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GLOBAL ALLIANCE FOR  
MATERNAL MENTAL HEALTH



Perinatal mental illness 



Soins dans la NHS  



I can announce today 
 a £365 million investment by 
2020, which will mean that at 

least 30,000 more women each 
year will have access to 

evidence-based, specialist 
mental health care during or 

after pregnancy. 
 









 Objectifs de la MMHA 

•  Parcours comprenant tous les services 
•  Services spécialistes en psychiatrie 

périnatale partout au RU (NICE 192) 
•  Accès aux thérapies pour mères et 

pères: CBT, DBT, IPT 
•  Thérapies relation mère-enfant (NICE)  
•  Sages-femmes et infirmières 

spécialistes dans tous les services  



•  Acute	psychosis	(2/1000),	Severe/complex	(2/1000);	
Chronic	SMI	(2/1000)	

•  Services:	Mother	and	Baby	Units		(2.5-3	beds/10,000	
births)	

•  Commissioning:	national	(England)	

Severe,		
high	risk	

	

• Severe	illness	(30/1000)	
• Services:	Specialist	Perinatal	Community	Teams	
(6-16,000	births)	+	effective	supported	pathway	
• Commissioning:	CCGs:	Mental	Health;	+	maternity	
+	LAs	for		health	visitors	

Admission	
vulnerable	

• Mild/Moderate	illnesses	10%	
•  Services:	Treatment	Primary	Care/IAPT;	
Specialist	MWs	&	HVs,	specialist	advice	

•  Commissioning:	CCGs	and	LAs	

Mild/moderate	

• Mild	illness	and	severe	distress	-	
15%	-	30%	

•  Services:	Time	and	skills	in	
universal	&	Primary	Care	

•  Commissioning:	CCGs	and	LAs		

Mild	illness	and	severe	distress	

•  Good	psychological	care	
promoting	good	MH	

•  Services:	Knowledge	&	
compassion,	understanding	
for		all	

Maternal-child	health	and	wellbeing	

•  Peer support 
•  Parent-infant 

attachment 
services 
(‘Infant MH’) 



Conditions nécessaires 
þ Appréhension correcte des besoins 
•  Guide des bonnes pratiques(NICE) et 

socle de preuves scientifiques 
•  Modèles réussis pour la prestation 

des soins 
•  Normes/Standards de qualité et 

système d'assurance 
•  Confirmation des gains économiques 
•  Consensus et soutien actif de tous 

les intervenants 
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Dépression: la plus fréquente 
complication médicale de la maternité 



Le plus grand risque de psychose 
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Psychose puerpérale: plus rapide, plus grave, et plus 
grand risque qu’à tout autre moment (Oates, 1996; Appleby et al 1998) 

Kendell, 1987 
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Pregnancy (Weeks 1–40) 

Non pregnant 
Pregnant 

(n=42)

(n=59)

Viguera AC.  Am J Psychiatry.  2000;157:179-184. 

Postnatal (weeks 41–64) 

Le plus grand risque de rechute bipolaire 



La principale cause de mortalité de la mère 
 (-9 à +12 mois)  
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Anxieté (ou dépression) maternelle à  
32 semaines/+3mois et troubles psychologiques 

des enfants (SDQ) à  4-13 ans  

O’Donnell et al 2014 



Dépression à 16 ansà 100% mères avaient 
une dépression, 60% pendant la grossesse 
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Depression	postnatale		
effets	sur	enfants	à	11	ans	(Hay et al 2008) 
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La période périnatale: la plus importante 
pour la detection de la depression 

yrs 11-16
5%

no exposure
34%

yrs 1-4
12%

yr 1 pp
14%

pregnancy
34%

yrs 4-11
1%

(Sharpe et al 2006) 



The	crucial	role	of	perinatal	mental	
health	care	in	transgenerational	
mental	health	
  50	-	80%	of	perinatal	patients	have	
history	of	childhood	maltreatment	
(general	population	=	20%)	

  Good	perinatal	mental	health	may	be	a	
crucial	point	to	break	cycle	of	
maltreatment	



