, 2016).

Pregnant women with multiple psychosocial risk factors are in need of early
intervention services to reduce their level of vulnerability and improve mental health
outcomes for the women themselves, their infant and the family as a whole (Doucet
et al., 2012, Hall & van Teijlingen, 2006, Rothera & Oates, 2008, Austin et al., 2007a,
Mares et al., 2011, Siegenthaler et al., 2012, beyondblue, 2008). Increasingly,
interventions during the perinatal period demonstrate positive outcomes in terms of
maternal mental health and women’s confidence in their ability to care for their infant
(Tandon et al., 2011, Tandon et al., 2014, Myors et al., 2014, Coates et al., 2016,

Rothera & Oates, 2008). In response to this increased recognition, early intervention



programs for perinatal mental health has become a priority internationally (Bauer et

al., 2014) and nationally (beyondblue, 2008).

In Australia, at a national level, this increased recognition has led to the development
of the National Perinatal Depression Initiative (NPDI) in 2008 which is a national
approach to promotion, prevention, early intervention and treatment through the
implementation of routine screening and services for those women at risk of, or
experiencing perinatal mental health disorders (Highet & Purtell, 2012). At a State
level, in 2009 the NSW Health/Families NSW Supporting Families Early Safe Start
initiative was introduced to promote an integrated approach to the care of women,
their infants and families in the perinatal period. Safe Start includes the universal
psychosocial risk assessment and depression screening which identifies women at
risk of perinatal depression and infant attachment problems antenatally and
postnatally. Within this framework, in NSW, all women receive routine psychosocial
assessment and depression screening during the perinatal period to assist health
professionals identify and refer women who are at risk of poor perinatal mental
health outcomes to specialised or secondary services (NSW Department of Health,
2009c, Austin et al., 2012, NSW Department of Health, 2009a). These initiatives
have contributed to the establishment of perinatal and infant mental health (PIMH)
services in NSW. PIMH services provide a range of interventions with regard to
mental health and attachment to enhance maternal wellbeing and functioning and
support the development of a positive parent-infant relationship (NSW Department of
Health, 2009c, NSW Department of Health, 2010). This paper outlines the profile of

consumers of the Gosford PIMH service in NSW, Australia.



Service Setting

The Gosford PIMH service is a perinatal mental health service governed by the
Central Coast Local Health District (CCLHD) for at-risk women, their partners and
infant. The team provides an outreach service that is strengths-based, trauma-
informed and family focussed. The interventions provided are informed by the
individual needs of woman and her family, and the management of mental health in
the perinatal period, preparation for birth in the context of managing mental health
symptoms, support for the transition to parenting, psych-education and parenting
training, the promotion of a secure parent-infant attachment, support around the
strengthening of family relationships, enhancement of protective factors, and a range
of individualised therapeutic interventions. PIMH clinicians work closely with a range
of services, including GPs, maternity services, child and family health services, adult
mental health services, non-government services, drug and alcohol services and
child protection services. The PIMH service is staffed by four clinicians from
multidisciplinary backgrounds who have access to a perinatal psychiatrist as
required. Treatment can be provided up to the infant’s first birthday, with an average

service involvement of nine months.

There are two different referral pathways into the PIMH service. Clients of the acute
mental health service of Central Coast Mental Health can be referred at any point
during the perinatal period, antenatally or postnatally. The second, and more
common, pathway is through maternity services. Women can be referred to the
service through maternity if they are identified as at-risk following the Safe Start

psychosaocial risk and depression screening during the routine antenatal booking in



visit. PIMH prioritises women who present with high levels of complexity including a
history of mental health problems. Given high demand and limited resources, of
those women who meet PIMH service criteria approximately two thirds are able to be

allocated, with the remainder referred to other services or private practitioners.

The Gosford PIMH service has a strong commitment to service evaluation and
improvement, and a previous evaluation highlights the effectiveness of this service
from the perspective of consumers (Coates et al., 2016). It remains unclear what the
profile of women accepted by this service is, and this needs to be established to
inform ongoing PIMH service development. To determine the consumer profile we
analysed consumer demographical information and vulnerabilities, including
information about current and past mental health and substance abuse, as well as

partner vulnerabilities. This is the focus of this paper.

Method

Consumer data was collected by the PIMH service over a six year period, between
July 2010 and June 2016. Over this period, for reporting purposes, consumer
information was entered into a standalone database after the consumer was
accepted by the service and at various stages of treatment, as the information
became available. Upon PIMH service allocation, the allocated PIMH clinician
entered the information obtained during the screening and referral process (as
documented in the referral documentation), including demographical information, into
the database. To create a database that could adequately capture the range of
vulnerabilities women presented with, a comprehensive list of vulnerabilities was

compiled based on the examples and guidelines provided in the Families NSW-
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Supporting Families Early Package (NSW Department of Health, 2009a, NSW
Department of Health, 2009b) (see Table 1). To capture partner vulnerabilities, a list
of key vulnerabilities were created based on their perceived clinical significance (i.e.
to help identify a partner’s capacity to support the mother and infant) (see Table 2).
The PIMH clinician selected true or false against the listed vulnerabilities for every
consumer and partner at service allocation, and updated this information throughout

treatment as new consumer or partner information became available.

