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APPG on Population, Development and Reproductive Health Hearings into Maternal Morbidity

Response by the NCT
The National Childbirth Trust (NCT) is a charity and membership organisation with over 83,000 members across the UK. Our strength comes from the dedication of our volunteers, who work through our network of branches to provide and support local services, training and evidence-based information for parents, families and health professionals. We are trusted and respected by health professionals and governments as an organisation that represents the needs of parents.

The NCT wants all parents to have an experience of pregnancy, birth and early parenthood that enriches their lives and gives them confidence in being a parent. 

The NCT offers information and support in order to give every parent the chance to make informed choices and wants to ensure universal access to our services and activities. In addition to our service provision function we campaign vigorously to improve maternity care and ensure better services and facilities for new parents.

The NCT contends that maternity and early parenting services should be designed around parents’ needs and specifically aim for the transition to parenthood to be a positive experience for men and women.

We believe that the way that society supports those becoming parents during pregnancy, birth and the first years of parenthood have major implications for the future and well-being of the population. 

The National Childbirth Trust, Alexandra House, Oldham Terrace, London, W3 6NH

Tel: 020 8752 2332

Fax: 0870 770 3236

Website: www.nct.org.uk
For more information please contact Lisa Cunningham: l_cunningham@nct.org.uk
Hearings into Maternal Morbidity
Following the NCT’s remit, we will be responding to the following issues, from a UK perspective, and particularly with reference to health inequalities:
· Eclampsia and pre-eclampsia
· Haemorrhage and anaemia
· Infections including HIV

· Postnatal depression

In relation to the issues above we also provide wider comment on:

· Health inequalities and poor access to care

· Substandard care

Health inequalities and poor access to care
As an overriding factor affecting maternal morbidity, we would firstly like to highlight the way that health inequalities and inequalities in access to maternity care contribute to maternal morbidity. Inequalities in health are well documented and a vast amount of evidence exists to show that health outcomes are affected by a range of socio-demographic factors, such as social class and ethnicity, which determine an individual’s health and overall life chances.1,2,3,4 
It is also well known that those most likely to experience problems in pregnancy are the least likely to access the care that they need.5,6,7 The latest Confidential Enquiry into Maternal and Child Health (CEMACH) review of maternal deaths in the UK, 2003-05 found that of all maternal deaths occurring in this period, 17% of all women who died from direct or indirect causes booked for maternity care after 22 weeks gestation, missed over four routine antenatal appointments, or did not seek care at all. Key characteristics identified for poor or non-attendance were being subject to domestic violence or being known to social services, having substance misuse problems, being single, unemployment of the mother or both partners, and speaking no English.5 
This evidence showing that vulnerable women begin antenatal care later and experience difficulties staying in contact with maternity services demonstrates the need to address unequal access to antenatal care and for services that are designed specifically to meet the needs of disadvantaged women. This should include more outreach services, based in communities close to where women live. Additionally, individual midwifery caseloads would allow women and their carers to get to know each other and build a trusting and mutually respectful relationship.  

In most cases, the CEMACH enquiry found that women who were known to be high risk yet missed appointments had not been followed up; as recommended in previous enquiries. 5 From 2007, this is explicitly addressed in England by Public Service Agreement 19 which aims for all women to access maternity care and receive a risk assessment and care plan by 12 completed weeks of pregnancy.8  A summary of this PSA target has been attached for information. We welcome this agreement that should provide a strong incentive to address practical ways of welcoming disadvantaged women and providing them with tailored care to meet their needs and follow them up when the miss appointments. With appropriate primary and secondary care for vulnerable women and improvements in multi-agency working this should have a positive impact on the quality of care provided and bring improvements to maternal mortality and morbidity. Commissioners and managers in PCTs and NHS trusts should be urged to implement the objectives of this PSA target.
Eclampsia and pre-eclampsia

We would refer you to the recommendations and learning points relating to pre-eclampsia and eclampsia of the latest Confidential Enquiry into Maternal and Child Health (CEMACH) review of maternal deaths in the UK, 2003-05 (pages 72-74). 5 The NCT supports these recommendations, they are: 5  
· ‘Women with a systolic blood pressure of 160 mm/Hg or more need anti-hypertensive treatment.Consideration should be given to initiating treatment at lower pressures if the overall clinical picture suggests likely rapid deterioration with anticipation of severe hypertension’.

· ‘Anaesthetists should anticipate an additional rise in blood pressure at intubation in women with severe preeclampsia who are undergoing caesarean section under general anaesthesia and take measures to avoid a speed that compromises maternal wellbeing, even when there are concerns about fetal wellbeing’.