χ2(1) = 23.76, p < .001; OR = 10.00; CI: 3.57, 28.01 

Adverse childhood experiences: the 
most important predictor of antenatal 
depression (x10) 
 

Plant et al, 2013 

0%#

10%#

20%#

30%#

40%#

50%#

60%#

70%#

80%#

90%#

100%#

Low$childhood$abuse$ High$childhood$abuse$

No$antenatal$depression$ Antenatal$depression$



Maternal antenatal depression: 3.6x  
risk of maltreatment in offspring 
 

Pawlby et al, 2011 



Mothers’ childhood maltreatment has 
a direct impact on child outcomes 

SDQ:	childhood	emotional	and	behavioural	problems					Collishaw et al 2007 

the abnormal ranges of the parent and teacher
SDQs. Results showed significantly higher
rates of parent-rated problems at age 4, no
abuse: 5.4%; moderate abuse: 8.3%, OR !1.6
~1.1–2.2!, p, .01; severe abuse: 12.2%, OR !
2.4~1.6–3.8!, p, .001; and at age 7 years, no

abuse: 5.5%; moderate abuse: 8.3%, OR !1.5
~1.1–2.2!, p, .05; severe abuse: 10.4%, OR !
2.0 ~1.2–3.1!, p , .01. Similarly, high teacher
SDQ scores were more common among chil-
dren of mothers reporting severe abuse, no
abuse: 6.9%; moderate abuse: 8.8%, OR !1.3

Table 2. Child adjustment (SDQ) at 4 and 7 years by abuse type

Offspring SDQ Score

4 Years ~Parent!
~N ! 5,619!

7 Years ~Parent!
~N ! 5,619!

7 Years ~Teacher!
~N ! 4,761!

Mean ~SD! Mean ~SD! Mean ~SD!

Sexual abuse
None 8.67 ~4.46! 7.61 ~4.91! 5.74 ~5.54!
Moderate 9.57 ~4.86!*** 8.44 ~5.13!*** 6.37 ~5.94!*
Severe 11.05 ~5.37!*** 10.28 ~6.11!*** 8.20 ~7.44!**

Physical cruelty
None 8.76 ~4.51! 7.69 ~4.95! 5.77 ~5.59!
Moderate 9.74 ~4.90!‡ 8.46 ~4.94!† 7.59 ~5.85!**
Severe 10.34 ~5.19!* 9.88 ~5.61!** 7.21 ~6.89!‡

Emotional cruelty
None 8.71 ~4.47! 7.65 ~4.92! 5.73 ~5.55!
Moderate 9.86 ~5.04!*** 8.35 ~5.18!‡ 7.05 ~6.14!**
Severe 9.79 ~5.16!** 8.92 ~5.59!** 7.25 ~6.48!**

Comorbidity of abuse
No abuse 8.62 ~4.42! 7.57 ~4.89! 5.65 ~5.49!
One type of abuse 9.46 ~4.90!*** 8.25 ~5.17!** 6.50 ~6.06!**
Multiple types of abuse 10.28 ~5.02!*** 9.34 ~5.46!*** 7.54 ~6.45!***

Overall rating of abuse
None 8.62 ~4.42! 7.57 ~4.89! 5.65 ~5.49!
Moderate 9.46 ~4.86!*** 8.19 ~5.10!*** 6.44 ~5.91!**
Severe 10.10 ~5.13!*** 9.25 ~5.57!*** 7.56 ~6.75!***

Note: SDQ, Strengths and Difficulties Questionnaire; moderate versus no abuse; severe versus no abuse.
†Nonsignificant at p . .1. ‡p , .1. *p , .05. **p , .01. ***p , .001.

Figure 1. A comparison of the associations between maternal childhood abuse ~overall rating! and
offspring adjustment by child age and informant. The vertical lines are standard error bars.