To collect the information entered into the database a number of different methods
were used. Information specific to the mother was collected through: a) the
Edinburgh Postnatal Depression Scale (EPDS) completed by the consumer at
routine antenatal booking in visit, b) the maternal Safe Start psychosocial
assessment also completed at antenatal booking in, and c) clinical assessment
conducted by the allocated clinician and/or perinatal psychiatrist. Information specific
to the partner consists of observations made by the clinicians and self-reports of the

partner himself throughout treatment.

The Edinburgh Postnatal Depression Scale (EPDS)

As part of the Safe Start screening process, women are screened for depression
using the Edinburgh Postnatal Depression Scale (EPDS). It is a ten item self-report
guestionnaire in which women are asked to rate how they felt over the past seven
days. Each question is scored 0-3, producing a total score out of 30. An antenatal
EPDS score of 13 or greater indicates probable minor depression, and a score of 15

or greater indicates probable major depression.



The EPDS is the most widely used screening tool for postpartum depression (Gibson
et al., 2009), and has appropriate psychometric characteristics for screening of
depression in the antenatal period (Cox et al., 1987, Murray & Carothers, 1990,
Kozinszky & Dudas, 2015). A systematic review by Kozinszky and Dudas (2015)
identified that out of eleven antenatal validation studies sensitivity (correctly
identifying true cases) and specificity (correctly identifying people without the

condition) varied between 64-100% and 73-100% respectively.

Safe Start maternal psychosocial assessment

In addition to the EPDS, during the routine antenatal booking in visit women are
screened with the Safe Start psychosocial assessment tool. The psychosocial
assessment captures a women’s level of vulnerability through the consideration of
risk and resilience factors (NSW Department of Health, 2009a, NSW Department of
Health, 2009b). During this assessment, risk factors are considered across a number
of domains and categorised as into three levels of risk: Level 1: no vulnerabilities
detected; Level 2: predominantly social issues such as a lack of social support,
unemployed partner, and unstable housing; and Level 3: complex risk factors such
as maternal mental health problems, domestic violence and drug and alcohol abuse.
Given the complexity of risk and resilience factors in determining a women’s level of
service need, any woman with multiple Level 2 or any Level 3 vulnerability are
discussed at a Safe Start multi-disciplinary meeting where recommendations for
service referral, including to the PIMH team, are made. From this meeting, women
can be referred to the PIMH Gosford service if clinically indicated and allocated to a

clinician.



Clinical observations at assessment and throughout treatment

While in first instance the allocated clinician populated the database based on the
information gathered during the screening process, this information was updated and
added to as additional information is uncovered during the PIMH assessment and
ongoing treatment. Clinical judgement is integral to interpreting EPDS scores and the
Safe Start psychosocial assessment outcomes, and where appropriate, clinicians, in
consultation with the perinatal psychiatrist, amended the information entered into the
database to reflect clinical assessment outcomes and treatment observations.
Additional clinical information, such as information around previous and current
experience of the birth and breastfeeding, was entered into the database at various
points throughout care. Collecting this information was considered important given
that current and previous birth experience and breastfeeding have been implicated in
the development of mental health issues in the postnatal period (NSW Department of

Health, 2009Db).

Partner vulnerabilities were entered into the database as they were uncovered. As
the PIMH team provides support to the entire family (where appropriate or possible),
as to develop appropriate treatment plans that meet the needs of the family as a
whole, assessing partner vulnerability was considered important. Partner information
entered into the database consists of observations made by the clinicians and self-

reports of the partner himself throughout treatment.

The dataset, which was managed in Microsoft Access, was extracted to a Microsoft

Excel file and analysed descriptively using Microsoft Excel 2010.
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Ethical approval was not required as the project was reviewed by the CCLHD
Research Governance Office to be exempt from ethical review by a Human
Research Ethics Committee and deemed as a Quality Assurance or Evaluation
Activity as per criteria set by NSW Health (2007). The project was reviewed and
authorised by the delegated representative of the organisation, the Director of
Clinical Governance, in line with the Health Records and Information Privacy Act
(HRIP Act) (2002), Ethical Considerations in Quality Assurance and Evaluation
Activities developed by the National Health and Medical Research Council (NHMRC)

(2014) and the National Statement on Ethical Conduct in Research (2015).

Results

Over a six year period (between July 2010 and June 2016), data was captured for
406 consumers. While this data is representative of the PIMH consumer cohort and
captures the vast majority of PIMH consumers during this time, it does not necessary
capture every single consumer and partner that has been seen by this service during
this time period. As this data was collected in a health setting, there are variable

rates of missing data.

Women accepted by the service were aged between 14 and 47 years of age, with an
average age of 26 years (N= 391; SD= 6.36). The mean gestational age at the point
of referral was 22 weeks (N=266; SD= 7.03), ranging from 5 to 39 weeks. In addition,

fourteen women (5.26%) were accepted postnatally. Just under a quarter of women
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were pregnant with their first child (N=173, n=43, 24.86%). The remainder already
had one child (n=65, 37.57%), two children (n=41; 23.70%), or between three and
five children (n=24; 13.87%). The majority of the women were in a defacto
relationship (51.42%; n=127; N=247) or married (23.48%; n=58; N=247). The
remaining were either separated (7.69%; n=19; N=247) or single (17.41%; n=43;

N=247).