· ‘Syntometrine should not be given for the active management of the third stage if the mother is hypertensive, or if her blood pressure has not been checked’.
While these recommendations relate to an enquiry into maternal mortality, implementation of these recommendations should reduce both pre-eclampsia or eclampsia related mortality and morbidity. The need for implementation of good practice guidelines and recommendations is shown by how the maternal mortality enquiry assessed 13 cases of the 18 maternal deaths due to pre-eclampsia or eclampsia as involving substandard care. 5  
Haemorrhage and anaemia

We support the recommendations and learning points relating to haemorrhage and anaemia of the latest CEMACH maternal deaths enquiry (pages 78 and 84). 5 These recommendations on obstetric haemorrhage are: 5  

· ‘All staff require regular training on identification and management of maternal collapse, including the identification of hidden bleeding and the management of haemorrhage, which is also a key recommendation of this Report.’
· ‘An early warning scoring system of the type described in the Chapter on Critical Care, another key recommendation of this Report, may help in the more timely recognition of cases of hidden bleeding.’
· ‘When severe haemorrhage occurs it is good practice to call straight away for the aid of colleagues with greater gynaecological surgical experience.’
· ‘The management of women with placenta percreta requires careful multidisciplinary planning in the antenatal period and the involvement of a consultant-led multidisciplinary team at delivery.’
· ‘Guidelines for the management of women who refuse blood products must be made available to, and discussed with, all maternity staff as part of their routine training, postgraduate education, continuing professional development and practice.’
· ‘Women should be advised that caesarean section is not an entirely risk-free procedure and can hold problems for current and future pregnancies.’
· ‘All women who have had a previous caesarean section must have their placental site determined. This, too, is a key recommendation of this Report. If there is any doubt, magnetic resonance imaging (MRI) can be used along with ultrasound scanning in determining if the placenta is accreta or percreta.’
58% of women who died of obstetric haemorrhage in the UK between 2003-05 received substandard care, again pointing to the need for implementation of good practice guidelines. The enquiry also states that a large proportion of ‘near misses’ in developed countries are related to cases of severe haemorrhage. 5  
11 out of the 14 deaths due to haemorrhage were delivered by caesarean section, demonstrating that caesarean section is not risk free. 5  This suggests that reducing unnecessary caesareans and reducing the caesarean section rate to the rate of 10 - 15% recommended by WHO9 could reduce caesarean-section related maternal mortality and morbidity.
Infections including HIV

Migrant women who have recently arrived in the UK may be at increased risk of infections such as TB and HIV/AIDS. This was a finding of the CEMACH enquiry into maternal deaths.5 These infections contributed to deaths of women in the enquiry yet none of the women who died of these causes received a routine medical examination during pregnancy. This highlights the need for women, and particularly migrant women, to be offered screening during pregnancy to increase the possibilities for remedial action.
In relation to HIV, we support the recommendation in the NICE antenatal care guideline that: (section 10.7) 10
· ‘Pregnant women should be offered screening for HIV infection early in antenatal care because appropriate antenatal interventions can reduce mother-to-child transmission of HIV infection.  A system of clear referral paths should be established in each unit or department so that pregnant women who are diagnosed with an HIV infection are managed and treated by the appropriate specialist teams.’
Other infectious diseases found to be underlying conditions of maternal deaths in the UK between 2003-05 included pneumonia, meningitis and sepsis. The incidence of TB is known to be increasing in the UK.5 There were two cases of TB amongst the women who died and both cases were diagnosed late.5  
We also support the RCOG Management of HIV in Pregnancy Guideline (2004) 11 that we would encourage implementation of. This guideline is available at:
http://www.rcog.org.uk/index.asp?PageID=522  
Postnatal depression

We would recommend use of the terms ‘antenatal and postnatal mental health disorders’ rather than the term ‘postnatal depression’. In recent years it has become increasingly recognised that antenatal mental health is also a significant concern, as well as there being a range of postnatal mental health disorders which can be neglected or misdiagnosed due to the label ‘postnatal depression’. 12  