Maternal childhood abuse and offspring adjustment 375



Transgenerational trauma 
and poor mental health 

Generation 1 
Childhood trauma 

+ 
Maternal  antenatal 

depression 

Generation 2 
Childhood trauma 

+ 
Maternal  antenatal 

depression Generation 3 
Childhood trauma 

+ 
Maternal  antenatal 

depression 

Generation 4 
Childhood trauma 

+ 
Maternal  antenatal 

depression 

Generation 0 
Childhood trauma 

+ 
Maternal  antenatal 

depression 



Adult effects of childhood adverse 
emotional experiences: C-PTSD 

• Hypervigilance, fear, beliefs that negative 
events could occur unpredictably at any time 

• Minor events precipitate rapid and extreme 
changes in mood, thinking and behaviour 

• Self preservation through detachment from 
current anguish: dissociation, non-psychotic 
voices, somatisation 

• Self blame and self harm 
• Extreme lack of trust in others, reject 

approaches and offers of help 



Economic costs (LSE, 2014) 

Cost if we don’t act 

£8.1bn£337m 

Cost of taking action 



	Depression	postnatale	:	soins	
(Gavin	et	al	2015)	
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Unités 
Mère-Bébé 
manquent 
60 places  



Services 
communautaires 
perinatals : 2013 



Conditions nécessaires 

þ Appréhension correcte des besoins 
þ Guide des bonnes pratiques (NICE=HAS) 

et socle de preuves scientifiques 
•  Modèles réussis pour la prestation des 

soins 
•  Normes de qualité et système d'assurance 
•  Confirmation des gains économiques 
•  Consensus et soutien actif de tous les 

intervenants 



‘Guidelines’…tous	en	accord…	et	=	nos	objectifs!	
	



Conditions nécessaires 
þ Appréhension correcte des besoins 
þ Guide des bonnes pratiques(NICE) 

et socle de preuves scientifiques 
þ Modèles réussis pour la 

prestation des soins 
•  Normes de qualité et système 

d'assurance 
•  Confirmation des gains économiques 
•  Consensus et soutien actif de tous 

les intervenants 



Parcours santé mentale pendant la grossesse 

Support from GP, HV and MW, plan 
continued close monitoring in the early 

postnatal period. Obtain specialist 
advice as necessary. 

Other 
agencies 

Talking 
therapies 

GP assessment for medication and 
talking therapies & continued 
support from GP, HV and MW 
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 care pathways: 
Bipolar disorder 
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Depression 
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Support from GP, HV and MW 

History of mental illness and current 
mental health assessed at first contact 

and booking 

Coping 
with daily 

living 
problems P

er
in

at
al

 tr
ia

ge
 a

nd
 a

ss
es

sm
en

t p
ro

ce
ss

 

History of possible severe mental 
illness or current severe illness, 

identified by any service 

If persists or worsens 

Current severe 
illness 

Current moderate 
illness 

Current mild 
illness 

If persists or worsens 

Routine antenatal care Mental health care 

Perinatal 
specialist 
inpatient 

care 
(mother 

and baby 
unit) 

Any positive responses to 
questions (communicate for 

information) 
Communicate for information 

Routine postnatal care 

Q 

Maternity services 

GP, primary care, IAPT 

General adult MH services 

Perinatal MH 
 services 

NB! At every stage 
assess and 

enhance mother-
infant relationship 

Society: nurture families, fight ignorance, build resilience 



Routine detection: primary care 
and maternity services (NICE) 

•  at first contact, between 4 to 6 
weeks and 3 to 4 months after 
delivery: Whooley questions to identify 
possible depression 

•  Current or past mental health problem: 
routine enquiries at all subsequent 
contacts.  



Whooley – Arroll Questions 

•  During the last month, have you often 
been bothered by feeling down, 
depressed or hopeless?  

•  During the last month have you often 
been bothered by having little interest 
or pleasure in doing things? 

•  Is this something you feel you need or 
want help with?  