The women accepted by PIMH presented with a range of vulnerabilities. On average
women presented with just under nine different vulnerabilities, but some presented
with as many as 26. The vast majority of women presented with three or more
vulnerabilities (96.06%), with the majority of these having at least five vulnerabilities

(78.33%).

Insert Table 1: Prevalence of vulnerabilities for PIMH Gosford consumers.

The vast majority of PIMH consumers reported current mental health problem(s)
(93.10%). Only a very small minority reported no experience of mental health
problems (3.69%) or only a past experience (3.20%). The most commonly reported
mental health problems at the clinical interview were depression (72.66%), closely
followed by anxiety (71.43%). As noted, the women’s risk factors or vulnerabilities
were primarily identified through the Safe Start psychosocial assessment and the
PIMH clinical assessment, and, in addition, the EPDS measure was used to screen
for depression. For those women accepted by PIMH, the mean EPDS score was

13.0 (N=293; SD= 5.87; range: 1 to 28). Over half of this sample were identified as
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having depression, either probable minor depression (score >13) (8.19%; n=24) or

probably major depression (score >15) (46.08%, n=135).

The data indicates high levels of psychiatric comorbidity. Of those women with a
current episode of mental ill health, 20.63% experienced only one mental health
problem, 40.48% experienced two, and 38.89% reported three or more mental health
problems. In particular, the findings indicate high rates of comorbid anxiety and
depression. The majority of women in this sample with depression as assessed at
clinical interview (n=295) also reported anxiety (80.00%, n=236). For over half of
these (57.63%) their level of depression as well as anxiety is classified as moderate

to severe.

Nearly a quarter of women reported a current or previous history of self-harm
(24.14%). Thoughts of self-harm was captured by question 10 of the EDPS which
asks women to rate if they have considered self-harm on a scale from ‘yes, quite
often’ to ‘never’. Responses to this question were recorded for 70 women, of which
50% said ‘never’, 30% ‘hardly ever’, 17.14% ‘sometimes’, and 2.86% (2) ‘quite often’.
During the clinical assessment and treatment PIMH clinicians identified that 16.26%

engage in current actual self-harm.

In terms of Intergenerational vulnerabilities, nearly 40% reported a family history of
mental health problems and nearly 60% reported a history of childhood trauma
(52.71% emotional trauma, 28.08% childhood physical trauma, 26.53% childhood

sexual trauma).
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Women also reported significant social and relationship vulnerability. Nearly 70%
had limited practical and/or emotional support, with nearly half of these (49.77%)
having neither practical nor emotional support. This is interesting given that almost
three quarters of these women lived with a partner, who was, for the vast majority,
the biological father. A high number of those women with a partner reported
relationship conflict (38.92%), and current (21.48%) or previous domestic violence
(26.35%). These rates may be even higher given the tendency of women to

underreport domestic violence.

Furthermore, as per Table 2 below, the partners themselves presented with a range

of vulnerabilities, impacting on their ability to provide support.

Insert Table 2: Prevalence of partner vulnerabilities

The women in this sample also experienced significant socioeconomic
vulnerabilities. Almost half (47.29%) reported financial stress. Many of these were
single parent households, or women who lived with partners who were unemployed.
Over eight percent of partners were unemployed. Just under a third of women
reported geographical isolation (30.05%), and limited access to transport (31.58%).
Just under a quarter lived in unstable housing, and lived either in a refuge, with

parents, friends or relatives.

In terms of vulnerabilities related to birth experiences and breastfeeding, 35.81% of
those in the sample who have had previous births (N=148) reported a negative birth

experience. In terms of the current birth experience, of the women in this sample that
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we have data for regarding the delivery method (N=177), 67.61% had a vaginal birth
(including assisted delivery) and 32.39% a caesarean section. There were few
neonatal complications, with the exception of premature birth for 7.64% of babies
(N=157). Seventeen percent the current sample did not breastfeed at all. Only

41.48% (N=135) breasted for over 4 weeks.

Discussion

The findings show that the women accepted by PIMH presented with a wide range of
vulnerabilities and health mental issues, in particular depression (72.66%), anxiety
(71.43%), and comorbid depression and anxiety (58.13%). The vast majority of
PIMH consumers experience mental health problem(s) (93.10%), with eighty percent
of those experiencing multiple mental health problems. While this level of
comorbidity is much higher than population estimates which indicate that about one
guarter of people with mental health problems have more than one mental health
problem (Commonwealth of Australia, 2009), high levels of comorbid anxiety and
depression in this population is consistent with the literature (Reck et al., 2008,

Wenzel et al., 2003).

The prevenance of depression (Healey et al., 2013, Williams et al., 2014) as well as
anxiety during the perinatal period (Reck et al., 2008, Wenzel et al., 2003) is well
established in the literature. While estimates vary, evidence indicates that anxiety
disorders in the perinatal period are as, or even more, prevalent than depressive
disorders (Wenzel et al., 2003, Glasheen et al., 2009, Williams et al., 2014, Yelland

et al., 2009), but are often under reported (Highet et al., 2011). Despite increasing
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evidence, the prevalence of perinatal anxiety continues to be less recognised, by
health professionals as well as the wider community, than the likelihood of
depression, in particular postnatal depression (Highet et al., 2011). This is of
concern, in particular given that antenatal anxiety is an identified risk factor for

postnatal depression (Austin et al., 2007b, Robertson et al., 2004).