We recommend and support the implementation of the NICE Antenatal and Postnatal Mental Health Guideline. 13 The guideline does not use the term ‘postnatal depression’ and emphasizes that: ‘caution is needed in the use of the term ‘postnatal depression’ as there is concern that its misuse is widespread, with potentially serious negative consequences.’ Recognising the range of antenatal and postnatal mental health disorders the guideline covers the care of women with anxiety disorders, and depression as well as the treatment of postnatal psychotic disorders (often referred to as puerperal psychosis), which predominantly comprise bipolar disorder and schizophrenia.13 We would therefore welcome the attention of your hearing to the range of antenatal and postnatal mental health disorders.12
In relation to the range of mental disorders that can affect women in pregnancy and the postnatal period, it is important to understand that many women across a wide range of cultures experience transient periods of low mood during pregnancy or after a baby’s birth, including feelings of loneliness, increased anxiety and unhappiness. For most women these feeling are relatively mild and would not lead to a clinical diagnosis of mental disorder if help were sought. They tend to resolve as a woman adjusts to her new maternal role, depending on her history, general well-being and sources of support. For a minority of women, however, this low mood has a significant impact and may amount to a clinically diagnosable mental disorder.12  
Mental disorders during the antenatal and postnatal period take many forms. There is a lack of professional consensus about whether different disorders are part of a spectrum or are entirely separate conditions. Everyday terms such ‘depression’ or ‘anxiety’ are used to describe some of them, but there is a risk that the familiarity of these terms can lead to an underestimation of the severity of their effects.14 The picture is further complicated by the historical tendency to under-diagnose antenatal mental disorders and to blur together all postnatal mental disorders under the label of ‘postnatal depression’.14 Current thinking distinguishes the following perinatal mental disorders: 12
· Baby blues

· Depression

· Anxiety

· Psychosis

For further information about these disorders, diagnosis and treatment, an NCT evidence based briefing on antenatal and perinatal mental health is attached for your information. 

Women with a history of severe mental illness have a significantly higher incidence of serious postnatal mental illness than other women. In recognition of this, it is a mandatory procedure under the Clinical Negligence Scheme for Trusts (CNST) for pregnant women to be asked about their previous psychiatric history and family history

of mental illness as a routine part of antenatal care, and the NICE guideline on antenatal and postnatal mental health recommends that these questions should be asked at first contact with services in both the antenatal and postnatal periods. 13
Where a woman has a current mental disorder or a history of severe mental illness, she should be asked about her mental health at every contact. 15 The NSF for Children, Young People and Maternity Services requires that all NHS maternity care providers have in place policies and protocols for supporting women who are at high risk of developing a serious postpartum mental illness, including joint working arrangements with the local Mental Health Trust and direct access by maternity professionals to a perinatal psychiatrist. 16 NICE further recommends that where a woman has a current or past history of serious mental illness, a written care plan covering pregnancy, delivery and the postnatal period should be agreed between the woman, her partner, her family and all relevant healthcare professionals, usually in the first trimester. 17 
Although antenatal and postnatal depression can develop in women who have no identifiable risk factors, many women who develop depression are dealing with stressful psycho-social circumstances that undermine normal coping mechanisms. These include women who: have a history of depression, have a partner who is unsupportive or abusive, experience a general lack of social support, live in poverty, are very young, lost

their own mothers as children, have a sick or premature baby, or are experiencing

external stresses such as bereavement, moving house, losing a job or financial problems. 12  
The CEMACH enquiry into maternal deaths in the UK, 2003-05 includes considerable analysis of psychiatric-related maternal mortality.5  In total, 17% of all deaths were due to, or associated with, psychiatric causes. Suicide was the leading indirect cause of maternal death in the 2003-2005 period, and the leading overall cause of maternal and late deaths in the previous triennium. 18  In the latest report, 6% of all the women who died were thought to have committed suicide. A ‘past psychiatric history’ was found to be a significant risk factor for maternal death. Eighty-one percent of all deaths due to or associated with psychiatric causes and 64% of all deaths by suicide were of women with a ‘previous history of psychiatric disorder’. 5 Whilst these data relate to maternal mortality, they provide an indication of mental health-related maternal morbidity which of course affects more women.