•  Sensitivity 96%, specificity 57% 



Cartographie	du	parcours	entier	
vers	parité,	equité,	qualité	

http://maternalmentalhealthalliance.org/mumsandbabiesinmind/mabim-tools/ 



Fonctions	d'un	service	périnatal	
•  Unités	Mère	Bébé	(MBU)	pour	les	plus	
gravement	malades	

•  Service	de	‘communauté’	(proximité/
d’aide	à	la	personne)	pour	mères	+	bébés	
(-9	à	+12	mois)	+	familles	

•  Parcours	pour	prévision,	prévention,	
détection,	traitement	

•  Conseils,	formations,	collaboration	pour	
tous	les	professionnels	



Winchester MBU 



Service à domicile Perinatal de Hampshire : 
infirmières, puéricultrices, psychiatres, psychologues, 

secrétaires…    
16,000 naissances/an 

‘Just do it!’ 



Réduction	de	la	stigmatisation,	diffusion	des	
informations	et	amélioration	des	soins	



Cliniques	par	téléphone:	efficace,	
accessible,	et	rentable	



Telephone Groups 



‘Video	Interactive	Guidance'	à	
l'hôpital	et	a	domicile	



Meador	et	al,	NEJM,	2009	

T h e  n e w  e ngl a nd  j o u r na l  o f  m e dic i n e

n engl j med 360;16 nejm.org april 16, 20091602

posed to any of the other three antiepileptic drugs 
(P = 0.68). The association of valproate with poor 
cognitive outcomes persisted after adjustment for 
confounders with the use of two approaches: lin-
ear regression analysis and subgroup analysis 
with propensity scores and individual confound-
ing variables. In each propensity-score subgroup, 
the mean IQ for children exposed to valproate is 
lower than the mean IQ for children exposed to 
any of the other antiepileptic drugs (Fig. 1 and 2, 
and Fig. 1 through 4 in the Supplementary Appen-
dix). The pattern in the forest plots implies that 
baseline differences do not explain the associa-
tion of valproate with poor IQ outcome.

In analyses assessing associations between the 
average dose of an antiepileptic drug in pregnancy 
and a child’s IQ at the age of 3 years, only the 
dose of valproate was significantly correlated (in-
versely) with IQ (r = −0.38, P = 0.005) (see Fig. 5 in 
the Supplementary Appendix for the relation be-
tween the drug dose and the difference in IQ be-
tween child and mother). The results were simi-
lar when average doses in the third trimester, 
rather than those throughout pregnancy, were in-
cluded in the model. Among the subgroup of 38 
women in whom blood levels of valproate were 

measured, the dose was correlated with the blood 
level (r = 0.42, P = 0.008), but the level was not sig-
nificantly associated with the child’s IQ in this 
small sample. IQs did not differ significantly 
among children exposed to different antiepileptic 
drugs when the analysis was restricted to children 
exposed to low doses (below the median) (Fig. 1).

Higher maternal IQs were significantly asso-
ciated with higher IQs of children overall and 
within each antiepileptic-drug group except val-
proate (Fig. 3). Children with major malformations 
(previously described24) had lower IQs, but this 
effect did not explain the differences in cognitive 
outcomes associated with exposure to different 
antiepileptic drugs. 

Discussion

In utero exposure to valproate was associated with 
poorer cognitive outcomes than was exposure to 
other commonly used antiepileptic drugs. The ef-
fect of valproate was dose dependent. As in previ-
ous population studies,9 maternal IQ was strongly 
related to child IQ except for mothers who took 
valproate during pregnancy, a result suggesting 
that valproate disrupted this normally robust re-
lationship.

The strengths of our study include its prospec-
tive design, blinded cognitive assessments with the 
use of standardized measures, and detailed mon-
itoring of multiple potential confounding factors. 
Its limitations include its relatively small sample, 
lack of randomization, and lack of a control group 
of unexposed children. The relatively young age 
of the children at this planned interim analysis 
is an additional limitation, and we plan to obtain 
more detailed assessments of the children at the 
age of 6 years.

Because the NEAD study is not a randomized 
trial, a potential concern is that the results may 
be due to confounding factors related to baseline 
characteristics that might affect the child’s IQ. For 
example, antiepileptic-drug assignment was not 
randomized, and therefore the largest proportion 
of mothers taking valproate had idiopathic gen-
eralized epilepsy. However, the association be-
tween maternal valproate use and poor cognitive 
outcomes in the children persisted in analyses 
adjusted for many baseline characteristics, includ-
ing the propensity analyses.