The tendency for mental health screening to focus on depression, for example, as
per the use of the EPDS as the standard mental health screening tool used by Safe
Start, obscures the likelihood that comorbidities such as anxiety are adequately
identified (Yelland et al., 2009). One of the critiques of the EPDS depression
screening tool is that it lacks sensitivity and fails to differentiate adequately between
anxiety and depression (Rowe et al., 2008, Gibson et al., 2009). While our study
identified high rates of anxiety, the way in which this was identified was not only
through the Safe Start psychosocial screening but also the assessment conducted
by a PIMH clinician following allocation. Nonetheless, despite this additional
assessment process, it is possible that the prevalence of anxiety is still
underreported in comparison to depression. Population data indicates that the
prevalence of anxiety for women (13%) is slightly higher than depression (10.4%)
(Australian Bureau of Statistics, 2014-2015). Highet et al. (2011) calls for a need to

increase awareness of perinatal anxiety and our local data supports this agenda.

The prevalence of self-harm in this sample is also of note with around a quarter
reporting experience of self-harm. The high rates of self-harm reported here is
consistent with other studies (Healey et al., 2013, Myors et al., 2015). Myors et al.

(2014) reported that 22.5% of women reported self-harm during the antenatal
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psychosocial assessment to maternity staff, increasing to 31.6% during the
assessment completed by a PIMH clinician following allocation. Similarly, Healey et
al. (2013) reported that initial screening identified 10% of women who disclosed a
history of self-harm, with this number increasing to 50% once the women were

accepted by the PIMH service.

The prevalence of self-harm in this population is significantly higher than the lifetime
prevalence of self-harm in the Australian general population of around 8.1% (Martin
et al., 2010). While there is evidence that suggests that pregnant women are
generally less likely to self-harm compared to age-matched, non-pregnant women
(Lindahl et al., 2005, Shadigian & Bauer, 2005), our findings make sense given that
for this population self-harm is experienced comorbidly with anxiety and/or
depression. It is well established that deliberate self-harm commonly occurs
comorbidly with anxiety and depression or other mental health issues (Martin et al.,
2010). Consistent with our findings, Healey et al. (2013) also reported depression,
anxiety and a history of self-harm as the most common mental health problems at
referral to a PIMH service in the UK. Healey et al. (2013) argue that despite an
increased recognition around the prevalence of self-harm in the perinatal period,
there is a paucity of research on perinatal self-harm, and there is need for further

investigation.

Our study also identifies high rates of intergenerational vulnerability. A high
percentage of the sample reports a family history of mental health issues, as well as
childhood trauma. As noted previously, it is well established that family mental health

problems increases an individual’s risk of developing mental health problems

17



themselves (Hosman et al., 2009, Dean et al., 2010, Reupert et al., 2012). This
increased risk is mediated by both genetic and environmental factors, with studies
showing adverse outcomes for children of parents with mental health problems in
both adoptive and biological families (Reupert et al., 2012, Siegenthaler et al., 2012).
Parents with mental health problems may struggle to cope with their parental roles,
which can impact negatively on a child’s development (Reupert et al., 2012, Pape &
Collins, 2011). The high rate of childhood trauma reported by this sample suggests

that for many of the women in this sample this may have been their experience.

Consistent with the increasingly recognised relationship between mental health
issues and childhood trauma (Coates, 2010, Bateman et al., 2013), nearly 60% of
this sample reported a history of childhood trauma, mostly experienced comorbidly
with mental health issues. The high level of childhood trauma reported by this
sample is consistent with, but higher than, findings reported by other studies. For
example, Myors et al. (2014) reported that 34% of PIMH consumers had a history of
childhood trauma. The adverse impact of childhood trauma on parenting behaviour,
and in turn on outcomes for children is well established (O'Dougherty Wright et al.,
2012, Coates, 2010, Zvara et al., 2015, Ammerman et al., 2012). The significance of
trauma in PIMH service delivery was also identified by a qualitative study of this
PIMH service that captured the perspectives of discharged consumers (Coates et al.,
2016). This study found that discharged consumers identified trauma, in particular
dealing with past trauma through their engagement with the service, as most
significant to their experience of care (Coates et al., 2016). The importance of

delivering mental health interventions that are trauma-informed is increasingly
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recognised and critical to mental health reform agendas (Mental Health Commission,

2014).

The women in this study also experienced significant social and relationship
vulnerability. A large percentage of women reported limited support and relationship
conflict including current and previous domestic violence. Furthermore, the partners
themselves presented with a range of vulnerabilities, impacting on their ability to
provide support. Many of the women in this sample are “being supported” by
partners who are themselves vulnerable and in need of services. Not only does
such limited support put these women at increased risk of developing postnatal
depression (Highet et al., 2011), the absence of a supportive father who can buffer
the negative impact of maternal depression further increases the level of risk that

children are exposed to (Reupert et al., 2012).