The CEMACH maternal death enquiry also provides data showing links between maternal mortality, mental health problems and other social factors. Of the women who died from suicide, fifty-five percent were unemployed and / or had a partner who was unemployed, 42% were living with domestic abuse and 36% were drug addicts or occasional users. Perhaps as a consequence of this, 30% booked for maternity care after five months gestation or were irregular attenders for care. CEMACH reviews deaths associated with use of alcohol and illegal substances alongside maternal deaths arising directly from a psychiatric condition or closely related to a psychiatric disorder and suicide. Eleven percent of all women who died had drug or alcohol problems, and 60% of these women were registered drug addicts. 5 These data showing the link between maternal mental health problems and socially disadvantaged groups again show the need to address inequalities in access to maternity services and to find ways of better engaging with women from disadvantaged groups. Please refer to the section on ‘health inequalities and poor access to care’ that we have included at the start of our response. We have also included at the end of this section on substandard care, based on the CEMACH maternal mortality enquiry. The section is of particular relevance to disadvantaged groups and mental health disorders.
We support the CEMACH findings on psychiatric deaths (page 152-3), these are: 5
·  ‘All professionals involved in caring for pregnant women who have been referred to child protection services should be alert to the fact that many of these women actively avoid maternity care despite being at high risk of medical or mental health problems. This risk is compounded by child protection case conferences and the removal of infants into care. Whilst the needs of the child must remain paramount, extra support and vigilance is needed for the mother and communication between all agencies involved in her care is essential. Further efforts are required to retain women who are substance misusers in treatment programmes after their child has been removed. Social workers should liaise with, and refer pregnant women in their care to, the local maternity services if necessary.’
· ‘Extra vigilance and support is required for women who have requested a termination but, because of late gestation or other reasons, have to continue with an unwanted pregnancy. All women, but particularly the most vulnerable and excluded who have little money and a lack of transport, should have easy access to local facilities. Careful consideration should also be given to the method employed as medical terminations are particularly distressing for women who are home alone.’
· ‘All women should be routinely asked in early pregnancy about current and previous mental health problems including their use of prescribed and non-prescribed medicine and legal and illegal substances including tobacco and alcohol. Maternity staff should sensitively, but explicitly, enquire into the nature and severity of these problems. They should check with the woman’s General Practitioner (GP) for further information.’
· ‘During pregnancy, all women who are at identified risk of serious postnatal mental illness should be assessed by a psychiatric team. The woman should have a management plan which includes a system of close supervision following birth. Midwives should check on the continuing mental health of all their clients at least twice during pregnancy and following delivery. Midwives should routinely inform the GP that their patient is pregnant and ask for any health or relevant social information. The responsibility of conveying previous psychiatric and medical history should not rest with the woman alone.’
· ‘GPs should communicate not only with obstetricians, but also with midwives, details of their patient’s previous psychiatric history including that of alcohol and drug misuse. Psychiatric teams caring for women with serious mental illness, particularly bipolar disorder, should proactively discuss with all female patients of childbearing age the risks associated with childbirth and plans to manage this risk should they become pregnant.’
· ‘Psychiatric teams should liaise with midwives and obstetricians about the management of pregnant women with mental health problems. Psychiatric teams should accept direct referrals from midwives.’
· ‘The training programmes of midwives, general practitioners, obstetricians and psychiatrists should include perinatal psychiatric disorders.’
· ‘Specialist perinatal psychiatric teams should be available to every maternity network or Trust to assist in the management of women who are at risk of becoming ill and to those who are suffering from serious postpartum disorders.’
· ‘Women who require to be admitted to psychiatric hospital following delivery should be admitted to a specialist psychiatric mother & baby unit.’
Substance abuse

· ‘Pregnant women with substance misuse problems should not be managed by GPs and midwives alone but by an integrated specialist service nested within the maternity services. This should comprise a specialist midwife and obstetrician, specialist drug treatment professionals who can manage both alcohol and drug problems, a social worker and other relevant agencies to ensure coordinated multidisciplinary and multi-agency care.’
· ‘Close multidisciplinary and multi-agency care should be continued not only through pregnancy but also in to the postnatal period even if the infant is removed into the care of the local authority.’
· ‘All drug and alcohol specialist services should enquire about domestic abuse at assessment and within ongoing treatment. Local protocols should be developed for effective collaboration between agencies and services.’
· ‘All drug treatment agencies should record an agreed minimum consistent data set about the children of clients presenting to them and information should be shared between social services and health treatment agencies.’
Substandard care

CEMACH’s maternal mortality enquiry assessed 64% of direct maternal deaths in the UK in 2003-05 and 40% of indirect deaths to have been of women who received some degree of substandard care. As has been shown, a disproportionate number of the women who died during pregnancy or the postnatal period were from vulnerable and excluded social groups. Additionally, poor management of higher risk women and a lack of multidisciplinary care for women with complex pregnancies was identified as a frequent contributor to substandard care.  Poor communication was also found to be an underlying cause of substandard care, and particularly a lack of information sharing between different teams of professionals, including GPs, the maternity team and social services. 5  These inadequacies are likely to have most impact on women whose circumstances put them at greater risk of multiple physical, mental health and social problems and who are most in need of multi-disciplinary and multi-agency care.  

Of particular relevance to maternal mental health, of the women who died, CEMACH identified a serious multi-agency communication problem for women whose children had been taken into care, often as a result of substance misuse. Lack of follow-up of these women after their child had been taken away, and a lack of liaison and co-ordinated care between health and social services was apparent in many cases. In total, twenty-three women died after removal of their child by social services. Five of these died as a result of suicide, eighteen as a result of drug overdoses which could not be proved or disproved as intentional, and one as a result of murder. Women often tried to hide their pregnancies and actively avoided maternity care due to fear of their child being taken from them. When their pregnancies were known about by social services it was commonly wrongly assumed that the women were accessing maternity care. 5  CEMACH’s recommendations about the need for improved multi-agency working for women with mental health disorders and substance abuse problems are included in the section above.
For further findings from the CEMACH maternal death enquiry on substandard care please find attached an NCT briefing on this topic.
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