Our results are consistent with those of previ-
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Figure 1. IQ Scores of Children Who Were Exposed to Antiepileptic Drugs 
In Utero, According to Drug and Dose.

The means (black squares) and 95% confidence intervals (horizontal lines) 
are given for the children’s IQ as a function of antiepileptic drug and dose. 
The children’s IQs were adjusted for factors in the primary model, except 
dose. Low doses are below the median for each antiepileptic drug, and high 
doses are equal to or above the median. The median doses were 750 mg 
per day for carbamazepine, 433 mg per day for lamotrigine, 398 mg per day 
for phenytoin, and 1000 mg per day for valproate. The vertical line is the 
mean IQ for all children, and the size of the black squares is proportional 
to the sample size.

The New England Journal of Medicine 
Downloaded from nejm.org at SOUTH CENTRAL SHA on May 14, 2012. For personal use only. No other uses without permission. 

 Copyright © 2009 Massachusetts Medical Society. All rights reserved. 



Insensibilité maternelle 
(inférieur = mieux) 
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Passivité infantile 
(inférieur = mieux) 

0
2
4
6
8

10

Com
munity

Dep
res

sio
n

Psy
ch

os
is

Sch
izo

phren
ia

Diagnostic grouping

Infant passiveness

Admission
Discharge

Kenny et al 2013 



Conditions nécessaires 
þ Appréhension correcte des besoins 
þ Guide des bonnes pratiques(NICE) 

et socle de preuves scientifiques 
þ Modèles réussis pour la prestation 

des soins 
þ Normes de qualité et système 

d'assurance 
•  Confirmation des gains économiques 
•  Consensus et soutien actif de tous 

les intervenants 





Conditions nécessaires 
þ Appréhension correcte des besoins 
þ Guide des bonnes pratiques(NICE) et 

socle de preuves scientifiques 
þ Modèles réussis pour la prestation 

des soins 
þ Normes de qualité et système 

d'assurance 
þ Confirmation des gains économiques 
•  Consensus et soutien actif de tous les 

intervenants 





Coûts (LSE, 2014) 

Si	nous	continuons…	

£8.1bn£337m 

                                        Si nous agissons 



Equivalence	avec	les	soins	de	santé	
physique	durant	la	maternité	
(parité)	

•  Soins	(physiques)	de	maternité=	£2800/femme	
•  Psychiatrie	périnatale	partout=	£67/femme	

•  Soins	de	maternité	=	£2.6bn	
•  Soins	santé	périnatale,	parcours	entier	=	£0.34bn	

Si	nous	continuons…	coûts	£8.1bn	



Conditions nécessaires 
þ Appréhension correcte des besoins 
þ Guide des bonnes pratiques(NICE) 

et socle de preuves scientifiques 
þ Modèles réussis pour la prestation 

des soins 
þ Normes de qualité et système 

d'assurance 
þ Confirmation des gains économiques 
þ Consensus et soutien actif de 

tous les intervenants 





Unité 
= 

succès! 



Unités 
Mère-Bébé  

4 new 
MBUs 
in 
2018 



Services à 
domicile 
perinataux : 
2013 



Services à 
domicile 
perinataux: 2015 



L’équité	est	possible!	



Délais	maximales	

a video worth watching: 
https://www.youtube.com/watch?
v=53RX2ESIqsM 
and a book worth reading: 

PLEASE HAVE A LOOK AT THE LINKS IN 
PREVIOUS SLIDES AND THE FOLLOWING 
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GLOBAL ALLIANCE FOR  
MATERNAL MENTAL HEALTH

a video worth watching: 
https://www.youtube.com/watch?
v=53RX2ESIqsM 
and a book worth reading: 

PLEASE HAVE A LOOK AT THE LINKS IN 
PREVIOUS SLIDES AND THE FOLLOWING 
…AND SOME MORE 