In terms of socioeconomic vulnerability, almost half of this sample reported financial
stress. While high rates of poverty and social disadvantage is reflective of the local
government area (Council of Social Service of New South Wales, 2014), the
unemployment rate (over 8% of partners are unemployed) is around double that of
local (4-5%) and national (3.7%) estimates (Australian Bureau of Statistics, 2014-
2015, Australian Bureau of Statistics, 2011). Nonetheless, the unemployment rate of
this sample is on par with unemployment rate for people with a mental or behavioural
condition (8.4%) (Australian Bureau of Statistics, 2014-2015). Over thirty percent did
not have a vehicle, which is much higher than estimates which indicate that 8.75% of
people in this local government area do not have a vehicle (Australian Bureau of

Statistics, 2011). Also adding to socioeconomic vulnerability is the young age of the
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women in this sample. The average age of 26 reported here is lower than the
average age of birthing women in NSW and nationally, which is approximately 30 (Li
et al., 2013). Maternal age is an important risk factor for negative perinatal

outcomes, with younger mothers at increased risk (Li et al., 2013).

In terms of vulnerabilities related to previous birth experience and breastfeeding,
around one third of women reported a negative previous birth experience, which is
higher than general population estimates. A Canadian study found that out of a
sample of 6421 women, 9.3% reported perceived negative birth experiences
(Smarandache et al., 2016). Complicated and traumatic previous birth experience
can lead to high childbirth-fear and other mental health problems (Toohill et al.,

2014, NSW Department of Health, 2009b).

Relatedly, our data pertaining to the current birthing method and breastfeeding
experience of PIMH consumers is mostly consistent with population data. As noted,
67.61% had a vaginal birth (including assisted delivery) and 32.39% a caesarean
section. This is consistent with Australian data of 67.1% and 32.9% respectively (Li
et al., 2013). The prevalence of neonatal complications in this sample (7.64%) is also
on par with national data that shows that 7.6% of all births in New South Wales in
2013 were premature (less than 36 weeks) (Australian Institute of Health and
Welfare 2016). The rates of breastfeeding in this sample (17.04% did not breastfeed)
is slightly lower than general population estimates of 9.9% (Centre for Epidemiology
and Evidence, 2016). Around 40 percent breastfed for over four weeks, which is also
lower than Australian general population data of 74.6% (Australian Institute of Health

and Welfare, 2011).
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Limitations

One of the limitations of this study is that the data was collected in a clinical setting,
so there are variable rates of missing data. While as far as we are aware clinicians
diligently entered the data as information became available, as this data was
collected over a six year period there may be variations in the way in which the data
was entered or data fields interpreted, in particular around vulnerabilities.
Furthermore, this data is limited to the extent that is dependent on what consumers
reported, and certain data points may be limited in their reliability. For example,
issues such as alcohol or drug use or domestic violence may be underreported as
consumers may be reluctant to disclose this information out of fear of child protection
involvement. For example, less than three percent of women reported current
alcohol use, which is questionable given that evidence indicates that around 42% of
women consume alcohol while pregnant (Australian Institute of Health and Welfare,
2014). Nonetheless, most of the data seems reliable, for example, the prevalence of
reported illicit drug (11.08%) seems reasonable given that, as expected, this is much
higher than national estimates of 2.2% (Australian Institute of Health and Welfare,

2014) or 6% (Ludlow, 2010).

Conclusion

The high prevalence of vulnerabilities reported by this study highlights the
significance of early intervention services and supports the importance of routine
screening during pregnancy with regard to psychosocial vulnerabilities and mental

health risk.
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The findings show that the women accepted by PIMH present with a range of risk
factors, in particular a personal or family history of mental illness health problems
and a history of childhood trauma. More specifically, our data shows that anxiety is
as significant a vulnerability as depression for this population, and often experienced
comorbidly with depression. While the importance of screening for depression during
the perianal period is well recognised and established, less established is the
significance of anxiety for this population. It may be valuable to screen specifically for
anxiety, in particular given that higher levels of anxiety during pregnancy are

predictive of postpartum depressive symptomology.

This study also highlights the prevalence of self-harm in the perinatal period and
calls for greater consideration of this risk factor in service development and further
research in this area. The high rates of childhood trauma reported in this study echo
previous calls for PIMH services to be trauma-informed in practice, and provide
further evidence in support of the mental health reform agenda towards recovery

oriented and trauma informed mental health care.

This study contributes to our understanding of the profile of vulnerable women in the
perinatal period and helps inform service development and delivery. Insight into the
nature and prevalence of vulnerabilities of PIMH consumers and their partners can
help inform the development of PIMH models of care and interventions that

adequately meet the needs of this population.

22



References

AIHW (2015) Maternal deaths in Australia_ 2008-2012, Australian Institute of Health and Welfare,
Canberra.

Ammerman, R. T., Shenk, C. E., Teeters, A. R., Noll, J. G., Putnam, F. W. & Van Ginkel, J. B. (2012)
Impact of Depression and Childhood Trauma in Mothers Receiving Home Visitation. Journal
of Child and Family Studies, 21, 612-625.

Austin, M. P., Kildea, S. & Sullivan, E. A. (2007a) Maternal mortality and psychiatric morbidity in the
perinatal period: challenges and opportunities for prevention in the Australian setting. The
Medical Journal of Australia, 186, 364.

Austin, M. P., Reilly, N. & Sullivan, E. A. (2012) The need to evaluate public health reforms: Australian
perinatal mental health initiatives. Australian and New Zealand Journal of Public Health, 36,
208-211.

Austin, M. P., Tully, L. & Parker, G. (2007b) Examining the relationship between antenatal anxiety
and postnatal depression. J Affect Disord, 101, 169-174.

Australian Bureau of Statistics (2011) NSW Bureau of Transport Statistics - Key Socio-Demographic
and Transport Indicators by Local Government Area (LGA) and Region.

Australian Bureau of Statistics (2014-2015) National Health Survey Australia - First Results.

Australian Institute of Health and Welfare (2011) 2010 Australian National Infant Feeding Survey:
indicator results. AIHW, Canberra.

Australian Institute of Health and Welfare (2014) National Drug Strategy Household Survey detailed
report:2013. Drug statistics no. 28. Cat. no. PHE 183. Canberra: AIHW.

Australian Institute of Health and Welfare (2016) Perinatal Data.

Bateman, J., Henderson, C. & Kezelman, C. (2013) Trauma informed care and practice: Towards a
cultural shift in policy reform across mental ehalth and human servcies in Australia, A
National Strategic Direction, Position Paper and Recommendations of the National Trauma-
Informed Care and Practice Advisory Working Group. Mental Health Coordinating Council.

Bauer, A., Parsonage, M., Knapp, M., Lemmi, V. & Adelaja, B. (2014) The costs of perinatal mental
health problems Centre for Mental Health, London.

Bee, P., Berzins, K., Calam, R., Pryjmachuk, A. & Abel, K. M. (2013) Defining quality of life in the
children of parents with severe mental illness: A preliminary stakeholder-led model. PLoS
One, 8.

beyondblue (2008) Perinatal Mental Health: National Action Plan 2008-2010.

Blegen, N. E., Hummelvoll, J. K. & Severinsson, E. (2012) Experiences of motherhood when suffering
from mental iliness: A hermeneutic study. International Journal of Mental Health Nursing,
21, 419-427.

Centre for Epidemiology and Evidence (2016) New South Wales Mothers and Babies 2014. NSW
Ministry of Health, Sydney.

Coates, D. (2010) Impact of Childhood Abuse: Biopsychosocial Pathways Through Which Adult
Mental Health is Compromised. Australian Social Work, 63, 391 — 403.

Coates, D., Davis, E. & Campbell, L. (2016) The experiences of women who have accessed a perinatal
and infant mental health service: A qualitative investigation. Advances in Mental Health.

Commonwealth of Australia (2009) Fourth National Mental Health Plan: An agenda for collaborative
government action in mental health 2009-2014. Australian Government, Department of
Health and Ageing.

Council of Social Service of New South Wales (2014) Poverty in New South Wales: Anti-Poverty Week
Statement.

Cox, J. L., Holden, J. M. & Sagovsky, R. (1987) Detection of postnatal depression. Development of the
10-item Edinburgh Postnatal Depression Scale. The British journal of psychiatry : the journal
of mental science, 150, 782.

23



Curley, J. P. & Champagne, F. A. (2015 ) Influence of maternal care on the developing brain:
Mechanisms, temporal dynamics and sensitive periods. . Frontiers in Neuroendocrinology.

Dean, K., Stevens, H., Mortensen, B. & al, e. (2010) Full spectrum of psychiatric outcomes among
offspring with parental history of mental disoder. Arch Gen Psychiatry, 67, 822-829.

Doucet, S., Letourneau, N. & Blackmore, E. R. (2012) Support needs of mothers who experience
postpartum psychosis and their partners. . Journal of Obstetric, Gynecologic, & Neonatal
Nursing, 4, 236-245.

Edge, D., Baker, D. & Rogers, A. (2004) Perinatal depression among black Caribbean women. Health
and Social Care in the Community, 12, 430-438.

Gibson, J., McKenzie-McHarg, K., Shakespeare, J., Price, J. & Gray, R. (2009) A systematic review of
studies validating the Edinburgh Postnatal Depression Scale in antepartum and postpartum
women. Oxford, UK.

Glasheen, C., Richardson, G. & Fabio, A. (2009) A systematic review of the effects of postnatal
maternal anxiety on children. Arch Women's Mental Health, 13, 61-74.

Grant, K. A., Bautovich, A., McMahon, C., Reilly, N., Leader, L. & Austin, M. P. (2012) Parental care
and control during childhood: Associations with maternal perinatal mood disturbance and
parenting stress. Archives of Women's Mental Health, 15, 297-305.

Hall, J. L. & van Teijlingen, E. R. (2006) A qualitative study of an integrated maternity, drugs and
social care service for drug-using women. BMJ: British Medical Journal, 6, 1.

Healey, C., Morriss, R., Henshaw, C., et al. (2013) Self-harm in postpartum depression and referrals
to a perinatal mental health team: an audit study. Official Journal of the Section on Women's
Health of the World Psychiatric Association, 16, 237-245.

Health Records and Information Privacy Act (2002) NSW Legislation No 71. NSW Government.

Highet, N. J., Gemmill, A. W. & Milgrom, J. (2011) Depression in the perinatal period: awareness,
attitudes and knowledge in the Australian population. Australian and New Zealand Journal
of Psychiatry, 2011, Vol.45(3), p.223-231, 45, 223-231.

Highet, N. J. & Purtell, C. (2012) The National Perinatal Depression Initiative: A synopsis of progress
to date and recommendations for beyond 2013. beyondblue, the national depression and
anxiety initiative., Melbourne.

Hosman, C., Van Doesum, K. & Van Santvoort, F. (2009) Prevention of emotional problems and
psychiatric risks in children of parents with a mental illness in the Netherlands: I. The
scientific basis to a comprehensive approach. Australian e-Journal for the Advancement of
Mental Health, 8.

Howe, D., Batchelor, S. & Bochynska, K. (2012) Prevalence of parents within an adult mental health
service: Census results 2008-2011. Australas Psychiatry, 20, 413-418.

Jonas, W., Atkinson, L., Steiner, M., Meaney, M. J., Wazana, A. & Fleming, A. S. (2015) Breastfeeding
and maternal sensitivity predict early infant temperament. Acta Paediatrica, 104, 678-686.

Kenny, M., Conroy, S., Pariante, C., Seneviratne, G. & Pawlby, S. (2013) Mother-infant interaction in
mother and baby unit patients: Before and after treatment'. Journal of Psychiatric Research,
47,1192-1198.

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

Kozinszky, Z. & Dudas, R. (2015) Validation studies of the Edinburgh Postnatal Depression Scale for
the antenatal period. J Affect Disord, 176, 95-105.

Kundakovic, M. & Champagne, F. A. (2015) Early-life experience, epigenetics, and the developing
brain. Neuropsychopharmacology, 40, 141-153.

Lavi, I., Gard, A. M., Hagan, M., Van Horn, P. & Lieberman, A. F. (2015) Child-Parent Psychotherapy
Examined in a Perinatal Sample: Depression, Posttraumatic Stress Symptoms and Child-
Rearing Attitudes. Journal of Social and Clinical Psychology, 34, 64-82.

Li, Z., Zeki, R., Hilder, L. & Sullivan, E. A. (2013) Australia's mothers and babies 2011. Perinatal
Statistics Series. AIHW National Perinatal Epidemiology and Statistics Unit.

24



Lindahl, V., Pearson, J. L. & Colpe, L. (2005) Prevalence of suicidality during pregnancy and the
postpartum. Archives of Women’s Mental Health, 8, 77-87.

Loman, M. M. & Gunnar, M. R. (2010) Early experience and the development of stress reactivity and
regulation in children. . Neuroscience & Biobehavioral Reviews, 34, 867-876.

Ludlow, J. (2010) Substance abuse in pregnancy. 0&G Magazine, The Royal Australian and New
Zealand College of Obstetricians and Gynaecologists, 12, 31-34.

Mares, S., Newman, L. & Warren, B. (2011) Clinical Skills in Infant Mental Health: The first three
years, Acer., Camberwell, Victoria.

Martin, G., Swannell, S. V., Hazell, P. L., Harrison, J. E. & Taylor, A. W. (2010) Self-injury in Australia: a
community survey.(Survey). The Medical Journal of Australia, 193, 506-510.

Meltzer-Brody, S. (2011) New insights into perinatal depression: Pathogenesis and treatment during
pregnancy and postpartum. Dialogues in Clinical Neuroscience, 13, 89-100.

Mental Health Commission (2014) Living Well: A Strategic Plan for Mental Health in NSW 2014-2024.
NSW Mental Health Commission, Sydney.

Mercer, J. (2015) Examining Circle of Security™ A Review of Research and Theory. Research on Social
Work Practice, 25, 382-392.

Monzon, C., di Scalea, T. L. & Pearlstein, T. (2014) Postpartum psychosis: updates and clinical issues.
Psychiatric Times.

Murray, L. & Carothers, A. (1990) The validation of the Edinburgh Post-natal Depression Scale on a
community sample. Br J Psychiatry, 157, 288-290.

Muzik, M. & Borovska, S. (2010) Perinatal depression: implications for child mental health. Mental
Health in Family Medicine, 7, 239-247.

Myors, K. A., Johnson, M., Cleary, M. & Schmied, V. (2015) Engaging women at risk for poor perinatal
mental health outcomes: A mixed-methods study. International journal of mental health
nursing, 24, 241-252.

Myors, K. A., Schmied, V., Johnson, M. & Cleary, M. (2014) Therapeutic interventions in perinatal and
infant mental health services: A mixed methods inquiry. . Issues in Mental Health Nursing,
35, 372-385.

National Health and Medical Research Council (2014) Ethical Considerations in Quality Assurance
and Evaluation Activities.

NSW Department of Health (2009a) NSW Health/Families NSW Supporting Families Early Package -
maternal and child health primary health care policy. NSW Department of Health.

NSW Department of Health (2009b) NSW Health/Families NSW Supporting Families Early Package -
SAFE START Guidelines: Improving mental health outcomes for parents and infants. NSW
Department of Health.

NSW Department of Health (2009¢c) NSW Health/Families NSW Supporting Families Early Package —
SAFE START Strategic Policy. NSW Department of Health.

NSW Department of Health (2010) NSW Children of Parents with a Mental lliness (COPMI)
Framework for Mental Health Services 2010-2015.

NSW Health (2007) Human Research Ethics Committees - Quality Improvement & Ethical Review: A
Practice Guide for NSW. Document number GL2007_020, NSW Health, North Sydney.

Numan, M. & Young, L. J. (2016) Neural mechanisms of mother—infant bonding and pair bonding:
Similarities, differences, and broader implications. Hormones and behavior, 77, 98-112.

O'Dougherty Wright, M., Fopma-Loy, J. & Oberle, K. (2012) In their own words: The experience of
mothering as a survivor of childhood sexual abuse. Dev Psychopathol, 24, 537-552.

Pape, S. E. & Collins, M. P. (2011) A systematic literature review of parenting behaviours exhibited by
anxious people. Eur Psychiatry, 26.

Price, S. K. & Cohen-Filipic, K. (2013) Daily life or diagnosis? Dual perspectives on perinatal
depression within maternal and child health home visiting. Social Work in Public Health, 28,
554-565.

25



Reck, C., Struben, K. & Backenstrass, M. (2008) Prevelance, onset, and comorbidity of postpartum
anxiety and depressive disorders. . Acta Psychiatr Scand, 118, 459-468.

Reupert, A., Maybery, D. & Kowalenko, N. (2012) Children whose parents have a mental illness:
Prevalence, need and treatment. MJA, Suppl 1, 7-9.

Robertson, E., Grace, S., Wallington, T. & Stewart, D. E. (2004) Antenatal risk factors for postpartum
depression: a synthesis of recent literature. General Hospital Psychiatry, 26, 289-295.

Rothera, I. & Oates, M. (2008) Managing perinatal mental health disorders effectively: identifying
the necessary components of service provision and delivery. The Psychiatrist, 32, 131-133.

Rowe, H., Fisher, J. & Loh, W. (2008) The Edinburgh Postnatal Depression Scale detects but does not
distinguish anxiety disorders from depression in mothers of infants. Official Journal of the
Section on Women's Health of the World Psychiatric Association, 11, 103-108.

Sampson, M., Zayas, L. H. & Seifert, S. B. (2013) Treatment engagement using motivational
interviewing for low-income, ethnically diverse mothers with postpartum depression.
Journal of Clinical Social Work, 41, 387—-394.

Shadigian, M. E. & Bauer, T. S. (2005) Pregnancy-Associated Death: A Qualitative Systematic Review
of Homicide and Suicide. Obstetrical & Gynecological Survey, 60, 183-190.

Siegenthaler, E., Munder, T. & Egger, M. (2012) Effect of preventative interventions in mentally ill
parents on the mental health of the offspring: Systematic review and meta-analysis. Journal
of the American Academy of Child & Adolescent Psychiatry, 51, 8-17.

Smarandache, A., Kim, T. H. M., Bohr, Y. & Tamim, H. (2016) Predictors of a negatice labour and birth
experience based on a national survey of Canadian women. BMC Pregnancy and Childbirth,
16, 1-9.

Tandon, S. D, Leis, J. A., Mendelson, T., Perry, D. F. & Kemp, K. (2014) Six-month outcomes from a
randomized controlled trial to prevent perinatal depression in low-income home visiting
clients. Maternal and child health journal, 18, 873-891.

Tandon, S. D., Perry, D. F., Mendelson, T., Kemp, K. & Leis, J. A. (2011) Preventing perinatal
depression in low-income home visiting clients: a randomized controlled trial. . Journal of
Consulting and Clinical Psychology, 79, 707.

Toohill, J., Fenwick, J., Gamble, J. & Creedy, D. K. (2014) Prevalence of childbirth fear in an Australian
sample of pregnant women. BMC Pregnancy and Childbirth, 14, 1-10.

Wenzel, A., Haugen, E., Jackson, L. & Robinson, K. (2003) Prevalence of generalised anxiety at eight
weeks postpartum. Arch Women's Ment Health, 6, 43-49.

Williams, J., Ryan, D., Thomas-Peter, K., et al. (2014) Best Practice Guidlines for Mental Health
Disorders in the Perinatal Period. BC Reproductive Mental Health Program & Perinatal
Services BC.

Yelland, J. S., Sutherland, G. A. & Brown, S. J. (2010) Postpartum anxiety, depression and social
health: findings from a population-based survey of Australian women. BMC Public Health,
10.

Yelland, J. S., Sutherland, G. A., Wiebe, J. L. & Brown, S. J. (2009) A national approach to perinatal
mental health in Australia: exercising caution in the roll-out of a public health initiative. The
Medical Journal of Australia, 191, 276-279.

Zvara, B. J., Mills-Koonce, W. R., Appleyard Carmody, K. & Cox, M. (2015) Childhood sexual trauma
and subsequent parenting beliefs and behaviors. Child Abuse & Neglect, 44, 87-97.

26



27



